








Also reported are a limited number of Maori specific quality frameworks to evaluate service
effectiveness. Nationally Maori are over represented as perpetrators and victims of family
violence.

During May to July 2010 a Whanau Ora workforce group met with terms of reference and
objectives to improve the capacity and capability of MidCentral DHB’s FVI Programme and
to review assessments and referrals of women and children. A projected outcome was to
develop cultural frameworks for both Maori and Pasifika people and to ensure appropriate
responses and DHB compliance.

Two hui / fono were held.

« Tamati Kruger was contracted to facilitate a workshop held in August 2010 on the
Mauri Ora framework, which was developed from the comprehensive work by him
and Maori practitioners. It provides sound parameters for Maori in Maori environs.

e Mauri Ora identifies the essentials for whanau wellbeing, and a process for ending
whanau violence. Zero tolerance.

If family violence is to be successfully addressed, 3 fundamental tasks are identified by

Mauri Ora toward achieving whanau wellbeing (Kruger et al., 2004)

o Dispelling the illusion that whanau violence is normal or acceptable

» Removing opportunities for whanau violence through education for empowerment
and liberation

¢ Teaching transformative practices based on Maori cultural imperatives that provide
alternatives to violence

The fono was conducted for Pasifika people by Kuresa Faleseuga. The fono, held in
December 2010, adopted a three pronged approach to

a) Acknowledge the problem

b) Strengths based approach

c) Action

The hui and fono were open attendance.

The FVI Coordinator has reviewed DHB policies and progressed training. A Training for
Trainers programme (3 days) was conducted in December 2010, and a series of monthly
workshops for MDHB staff are about to commence in February 2011. Appropriate Maori
cultural content is being developed for for workshop participants, who will be
predominantly non-Maori staff. The cultural content for the local workshop will focus on
the distortion of tikanga, wairua whakapapa etc as a consequence of colonisation and
provide time for discussion. The workshop will be evaluated following each delivery.

The development of a Maori practitioners group in the DHB able to intervene and practice
from a Maori specific base may be a future consideration.

PP5: Waiting times for chemotherapy treatment

Wait imes templates are to be supplied each quarter, The templates should dispiay results for each
month within the quarter. Qualitative comment on reasons {and management plans) for people with
chemotherapy waits longer than 6 weeks is to be supplied in quarterly reporis.

Templates submitted each month as required. The summary of treatments for the quarter
and time to treatment follows.
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2010 - - October November December | Total
Treatmenis >6 weeks | 1 0 1 2
Total freatments 15 19 17 51

{excludes priority D patients}
49 (96%) of 51 people treated this quarter were treated within six weeks.

The delay in October was because of the patient’s coexisting clinical condition at the time.
The delay in December was due to capacity constraints.

PP6: Improving the health status of people with severe mental illness through improved
access
Each DHB to report confirming access targets are met.

Data: 12 months to end September 2010

Agegroup - | Ethnicity <= . - Target 2010/11 ; Actual 2010/11
Total 24% 2.67%
0—19 years Maori 1.8% 2.13%
Other 2.7% 2.90%
Total 3.07% 3.44%
20 — 64 years Maori 3.97% 4.97%
Other 2.9% 3.15%
Total 0.5% 0.52%
65 + years Maori 0.5% 0.6%
Other 0.5% 0.5%

Confirmed; access targets are being met.

PP7: Improving mental health services using relapse prevention planning

¢ The number of adulis and older peopie (20 years plus) with enduring serious mental iliness who have
been in treatment* for two years or more since the first contact with any mental health service (* in
treatment = at least one provider arm contact every three months for two years or more.) The subset
of alcohol and other drug only clients will be reported for the 20 years plus.

« The number of Child and Youth who have been in secondary care tregtment” for one or more years (*
in treatment = at least one provider arm contact every three months for one year or more).

s The number and percentage of long-term clients with up to date crisis prevention/resiliency plans and
describe how this is assured.

: . g:::)?:i:f: | Methodology for Number of people with % of people W|th up

treatment for Knowing People up to date crisis - [ to date crisis
R Planmng {e.g. preventlonlremhency : preventlonlresmency
two years or . KPP) plans - : . plans

Ethnicity Total | Maori : Total Maori Total Maori Total Maori

20 years plus

(excluding

those with 299 56 Electronic Audit 279 53 93% 96%

addictions

onty)
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20 years plus

Addictions 110 22 Electronic Audit 106 22 96% 100%
only

Child & Youth : 46 5 Electronic Audit 41 5 89% 100%
Total 455 83 Electronic Audit 426 80 94% 96%

Overall the total result is marginally below the DAP target of 95%. The result for Maori has
achieved target. The total result for Child and Youth is affected by low numbers (eg one RPP can

sway the result by 2% points) and staff leave.

PP8: DHBs report alcohol and drug service waiting times and waiting lists

DHBs will report their longest walling time, in days, for each service type for one month prior to the
reperting period.

i Inpatient Detoxification 0 i 0 i 0 i i 0 7
¢ Residential/Social Detoxification
: Specialist Prescribing 0 149 i 0 0 i0 0
Structured Counselling 08 . 27 i 23 47 i 14 63
i Day Programmes 40 45 :127 70 i 0 22
! Residential Rehabilitation 76 81 i 107 50 i 0 0
inpatient Detoxification ) 0 f0 0 {0 {0
Residential/Social Detoxification i
Specialist Prescribing : 50 82 1162 i 0 i0 i3
Structured Counselling i 20 i 55 {75 i85 108 168
i Day Programmes i 42 i 43 a7 P40 0 {30
i Residential Rehabilitation P72 i 80 100 (42 0 i 30

MidCentral is currently in the process of establishing a formal social residential
detoxification provider. Virtually all inpatient detoxification clients are admitted acutely
hence the near absence of wait times for this service.

The Community Mental Health and Addictions Team had a programme which started on
the 27t of September. The next programme started 17t January and many providers do not
refer until closer to the time and many consumers do not look for support towards the end
of the year opting to wait until the new year. The team also does not recognise consumers
who might be possible for residential programmes who are already working with 1:1 until
December. There is community support and support groups available to consumers who are

waiting for the program.
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Waiting List

i Maori Ethnicity =~~~ - = i Number. of people on the walting hst at the end of the month
: Jun Jul Aug i Sep i Oct Nov
 Inpatient Detoxification ‘0 X 10 L0 0 0

: Residential/Social Detoxification : ! .

i Specialist Prescribing ) 0 i0 (0 0 i 0

i Structured Counselling 3 1 i 4 1 2 i 2

{ Day Programmes 5 8 {10 : 0 0 | 2

i Residential Rehabilitation 5 8 {9 i 0 0 {2

| Other Ethnicity. -

s Jun i Jul i Aug ! Sep Oct Nov

Cinpatent Detoxification 0 o Y X 0 o

i Residential/Social Detoxification :
Specialist Prescribing i0 0 0 0 i0 0
Structured Counselling 17 6 12 8 3 9
Day Programmes i 5 7 P2 0 (0 i 0

i Residential Rehabilitation {5 3 i3 0 {0 i 0

With day programmes and residential rehabilitation, the first three months reflect a time after
MidCentral Health Alcohol and Drug Service had begun changing their referral processes, as
well as a tendency for probation services to access community services instead of MidCentral
Health. This increased the community service teams work load to a level where a waiting list
was created which took time to work through while staff case loads were at a capacity. Dueto
this issue the team created a new process for working with referrals including a workbook which
consumers complete themselves who are then triaged by our clinical manager. This has
decreased waiting times along with the new design of the program, and a slight decrease in
referrals once we were able to deal with the backlog of referrals from probation.

Virtually all inpatient detoxification clients are admitted acutely hence the absence of a wait list
for this service. For people assessed as meeting the criteria for opioid substitution treatment
(methadone) MidCentral DHB aims to commence treatment within two weeks of a completed
assessment.

Performance Measures — System Integration Dimension

S11: Ambulatory sensitive (avoidable) hospital admissions

The total number of annual hospital discharges, considered to be ambulatory sensitive, in identified age
bands, as they result from diseases and conditions sensitive to prophylactic or therapeutic interventions
deliverabie through primary care and are, therefore, avoidable.

Age - Maori | Maori Other . Other
Range Actual | Target | | Actual Target
0 — 74 years 84.4 <95 115.3 <95
0—4 years 75.2 <85 104.8 <95
45 - 64 years :  89.7 <95 113.6 <05

MidCentral DHB has met target for Maori but Other population groups are over target.
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MidCentral DHB has invested in additional Primary Care services over the last five years
and there is now a comprehensive range of specialist, Nursing and allied health services
provided in the community. General Practitioners continue to be an area of workforce
shortage, in particular this is notable in the Horowhenua which is our area of highest
deprivation. Mechanisms are ongoing in support of this and innovative ways of attracting
GPs to our region continue.

The Better Sooner More Convenient (BSMC) Primary Health Care Business Case underway
in our district has specific targets for reducing ASH. The Business Case also has specific
initiatives to address chronic conditions and acute exacerbations of chronic conditions.
There are other initiatives involving the development of clinical guidelines and pathways for
common conditions.

The most recent initiatives to commence are in the area of after hours services. A Single
Point of Access for after hours services is now provided through Healthline. In the
Horowhenua, St Johns has commenced an Enhanced Care Paramedic service that will
provide assessment and treatment of patients rather than transport to hospital. This
service began in December but has already been able to identify patients who have been
managed at home rather than transported to Palmerston North Hospital.

S13: Service Coverage

1) MidCentral DHB is to report on dental services for ex-Kimberley residents. An update is required on
its plan to address the service coverage gaps in relation to dental services for ex-Kimberly residents.

2) Provide information on any privately funded add-ons to publicly funded treatment that have been
made available to public patients treated within your DHB

1 Dental Services for Ex Kimberley Residents

The following report provides an update to addressing the oral health needs in terms of
secondary care dental services for people with an intellectual disability who were previously
residents of Kimberley Centre and are now residing in supported accommodation
throughout the district.

A plan has been developed and was submitted separately.
Service delivery model for this special needs group

It should be noted, that almost all of the residents require a general anaesthetic for an oral
health assessment and any treatment that may be undertaken at the same time. In order for
this to occur, informed consent from legal guardians as well as completed general health
questionnaires are required prior to any assessment or treatment procedure. These factors,
together with available theatre capacity, anaesthetists and dental surgeons, recall schedules,
and other patients prioritised for hospital level dental services such as medically
compromised and/or disabled children with acute conditions contribute to difficulties in
achieving a predetermined schedule (volume and timeframes).

The particular dental service needs of this group of patients require changes to current

processes and systems plus the development of additional activities. A service delivery
model and plan is currently under development, which includes the following components:

Processes and systems:
Referrals and booking management (including group bookings)
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Recall system: A systematic recall process will be instituted for each patient once clinical
assessment and treatment has been completed. Should the patient’s condition change
during this recall period a reassessment by a medical practitioner should be undertaken,
with an updated referral sent to the dental unit.

Nursing and caregiver support / escort arrangements

. Collaboration and support from residents homes is essential to ensuring access to
services in the form of accompanying the residents on the day of the procedure

. Working with the MidCentral Health Clinical Nurse Specialist (ID) ensuring that the
most appropriate treatment and care arrangements for impending procedures have
been discussed and agreed.

Training and education — oral health
- Maintenance and After care (post procedure). It is desirable that primary caregivers are

familiar with basic oral health care.

Communication channels
Meetings with caregivers and advocacy groups
Ensuring Legal guardians are aware of the need for and engaged with the consent processes

Funding arrangements
Horowhenua has been made WIES recognised for provision of Dental Services as of 1t July

2010 and therefore is case mix funded. Booking of patients will be inline with current
practice through PIMS.

Facilities and equipment

e  Surgical bus schedule to be utilised (Horowhenua)

. Additional Friday morning GA theatre sessions at Palmerston North Hospital (2 per
month)

. Fortnightly all day session at Horowhenua Health Centre

On the assumption that staffing resources will remain at current levels, it is planned that
with the increased capacity (Horowhenua) the patients who are over due for assessment
and treatment will be seen within six months, with a functional recall system going forward.

Provision of Dental Services at Horowhenua

Progress on this model of service delivery is well advanced with

e  Approval for equipment has been obtained and orders placed. Scheduling of
anaesthetic staff and recovery nurses is planned for as of the end of January 2011.

. Improved documentation and quality initiatives have been implemented i.e.
development of an ID health questionnaire, update of patient & welfare guardian
information.

. Improved process for booking and recall of patients
Improved communication
Staff training Restraint and Calming has been undertaken for recovery nurses,
anaesthetic technicians , Horowhenua nursing staff, and dental assistants.

The Ministry has requested specific information for this group of people — the attached
template provides this. It should be recognised that the template reflects a position as at
December 24t 2010. The schedule of future months’ bookings is subject to their
confirmation.
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The original volume of patients who had resided at Kimberly and have consequently been
referred to as “ex-Kimberley residents” has varied with additional residents transferring
into homes and the identification of one or two patients previously unknown to MCH.

As of the 24th December the number that MidCentral are referring to is 139.

. Of these 50, have received assessment and treatment in 2010. 74 remain due for
assessment and treatment. (Of these some are due for reassessment in an 18 month
timeframe as climically indicated)

. Of the 74 - 7 have tentative dates for a GA

. 4 have been able to access treatment in private or in the dental clinic outpatients at
MCH (These are the exception)

. It has been identified that 8 patients do not have teeth or as a result of received
treatment have had all their teeth removed. These patients are not on recall system.
However if they are assessed by a GP or Health Advisor as having oral pathology a
referral will be accepted and they will be scheduled for treatment

Target group of 25 residents

NZ Care Group had raised concerns of approximately 25 residents who had not been

assessed during a five year period. However the list supplied by NZ Care identifies only 23

residents, inclusive of more recent additions to the residential homes.

. Of these 23 only six remain untreated. These six have tentative dates for assessment
and treatment in January 2011 and February 2011.

These patients are more complex and require input on the day from the Clinical Nurse

Specialist ID. They are prioritised with relevant consent and paperwork completed.

Communication

During 2010 two key stakeholder forums have been held providing an opportunity for the
support groups and Residential Managers to meet with MCH staff and discuss issues,

concerns and to receive updates on progress toward providing a sustainable dental service
to their families and clients. A further meeting was also held with the Horowhenua/Kapiti

support group representatives.

The MidCentral Health Service Manager has also made contact with members of the
support group throughout the year. Furthermore it is intended that prior to
implementation of the service at Horowhenua key stakeholders will be invited to view the
facility as a means of transparency and engagement.

While it is acknowledged that progress has been slower than initially hoped and that this
adds to the frustration of the support groups this is as a result of the need to ensure that the

service to be provided is sustainable and is able to ensure patient safety. The MCH team has
a commitment to ensuring that these objectives are met.

2 Privately funded add-ons to publicly funded treatment

There are no privately funded add-ons to publicly funded treatment within MidCentral DHB
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Performance Measures — Ownership Dimension

081 Staff Turnover (Information Only)

DHBs provide the following information, which is divided according te the five main professional groups:

1. The number of personnel {employed by Provider Arm) who cease employment due to voluntary
resignation from the Provider Arm during the quarter.

2. The total headcount of personnel {employed by Provider Arm) at the beginning of the quarter.

; S - ._Voluntary G __Ht_:adco.unt_ at i Staff tumove S
:Staffgr o.upmg : :ﬁi‘ﬁﬁ :ﬁ‘;_ls m : g:.zmngof for the quarter-__:__Z.:'_____:_:__:_
Medical 3 129 2.3% | <=5.3%
Nursing 17 1,055 1.6% | <=8.5%
Allied Health 6 364 1.6% ¢ <=84%
Support 1 29 3.4% | <=17.5%
Total 40 1,849 2.16 | <=8.3%

On a year to date basis (quarter one and two) MidCentral’s turnover rate remains below
target as desired.

0S3: Elective and Arranged Inpatient Length of Stay

The measure is for standardised ALOS. That is, the ALOS of each DHE is adjusied to account for
casemix and population differences between DHBs, in order to improve the comparability of the measure
across the sector. Standardised ALOS is derived from casemix funded evenis and excludes day cases.

Baseline” | Target | 25% |mprovement Qiresult’ | Q2 result . | Variance over: Quarter 2: -

2008/09 . | 2010/11. | each quarter - - | 30June 10 | 30 Sept 10" : quarter - Target & =
4.45 4.02 -0.11 4.24 4.20 -0.04 Achieved
Variation from Year end target (Q2) 0.18

Year end target Not achieved

Good progress toward achieving year end target.

084: Acute Inpatient Length of Stay

The measure for standardised ALOS. That is, the ALOS of each DHB is adjusied to account for casemix
and population differences between DHBs, in order to improve the comparability of the measure across
the secior. Standardised ALOS is derived from casemix funded events and excludes day cases.

Baseline | Target 25% improvement | Q1 result Q2 result | Variance over | Quarter 2
2008/08 | 2010/11 | each quarier 30 June 10 | 30 Sept 10 . quarter Target
479 4.20 -0.15 4.64 4.44  -0.20 Achieved
Variation from Year end target (Q2) 0.24

Year end target Not achieved

Satisfactory progress toward year end target.
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‘ 0S55: Theatre Productivity

e  Provide the baseline data from 09/10, and the progress data for the quarter just completed
+  An exception report if not meeting the target or not on track to met year-end target

Quarter 1

- Facility - Theatre | Scheduled = Cancelled |~ . Late = -~  Eardy @ ‘LateStart . Quarter

4311 Code 1+ - Sessions . ' Sessions ' .. Starting i Finishing.: EarlyFinish ;= - Result (%)
g“ 1 96 7 11 16 7 42.71%
2L 2 78 11 16 12 8 60.26%
=3 3 105 20 13 18 9 57.14%
£ 5 93 5 18 16 11 53.76%
g o 6 101 9 24 12 10 54.46%
o 7 78 11 14 18 5 61.54%

63 96 92 50 54.63%

ility ite _Eafly’ . LateStart ' Quarter

11 Code g : : L Finishing | - EardyFinish-| = Result (%}
= 1 110 2 15 10 6 30.00%
2 2 103 4 10 19 6 37.86%
-3 3 103 7 13 16 12| 46.60%
g ﬁ 5 105 6 9 21 8 41.90%
8 & 8 104 5 17 13 8 41,35%
o 7 94 3 20 10 9 44 68%
TOTAL 619 27 84 89 49 40.23%

The data collection system, process and methodology for this measure has been reviewed
and refined during the last quarter in attempts to more accurately reflect the definition and
make the collection and reporting process less manual. Consequently, there have been
some changes subsequent to the report provided for the first quarter. This has affected the
scheduled and cancelled theatre sessions only (scheduled sessions were overstated, and
cancelled sessions were understated). This has meant that the first quarter results
previously reported have been updated and are reported as a point of reference together
with the quarter two results.

The 2010/11 target for theatre productivity, as a new measure, stated in the District Annual
Plan (<28.5%) is incorrectly founded on a baseline using the previous methodology; albeit a
10 percentage point improvement on baseline was sought. Recalculating the baseline then
derives a revised target of 40.5% (still seeking a 10 percentage point improvement on
baseline of 50.63%).

The result for quarter 1 in the 2009/10 was 56.08%, and for quarter 2 was 48.24%. The
results for the same guarters in the 2010/11 year each show an improvement.

Quarter one theatre utilisation was heavily influenced by the lack of anaesthetists and the
use of locums, so scheduled sessions changed frequently and were fewer than otherwise
would have been planned, with extra “unplanned” local anaesthesia sessions added on
occasion (within the two day parameter allowed for this measure). This situation did not
start improving significantly until November, which is reflected in the results reported for
quarter two. In the last quarter there was a marked increase in the number of scheduled
sessions (even with the reduced number of available days resulting from public holidays) as
well as a marked reduction in the number of cancelled sessions. There has also been a
reduction in the number of late starts and early finishes over the last quarter across all
theatres used for elective surgery. Hence, the significant improvement in results reported
for quarter two.
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056: Elective and Arranged Day Surgery

The measure is a standardised day surgery rate. That is, the day surgery rate of each DHB is adjusted to
account for casemix differences between DHBs, in order to improve the comparability of the measure
across the sector. The standardised day surgery rate is the ratio of the ‘actual’ to ‘expected’ day surgery

rafe, muiltiplied by the nationwide day surgery rafe, expressed as a percentage.

Baseline  Target 25% improvement | Q1 result Q2 result Variance over | Quarter 2
2008/09 - 2010/11 | each quarter 30 June 10 | 30 Sept 10 : quarter Target
58.1% | 60.0% 0.45% 63.8% 63.5% 0.03% Achieved
Variation from Year end target (Q2) 3.5%

Year end target Achieved

Day surgery rates are exceeding target year to date.

OS7: Elective and Arranged Day of Surgery Admissions
The number of DOSA discharges, for elective and arranged surgical patients (excluding day surgical
cases) during the 12 months to the end of the quarter, divided by the total number of discharges for
elective and arranged surgical patients (excluding day surgical cases) for the 12 months to the end of the
guarter, to give the DOSA rate as a percentage. '

Baseline | Target | 25% improvement | Q1result =~ Q2result . Variance over Quarter 2.
2008/09- | 2010/11 each quarter. - 30 June 10: 30 Sept 10 i ‘quarter: = | Target: =i
94.0% | 95.0% 0.25% 96.4% 96.5% 0.94% Achieved

_Variation from Year end target (Q2) 1.5%
Year end target Achieved

Day of surgery admission rates are exceeding target year to date.

088: Acute Readmissions to Hospital

The standardised acute readmission rate is the ratio of the ‘actual’ to 'expected’ acute readmission rate,
multiplied by the naticnwide acute readmission rate, expressed as a percentage.

Baseline | Target. | 25% improvement: ] Q1 result | Q2result . -| Variance over | Quarter2 ...
2008/09 | 2010/11 | each quarter . 1 30 June 10 | 30 Sept 10| quarter Target
10.25% 10.0% -0.25% 10.98% 9.89% -1.09% Achieved
Variation from Year end target (Q2) 0.11%

| Year end target Achieved

Rates for acute readmissions to hospital within 28 days were exceeded for quarter 2.
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0510: Data Submitted to National Coliections

Measure 1: Timeliness of NMDS data:

Measure Z: National Health Index (NI} duplications

Measure 3: Ethnicity set to ‘Not stated’ or an alternative Residual Ethnicity Code in the NHI
Measure 4: Standard versus specific descripiors in the National Minimum Data Set (NMDS)

Collection period: July - September 2010 (Q1) and October — December 2010 (Q2)

Measure - : i 0 Totals Reéullt'iff% Réting K
(1) National Health Index (NHI) duplications &) 13/735  1.77% Outstanding

Q2 25/730  3.42% Partial achievement
(2) Non-specific NHI Ethnicity Q1 13/738 | 1.76% Qutstanding

Q2 221727 | 3.03% Achieved

(3) Standard versus specific descriptors in Q1 | 327576801 | 48.15% | Partial achievement
the National Minimum Data Set (NMDS)* | @2 | 101376659 | 49.38%  Partial achievement

(4) NMDS timeliness * Q1 12879365 | 1.37% Outstanding

Q2 194/9183 | 2.11% Achieved

Reference to MoH ratings:

(1) Outstanding= =2%  Achieved = >2% - <3% Partial achievement= >3% - <4% Not achieved = >4%
(2) Outstanding =<2% Achieved = >2% - <4% Partial achievement= >4% - <6% Not achieved = >6%
(3)  Outstanding = 260%  Achieved = 250% - £50% Partial achievement = 230% - <49% Not achieved = <30%
{(4)  Outstanding = < 2% late Achieved = >2% - <5% Partial achievement = >5% - <15% Not achieved = >15%

* These measures consist of September to November 2010 data. The data was exiracted on the 5th of
January 2011.

Comments

NHI Duplications

Fluctuations in results continue to occur. Almost twice as many duplicate records required
merging in the December quarter than in the previous one (albeit only 12 records). Despite
the correct search engine and protocols being used, and regular monitoring and
communications with the Ministry of Health, it is believed that until such time as the
current Patient Administration System (Homer) is replaced with improved functionalities,
the fluctuations in reported NHI duplicates will continue to occur. This is because there is
not the capacity to enter sufficient detail in the system to enable a single, complete and
accurate search on the national database.

Multiple names may be applicable to one person and can vary on which takes precedence at
any one time between first and second Christian name, given name, surname (including
double-barrelled names), birth name and adopted name, notwithstanding the aliases that
could also be applied. Dates of birth given by patients (or relatives) are not always accurate
either. There are also occasions when a search fails to retrieve a match one day, but is found
the following the day (with the same search information). Additionally, the Ministry has
been making some effort to improve the NHI database, which has contributed to some of
the variation in NHI duplicates.

MidCentral will continue to monitor NHI duplicates via the Data Quality Forum and liaise
with the Ministry on these issues, but a sustained improvement over time is not currently
expected — especially as the length of time and difficulty in searching is an encumbrance for
many staff who are required to complete this function.
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Standard versus specific deseriptors in the National Minimum Data Set (NMDS)

An improvement on the result reported for last quarter, and only just under target for being
achieved, reflecting the effort that has been made in adding specific text descriptors for certain
ICD block codes. This is likely to further improve when the full complement of coding staff
resumes and the backlog of uncoded records is addressed over the quarter. Achieving the
expectation for timeliness of coded records being submitted fo NMDS remains the priority
however.

0811: Output Delivery Against Plan

Each DHB is required by the Operational Policy Framework to submit completed Provider Arm (and
Additional) price volume schedules (PVS) as part of the 2010/11 DAP round. Output delivery to plan, that
is, the actual hospital outputs delivered in the year to date as a proportion of the planned outputs
expected in the year to date, expressed as a percentage. Reports are required at a service level if
individual services are +/- 5% from plan and at an overall level if the overall volumes are +/- 3% from plan

July to October 2010 Outputs relative to plan

MidCent_raI DHB of Service

S Delivery « i oot e
Measure i against .~ | Explanation -
S iplan:: S R - SR
Inpatient ' Relat!ve .to target high volumes of Emergency_Mgdicing and
. CWD Medical 105% Paegllatr[c CwWD. Targets_for these were set within available
funding. Targets likely to increase for 11/12
' Surgical _: 98% Output delivery within 5% of plan
i Maternity : 105% Output delivery within 5% of plan
i Overall : 102% i Qutput delivery within 3% of plan

\?o‘fbpn?ii”t  Medical | 103% | Output delivery within 5% of plan

: : Surgical i 96% Qutput delivery within 5% of plan
ED non Stro_ng perfqrmance re}ative to target. Target iqitially seton
admitted 121% ??/S‘Itsz of available funding. Targets planned to increase in
fOverall  i103% i Qutput delivery within 3% of plan

0S12: National patient satisfaction survey

DHBs much supply patient satisfaction data as per the Patient Satisfaction guidelines (in line with
processes previously used for Hospital Benchmark Information reporting) each quarter for the quarter just

completed.

Templates completed and submitted as required

0S: Mental Health Volumes
Each DHRB must monitor, evaluate and report on the delivery of Mental Health Services set out in its DAP

Price Volume Schedule (PVS).

Template reporting delivery against Mental Health purchase units completed and submitted
as required.
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Crown Funding Agreement Variations

B4 School Check Funding 2010/11

For reporting purposes only, where the DHB has reached twenty five percent of its high deprivation target
and twenty five percent of its total population target within each guarter a confirmation statement will be
required. An exceptions report is required if the DHB has not met twenty five percent of its high
deprivation coverage target and twenty five percent of its eligible population target within each quarter.

: i High Needs Target ~ | Total Population Target

 Total target £304 T9781

: Percent achieved this | 160 completed checks = 40.6% total i 796 completed checks = 44.7% of :
: quarter towards total ; target or 59.5%o0f quarterly target of { total target or 52.2% of quarterly farget :
{ target  99. ' : of 446,

The B4SC team continues to provide an extensive one stop shop approach to these checks with
all service providers available within the one venue. The checks continue to be held in a variety
of venues such as community health venues, schools, and early child education and community
halls around the MidCentral Health area. Every effort has been made to engage families and
encourage along to the checks.

In early November the B4SC administrator resigned and with the position being filled mid
December. In December the Kiawhina resigned and advertising for her replacement is under
way. This has resulted in an increased workload for the remaining team members and is
reflected in the number of checks performed this guarter with less time available to track and
trace families, with the aim to encourage attendance.

Electives Initiative and Ambulatory Initiative Variation

A quarterly exception report will be required by the Ministry if, at the end of a Period, the Agreed CWDs
are more than 5 percent lower than the planned level identified in the Agreed Production Plan for the

period.

Targets achieved — no report required.

Funding for Ancillary Costs Associated with the Provision of Personal Protective
Equipment and Critical Clinical Supplies in the Event of a National Health Emergency

a) Toial volume of:

= agreed base PPE and CCS; and

» national reserve PPE and CCS purchased and held by the DHB; and
b) Status of expired and expiring PPE and CCS held by the DHB.

i LOCATION - | STOCK ! PANDEMIC | yom | Expity
i CODE { CODE | DESCRIPTION i sTOCK ! status
! Consumables

i 12701 ! BBO010 | Antimicrobial Hand gel 500m 1728 { bottle  { in date
i OSR1C-

i 24A03 i 547002 i 3ml syringes 3300 | ea i in dale
i 13601 i 547042 1 10ml Syringes 6700 i ea ! in date
i 04RO2-

i 24A07 i 548346 i 20ml Syringes 480  ea { in date
i 02F14- ! 547060 i 30ml Syringes 325 i ea ! in date
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§ 02A12-

: 26A01 547080 50mil syringes {60cc) 240 ea in date

£ 05G11-

24C06 548119 IV giving sets-smartsite 1000 i ea in date

{ D4H11-

P 24A10 547447 @ add on burette-smartsite 220 : ea in date

102808~

i 24803 543117 : smartsite short ext #30201E 1000 : ea i indate

i gZHO7 543112 @ vial access pin -smartsite (by/50) 6§ bx i indate

{ 01T09 543106 @ individual luer - smartsite bx/50 26 : bx ! in date

! 02814 545080 i Micropore tape 12mm 240 | ea { in date

i 01FO1 547530 : Needle 18g 10 & bx { in date

i 01MO5 547540 i Needle 20g 10 § bx ! in date

! D1RO5 547545 i Needle 22g 10 © bx ! indate

{ 01F12 547550 i Needie 23g 10 § bx in date

: 01HO 547560 i Needie 259 10 | bx in date
06R0O2 952765 : blunt filt needle vial access cannula 20 i bx ¢ in date

i 16Q04 752217 i Sharps bin 5.1t 60 | ea ! indate
01P12 544560 | Toumiquet stretch latex (1rofl=25) 4 roll in date

i 01004 535016 | insyte 16g 300 | ea ! in date

i 01PO1 535006 | insyte 20g 650 i ea ! in date

| 04F09 535010 : insyte 229 350 | ea { in date

I D4B05- '
12C07 542315 | injection swab (bx/200) 300 § bx in date
01002 540879 : Dressing Tegademm IV 13 § bx ! in date

i bdlsof
16K04 752006 i biohazard bag 710x360 150 § 50 i indate
21A06 752009 : biohazard bag 650x1000x25 2875 | ea i in date
19L03 752171 i body bags 60 i ea { indate
12D06 660033 i NaGl 10ml amps (bx/50) 10 § bx ! in date

: i PPE : :

i 16E07-

! BASEM 54334 : |solation gowns 41200 | ea in date
03R02 542414 § Surgical mask duckbil 1752 } pk/50 in date
15007~ : :

i BASE -A

I 90A 54333 { Earloop masks 12000 § bx/50 in date

{ 04J08 546095 ¢ NG5 masks (bx/20) 5200 § bx in date

i 05R06 540300 | fluidshield face mask (bx/25) 166 ; pk/25 in date

| 16502 753061 i Goggles-eye protective 1000  ea in date

i 12804 542731 i Gloves Small (bxs{100) 470 | bx in date

i 15716 540465 § Gloves Med (bxs/100) 2100 | bx { indate

{12501 542796 : Gloves Large (bxs/100) 1250 | bx ! in date

{ IV FLUIDS : :

! 14C01 761011 | NaCl 1Lt 3600  bag i indate

i 13F01 761001 : Dextrose 5% 1t 540 i bag | in date

i Antivirals : i

OSELO1 § Tamiflu (bx/10) 1057.4 | bx (... Aug-11
: : May-14
{and
Relenza 100 § bx i March-12
! Estimated | Estimated i
i % stock i MidCentral :
: Date Number i turnover i i
Chemical and i i stock : of packs ; Expiry i prior to
strength ! Supplier | Pack Size i received : received ! Date i expiry
£ Amoxyciflin : ! : : :
i Clavulanate 500
i g with potassium
i clavulanate 125 i GSK : 20 capsule blister i 20-Dec-06 : 11682 ! 30/09/2009 i 10% {1365
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i mg tablet

i i 20-Dec-06 | 2504 i 30/09/2008 i 0%
i Amoxycillin

i Clavulanate 1g

{ with potassium

i clavulanate 200

mg vial GSK 10 vials ! 20-Dec-06 681 31/07/2008 210% i 1430
i Amoxyecillin i i H : ;

i Clavulanate 250 |
i mg with potassium
i clavulanate 825 |
i mg per 5 ml oral

| liquid : Douglas_: 1x100 mL bottle  1-Dec-06 | 5648 | 31/08/2008 | 14% : 481

! 1-Dec-06_; 1168 31/08/2008 } 0%

Flucloxacillin : i
i Sodium 1g vial Douglas {5 vials 1-Dec06  : 681 i 31/05/2009 | 300% i 1785

Cephazolin

Sodium 1g vial i Multichem : 10 vials 15-Dec-06 : 341 { 31/10/2009 0% ENil
{ Flucloxacillin ' .
¢ Sodium 250 mg

: per 5 mioral liquid | AFT 1x100 mL bottle | 6-Nov-06_: 2027} 30/06/2008 | 5% : 106
i Flucloxacillin i
i Sodium 500mg

capsule Total P AFT 250 tab botile i 6-Nov-06 | 418 § 31/07/2009 | 8% {33
i Co-Trimoxazole i
i trimethoprim 40 mg
i with
i sulphamethoxazole :
i 200mgper5ml

i oral liquid ! Pacific  : 1x100 mL botle § 17-Dec-06 | 1013 i 31/10/2008 1% {10
i Co-Trimoxazole | : i i

i trimethoprim 80 mg
! with {
! sulphamethoxazole :

i 400 mg tablet : Pacific i 500 Tab bottle i 17-Dec-06 : 132 30/09/2010 ; 9% 12
i Doxycycline i

¢ Hydrochloride i

i 100mg tablet ! Pacific i 250 Tab bottle i 17-Dec-06 189 i 30/11/2008 | 11% i 20

The funds are used to assist in managing pandemic stocks. Casual staff are bought in to run
periodic stock takes to ensure stock is rotated and used before expiry if at all possible. The
only area that has problems with expiry is pharmaceuticals. Most of these are big users in
the community but not in the hospital setting, there is a struggle to use these within expiry
timeframes. At the moment the expiry on our antibiotics has been extended to allow for use
in a pandemic situation. MDHB pandemic supplies are stored on site at Palmerston North
Hospital Distribution Centre and where items are also used in normal day to day business
these items are incorporated in the DHB inventory management system. This allows for
close monitoring of usage and rotation. Other than pharmaceuticals it is rare that there is
expiring stock.
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Health Assessments for Children Entering State Care

A quarterly quantitative report to the Ministry coniaining specific anonymised information regarding
chifdren and young people referred from Child Youth and Family to the DHB

Number of children and young persons referred to the Qtr YTD
service, by ethnicity Maori: 7 20
NZ European; 1 7
Pacific 0 1
Total 8 28
Qutstanding Health Assessment reports YTD Total: 3

2 children withdrawn (no lenger CYF care)

1 child attended appointment for
assessment but Paediatrician awaiting
further information from CYF before
finalising report

Number of Health Assessments completed by ethnicity Qtr YTD
{(including 3 referrals received in previous quarter) Maort: 9 18
NZ European: 2 9
Total 11 27
Number of follow up Heaith Assessment completed by Qtr YTD
ethnicity Maori: 0 0
NZ European: 3 6
Total 3 6
Number of Health Assessments completed, by Total completed: 11
practitioner type Paediatrician 11
Youth Health Doctor 0
Number of children and young persons who were Nurmnber enrolled with PHO by referral:
identified as being enrolled with a Primary Health 8

Organisation ("PHQO")

Number of children and young persons who were not 0
enrolled with a PHO

Number of children and young persons who were ableto | 8
be enrolied with a PHO

Reasons why each child or young person could not be N/A

enrolled with a PHO {elaborate as able)

Type of health needs identified for each child and young person, by ethnicity and age group (note there may
be more than one heaith concern/need per individual)

o Maori - - ' | .. . Non-Maori
Agegroup 0-4 5-9 110-14 15+ 0-4°:5-9 [ 10-14 15+
Developmental delay/learning difficulties 1
Alcohol & drug issues
Behavioural/femotional concerns 2
Hearing problems 1
Speech problems
Vision problems 1
Immunisations
Respiratory problems 1 2 1
Sexual health
Dental health
Other needs / issues 1
No health needs
Physical / maobility issues
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The average length of time taken to complete each Paediatrician: 3.4 hours
referral for a Health assessment and to receive any
follow up treatment that is identified as being required
through the Health Assessment

Additional information Additional Paediatrician input following health and
education assessment (3 hours — Family Group
Conference).

Following resignation of 1 Paediatrician, there will
be reduced availability of Paediatrician time for the
CYF health and education assessments.

implementing PET funding
. number of PET scans by each clinical indication, by domicile DHB

. number of PET scans recommended by regional variance committee by clinical indication, by
domiciie DHB
Tabie 1. PET scans by national clinical indications, by domicile DHB
{01/07/10 to 31/12/10)
i - i #of PET | :
: Cancer o C|I.I.".Iiofé.|.|!.'.l.{?|lca.tl.0ni. iscans ;DHB of Domlmle.
Head and Restaging of residual neck masses in head and neck E 2 MDHEB
neck cancers following radiotherapy/chemotherapy

Isolated pulmonary nodules not amenable to fine
i Lung i needle aspiration (FNA) or which have failed 8 H MDHB
i : pathological characterisation i

i Staging of non small cell lung cancer prior to surgery
Lung  or radiotherapy with curative intent 5 MDHB
Staging newly Diagnosed NSCLC prior to surgery or
Lung : radiotherapy 1 MDHB
| Restaging of residual for Non Hodgkin’
estaging of residual mass for Non Hodgkin's 1 MDHB

: Lymphoma + ) ymphoma following definitive treatment

Table 2. PET scans recommend by regional variance commitéee by clinical indication, by

domicile DHB
(01/0710 to 3112M 0}
Clmlcal Indlcatlon IR e R R # of PET _DHB of Dom:cnle
; . R S R RURTRE . iscans. N
Primitive Neuro-ectodermal tumour - stagihg i1 | EMDHB
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Oral Health Business Case for Investment in Child and Adolescent Oral Heaith Services {1)

Quarterly Progress Report defailing:

s The progress in implementation of the Services;

+ The planned implementation of the Services for the following quarter,

s A revised Cash Profile detailing Funding spent and anticipated Funding reguired in future quarters in
accordance with clause 5.4.5 of this Schedule;

s Documentary evidence of the actual costs incurred in accordance with each Funding Category;

and

for the Capital Investment, a Letter of Assurance signed by the Chief Executive of the DHB which

addresses each of the points in clause 6.2 of this Schedule and identifies any significant variations and/or

risks and how these variations and/or rigks are being managed;

An extensive report was submitted as required.

Regional Cancer Networks
Report on progress to the ministry.

The six monthly report of the Central Cancer Network covering activity for the period July
to December 2010 was submitted. The summary of that report is as below.

Collaboration in action was evidenced by the number and range of regional stakeholder
meetings facilitated by the team this period:

+ CCN Governance Group — Jul, Sep, Nov

« DHB Cancer Managers Group — Jul, Nov

« Consumer Representatives Group — Jul, Oct, Dec

» Central Region Palliative Care Network - Oct

» Oncology Social Workers Group - Oct

» Bowel Cancer Steering Group — Aug

« Head and Neck Steering Group — Aug

The CCN team also attended local cancer network meetings, as requested and able, to
provide updates on CCN activity and to support the work of these groups.

Joint CCN Stakeholder Meeting between CCN Governance Group, DHB Cancer Managers
Group and Local Cancer Network Chairs in November 2010 provided a forum fo discuss;

» network progress to date including learnings and stakeholder feedback

« activities proposed for the current year including rationalizing the work plan

» considerations for 2011/12 planning

Lung and Bowel Tumour Stream activity has focused on MDM development, reporting on
agreed pathway indicators, disseminating the regional Bowel Cancer Report and supporting
the development and work of the national work groups. The MOH have made available $200K
one-off funding for 2010/11 to the regional cancer networks to progress the lung and bowel
tumour streams. It is proposed that this funding support a video-conferencing solution to
enable MDMs to function in a regional manner plus the consideration of supporting regional
clinical leads for lung and bowel cancer for 6-12mths. These options will be presented to key
stakeholders in January 2011.

Demystifying Cancer Programmes have been implemented in all districts with most local
cancer networks identifying this programme as the focus for their $10K addressing inequalities
pilot funding for 2009/10. A Demystifying Cancer approach brings together communities and
cancer service providers in a series of workshops delivered in a community setting, to present
on and discuss cancer, the cancer journey and cancer services.

Supportive Care activity has focussed on progressing the development of the national
implementation plan which is being led by Health Outcomes International (HOI), in partnership
with the regional cancer networks. Strategic Thinkers workshops were held in Wellington and
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Palmerston Nth in November fo identify existing services/initiatives, gaps and issues and
priority areas fo be addressed by the implementation plan. CCN is currenily developing a web-
based directory of cancer services which is due to go live in February 2011. CCN alsc worked
alongside the Manawatu Cancer Society and Wellington Division of the Cancer Society to plan
and deliver a national 1-day Survivorship Forum in December 2G10.

Regional Cancer Control Indicator Report was disseminated in August 2010. This report
brings together data which is currently available to present a ‘joined up’ view of several cancer
related indicators. It also captures commentary from service providers or other experis about
what the data tells us about the current state of service delivery in our region. This report will
be produced every six months (Feb / Aug) and additional indicators will be developed and

reported as it evolves.

Cancer Control NZ evaluation of the regional cancer networks was completed in
September and the report released November 2010. Key findings arising from the evaluation
are:

« ali four regional cancer networks are achieving well against the implementation criteria
agreed for this evaluation and making good progress towards achieving their immediate and
intermediate outcomes

» there has been increased momentum in the last year as networks have become more firmly
established and there appears to be a convergence of activity across the four networks in
recent times

« there is an almost unanimous view from all quarters that the value of the networks will
increase over time

« cancer stakeholders have a sense of comnmittnent to the networks and all regional cancer
networks have made extensive and commendable efforis to engage with their wide variety of

stakeholders
= networks have made excellent progress in establishing clear governance structures

Areas where it was identified there was room for improvement include:

« the engagement of the primary care sector into the activity of the networks

 the development of distributed leadership amongst network stakeholders, thereby facilitating
shared ownership of the netwark and it's work programme

» having clear prioritisatiot: criteria that stakeholders collectively own and are committed tol

« rationalisation of work programmes, such that they are within the capacity of the number of
staff available to undertake the work

School Based Health Services
A quzlitative report, every six months, outlining progress in planning and preparation for the Services;
timelines and any delays or risks; and the steps taken to mitigate any delays or risks.

Following consultation and identification of gaps and needs of the ten SBHS education
settings, the two preferred nursing service providers were Youth One Stop Shop (YOSS) and
Public Health Service (PHS), Public Health Nurses (PHNs). The contract transferring from
Health Care Development to Public Health Service faced significant delays, with sign off
occurring mid December. PHS will meet and sub-contract with YOSS early 2011.
Clarification of project coordination roles, responsibilities, communication and reporting
lines have been formalised.

Capturing data and standing orders continue to be a considerable piece of work with
progress being made toward establishment. The project team and other key stakeholders
continue to inform the progression of the project. The first phase of roll out will commence
with five school settings in February 2011. Work continues with the remaining five schools
to sign Memorandums of Understandings, with expectant roll out in March 2011.
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Although transfer of the contract between services, school holidays and exam leave have

influenced the ability to engage and progress SBHS with certain schools in this quarter, a
considerable amount of planning continues. Communication with schools remains open
and transparent with a strong willingness and sense of excitement to support the project.

2010 — September

Formal Planning Stag

E i Identify key resources,
_ i refine tools and project i N A
! plan

: Ongomg

Project plan complete. Ongoing discussions in progress
with PHS and YOSS regarding timeframes for the

i implementation and evaluation phases.

In the interim data will be collected via the CHIPS
: format for PHNs. YOSS are already using MedTech.

However continued discussion is needed with both
services regarding the capturing of information for

SBHS purposes. Planning is underway to develop and
establish a Patient Management System in the med- long

Com lete { term for PHS.
: P { Standing Orders are being drafted up for consultation in |

{ January.

The Medical Officer (MO) at PHS has been advertised
with some interest. Optimistic that this role may be
filled early 2011. This role will support the concept of
standing orders.

i PHN back-fill positions advertised with interviews
i occurring in January. SBHS nurses and backdill of
i positions will be allocated by end Jan.

Meet with key :
! stakeholders, the mder

! community, young
i people locally and

ongoing
i regionally E

Ongoing

: SBHS meeting occurred with key school and health staff !
i at Manawatu College & Waiopehu College. Thiswasan
i initial meeting to discuss operational processes within

i the school setting. Ongoing meetings will continue

: throughout the year.

{ Planning underway toward consultation with local
i General Practice teams.

Form advisory group July 10

: Project team continue to meet every three weeks
i however to allow a settling in period throughout the ﬁrst
; phase in Feb, the project team will meet end March.

Complete :

Updates will continue over this period. The structure
may change in the near future with the morphing
together of the SBHS nursing team with the project
team.

i Agree on service

: delivery model Aug 10

Complete | schools. Positive feedback has been received.

PHNSs will provide health services in all areas except for
two sites (maybe three) in Palmerston North where
there will be a mix of PHNs and YOSS. Frameworks for
the secondary school models have been adopted by the
PHN team and also presented to the two secondary

i Service delivery models will vary across the district, :
i dependent on needs and availability of local resources to !

Consultation with :
i education settingsand | Aug 10
i wider communities i

Ongoing

! support delivery.

Consultation with education settings and communities
i continues. Information to whanau planned to be
{ distributed via school newsletters.
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MoU signed with
: relevant participants

i Five schools have signed MoUs. Consulfation and
i Sept10 i Ongoing | negotiation continues with the remaining five other
: i settings.

Implementation Stage Feb 2010 — April 2011

gIn

progress/
: complete

! Provide workforce

development ongomng

i Analysis of training needs undertaken using i
i previous surveys nurses had completed along with
: other national SBHS training days. Planningand
i delivery of workshop underway for end Jan.

i A PHN was supported to attend the INVOLVE :
i Youth Development conference in Auckland. Also !
: visited two Colleges who have already

: implemented SBHS. Invaluable learning’s,
i information and connpections made. These
! insights will inform the project locally. !
i A school principal also attended the College visits, :
{ who was interested in the operational components ;
{ of SBHS. Opportunities also made to meet with
! the principals. Provided a great opportunity to

! see SBHS ‘in action’.

Work alongside
participants to develop

ongoing
SBHS

In progress

{ Reviewing and developing SBHS policies and
! guidelines. Documentation templates are being
! finalised.

i Planning has commenced with staff working in

i specific areas. A stand alone building has been

i purchased by a community benefactor and gifted
i to Waiopehu College for the use of the SBHS and
i associated pastoral care support team with in the
i school. This building sits alongside the school and i
{ is being renovated during the holidays. The :
i nurses will be the main occupiers along with
i intermittent use of visiting physio, school ;
i counsellors, smoking cessation coaches, youth aid |
i ete. This promotes and is a great example of an |
i inter-disciplinary approach. The other school

i settings have dedicated space.

Work with education

selting and nurse/s to
¢ develop Action Plan

! including immediate,

i short and long term

{ priorities

Feb 11

Pending

: Now that MoUs are signed off, actions plans can

i now commence with the schools in phase one,

i however the remaining schools will be aiming for
i signing of the MoU first. Health Promoting

i Schools Health Promoter will be involved in this

: process.

i Education settings and
i service providers
i complete a satisfaction
i survey 3/12 into
! implementation phase

Feb 11

In progress

i Development of survey in progress using other
i SBHS templates. This will bring opportunity to
i modify the service delivery model during

! implementation and contribute to the final

i evaluation.

i Primary care capacity
: established

June 11 Pending

i Model to become sustainable and a part of
! “business as usual’

Evaluation Stage May 2011 — June 2011
i Results of Action Plan : :

! analysed May 11 Pending Nil to report.
i Recommendations A o
| submitted FJunent Pending Nil to report.
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HEHA District Planning, Coordination and implementation

A qualitative report, si-monthly, cutlining progress in planning and implementation of the Services; timeliness and
any delays or risk; and the steps taken to miligate those delays or risks

Template submitted. The Executive Summary of the report submitted is below
Executive Summary

Governance

The HEHA Steering Group continues to drive the Workplace Wellness pilot. New
chairmanship is in place to allow for continuation of the group following the resignation of the
DHB HEHA Project Manager and Population Health team leader. Planning has been
completed for the 2010/2011 year.

Planning
The updated HEHA plan has been completed in the previous reporting period and the work

programme is in place.

Healthy Workplaces

The Workplace Wellness pilot programme has commenced. The local provider, Sport
Manawatu, has been actively recruiting workplaces and will begin induction into the
programme in January 2011.

Community Action

There have been four MCAP founding rounds during the 2009/10 period. There was an
MCAP sharing day in November 2010. The aim of the day was to provide a pathway for all
successful projects to share and exchange ideas as well as to discuss opportunities for future
joint projects. Recommendations from the sharing day will be reviewed within the quarter and
potentially shape the direction for Maori communities in 2011.

Breastfeeding

The new Community Breastfeeding project has commenced. The service provider, Community
Birth Services, has begun the development of the project implementation plan. Recruitment for
the community lactation consultation position and coordinator is underway.

National/Regional/Local Alignment
National review of key programmes such as GRx has lead to a local review of similar contracts

and programmes.

Provision of Information
Projects such as Kumu Off the Couch and the HEHA columns continue, with growing interest.
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TO Community and Public Health Advisory N
Committee ;M Cenreas DisTRiCT HeALTH BoARD

e Pos Hawone o Ruahine o farcrm

FROM General Manager
Funding Division

DATE 18 February 2011 Memora nd um

SUBJECT FUNDING DIVISION OPERATING
REPORT — MARCH 2011

1. WORK PROGRAMME

Reference Matter Achieved | Comment
The_number of GP This information is contained in
43 Registrars accepted for Y
2 paragraph 2.4.1
training

2. LOCAL MATTERS
2.1 Health of Older Person
2.1.1 Ageing Mental Health Consumers

Currently Funding Division and MidCentral Health are working on the issue of a small
number of ageing mental health consumers for whom sustainable support options remain a
challenge when their health needs change.

In a bid to find a solution, funding contracts with existing community mental health
residential providers are being reviewed prior to pursuing further discussions. Existing
dementia care units in aged residential care may also offer placements. Either way there are
three main requirements not presently sorted:

o higher levels of staff skills required to manage a range of idiosyneratic behaviours
e need for semi secure facilities
» compatibility with other residents, particularly in aged residential care facilities.

Some in this cohort have lived with mental illness throughout their adult life, both in the old
institutions and more recently in community support arrangements but are now older and
frailer. Others are referred through the Justice system following inappropriate behaviour in
the community.

These latter often require a rapid response from the Health system when the Courts require
that an appropriate community support arrangement be set up as a condition to dropping
the charges.

Two recent cases have incurred stays of many months in Ward 21 because of problems in
finding appropriate community placements. A small but steady trickle of people is
anticipated in the months ahead. As they age, their needs and assessed level of care increase,
often necessitating full support with most ageing issues including personal health, hygiene,
nutrition and social behaviour. There may be little or no family support and the issue of
setting up an Enduring Power Of Attorney also impacts.



This matter is also included in the consultant’s brief as part of the high level psychogeriatric
service review which is expected to comment on the question of a specialist
psychogeriatrician position in MidCentral Health. Further reports will follow as solutions

emerge.
2.1.2 Koroua and Kuia (Kaumatua) Initiative

Historically, the support needs of older Maori have not always been met effectively by
mainstream health or disability services. Anecdotally, it is thought that many rely on
informal care provided at home by whanau but the numbers involved cannot be measured
(these people are not formally known to the system). Some work is underway to address
what appears to be an equity and access gap.

The vision of Whanau Ora recognises the interconnectedness of health, housing, justice,
welfare, and employment all incorporated into kaumétua and whanau well-being.

One local iwi/Maori provider has partnered with Rauawaawa Kaumatua Charitable Trust
who are based in Hamilton to undertake a project called He Ara Wairua Auaha Te Ruinga
or Spreading Innovation. As this project advances it is anticipated a proposal for local health
and disability support programmes will be developed for ageing Maori.

The implementation of interRAI with local iwi/Maori providers will help and the eventual
plan is for selected Maori clinical staff to be trained in use of interRAI to do Needs
Assessments. Initial work on testing the reliability and validity of interRAI from a cultural
perspective in New Zealand is already underway.

2.1.3 Aged Residential Care (ARC)

Generally the sector has coped adequately through the holiday season. One facility
experienced a scabies outbreak and has worked hard subsequently to clear this up. Another
had a suspected Norovirus outbreak which was contained and eventually found to be a false
positive when the test results returned.

One measure of the state of the sector is to look at the rate of turnover for certain categories
of staff. There is a lot of registered nurse movement amongst providers at the present time,
however, it is mostly internal shuftling within the sector rather than a net reduction of

overall RN numbers.

The turnover of Facility Managers was high in 2010 and possibly reflects a persistent push
for improved standards of care for elderly residents. The routine audit process is now a
combined exercise with MOH and DHB both participating. This appears to have resulted in
better monitoring of each facility and more thorough follow-up on corrective actions arising.

Another benefit is that attention to ongoing staff education has improved. Providers are
supporting their RNs to gain better knowledge and skills. There is also greater expectation
on caregivers to actively participate in in-service training. In some rural areas providers are
starting to hold joint training sessions for staff and this will be further encouraged as an
ongoing strategy to pool resources.

Resident access to GPs remains reasonably good but there are particular gaps in
Horowhenua. Work is underway to address this issue as part of the Better Sooner More

Convenient initiative.

All facilities are visited on a rotation throughout the year to maintain direct communication
with the Facility Manager and Nurse Manager. In addition at least three ARC Fora are
scheduled in 2011 to foster open dialogue amongst stakeholders to air concerns and
showcase examples of innovation. The first such Forum is booked for March.



2,2 Maori Health

2.2.1 Maori Health Plan

Of late, a meeting was held at the Ministry of Health to discuss the development of the Maori
Health Plan. The intentions of the Ministry are to streamline and align District Health
Boards Maori Health Plans for maximum impact on Maori health.

In 2008-2009 a review was conducted by the Maori Health Directorate (MHD) which
highlighted extensive variations in

o thesize,

o duration,

¢ thematic,

o format, and monitoring of Maori Health Plans.

The analysis identified wide variation in planning and monitoring in the Maori Health Plans
at a DHB level making it difficult to assess the impact on any Maori health gains made
through the Maori Health Plan. Further findings found that multiple approaches mean
unnecessary replication, inefficiency, and economies of scale cannot develop and in this
current economic climate requires us to do more with less.

The DHB has begun to develop its Maori Health Plan using the available resources internal
to the organisation and the template given from the Ministry of Health.

2.2.2 Whinau Ora Update

MidCentral DHB is actively supporting the growth and development of the local Whanau Ora
stream. Initial discussions have been held with Central PHO to understand the way in which
services will be enhanced to deliver Whanau ora in our localities.

The Whanau Ora Sub Group met recently to discuss the Whanau Ora Assessment Tool. A
presentation was given by Central PHO outlining the following points:

o The Whanau Ora tool will be about identifying the strengths of the whanau and the areas
that require attention. For example, following a Whanau Ora Assessment it may
transpire that a CHA will be a beneficial process for someone within the whanau to
participate in. Thus it is important that the person carrying out the Whanau Ora
assessment will need to be cognisant of the various assessment tools available.

o The Whanau Ora assessment will provide information for which to build a profile of the
whinau which may be available to other health practitioners and assist them in making
decisions for whanau.

o Loocking at the Whanau Ora Navigator being responsible for the Whanau Ora
Assessments (person does not have to be a clinician)

o Group discussed the point that the Comprehensive Health Assessment (CHA) targets a
different population and age range than is the target population identified in the
Business Case for Whanau Ora Assessments

o Using broad tools and adapting current tools rather than ‘redesigning the wheel’

o Whanau Ora Assessment Tool will be piloted in April 2011

2.2.3 Home based support for kaumatua

As earlier reported team members from Funding met with a local iwi provider to engage with

kaumatua across the district with regard to the utilisation rates of home based support
services. Prior hui with kaumatua have been comprehensive. The main issues identified



were:
o more information is needed about the service;

the NASC assessment process is not well understood;

the conduct of assessors was sometimes culturally inappropriate

rural isolation is a barrier; and

there is insufficient access to the service.

0000

A number of direct contacts between assessors, Maori providers, and Kaumatua were
facilitated at the hui.

Maori health in MidCentral continues to be challenging and provides opportunity for future
development that will influence the ability to improve Maori health gain. It is an opportunity
to be innovative in the way we are able to deliver services to Maori in our district, we are
supporting Manawhenua and our iwi/Maori providers to actively participate and collaborate
to develop new models of planning which will eventuate in the provision of new models of
care such as the implementation of Whanau ora for everyone

2.3 Mental Health and Addictions
2.3.1 Funding for Children with Conduct Disorder/Behavioural problems

MidCentral District Health Board is one of three DHBs that have been selected to receive
new funding to purchase additional primary care services to address behavioural, emotional
and mental health problems in children.

The key aims are to reduce the prevalence of conduct and behavioural problems amongst
children and increase the responsiveness of the primary health care sector to children and
their families in order to improve health, education and social outcomes and reduce rates of
offending. There is an emphasis on supporting vulnerable population groups, particularly
Maori. There are four Health-led deliverables:

(1) Expansion of effective positive parenting advice and support interventions delivered
through primary care settings (schools, PHOs, NGOs, Well Child services and iwi
providers) that achieve family and whanau wellbeing and resilience

(2) Establish clear referral pathways and intervention plans across sectors, agencies and
providers, including establishing lead workers to coordinate and monitor
interventions with the family (beginning with B4 school checks)

(3) Work with Maori to adapt and deliver evidence-based parent programmes (such as
Incredible Years and Triple P) and evaluate the effectiveness of these ‘Maori
enhanced’ programmes in addressing behaviour issues in Maori tamariki and their
whanau

(4) Expansion of specialist parenting services provided within Special Education (SE}
and Child and Adolescent Mental Health Services (CAMHS) and other providers to
the parents of a minimum of 5% of 3-7 year olds with conduct and behaviour
problems.

Work will commence on this project over the next month to establish a service by April 2011,
in which a contestable Request for Proposal process will be undertaken by Funding Division.
Further update will be made to the Committee.

2.3.2 New Service Specifications for Mental Health and Addiction providers
Currently all mental health and addiction providers are orientating to the new service

specifications from the Ministry of Health. For providers this entails an extensive review of
current contracts and alignment to the new service specifications and codes.
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These changes to the service specifications will bring providers up to date and make them
more connected with the strategic directions outlined within national documents. The
Funding Division is undertaking this one on one negotiation with providers over the next
three months and aims to have this completed by the end of May 2011.

2,4  Primary Health
A full update on primary health care is provided in a separate report.

2.4.1 GP Registrars update

MidCentral DHB is one of a number of DHBs piloting an employment model for GP
registrars. Qur particular pilot involves registrars being employed by the DHB on a package
that is essentially equivalent to the Multi Employer Collective Agreement (MECA) for
hospital based registrars.

In 2010 we were not successful in recruiting any registrars to the district and in fact there
was only one GP registrar in the entire district — an issue of great concern to the GP
community. The situation has improved significantly for 2011 and we have five registrars
placed with practices under the pilot. In addition there is one other GP registrar (Dr Peter
Nelson) who does not have a funded post. He has been employed by City Doctors.

The College of GPs generally likes registrars to train in two practices. The following is a list
of the registrars and the practices they will be training with.

Yeong Pei,  Barraud Street Dannevirke & Horowhenua Community Practice
Sarah Dunn, Horowhenua Community Practice & Barraud Street Dannevirke
Kersin Moo, Feilding Medical Centre & Albert Street Medica.

Karen Wong, Albert Street Medical & Feilding Medical Centre

Derrin Brain, Pahiatua Medical Centre & Hokowhitu Medical Centre

Peter Nelson, City Doctors

All of these individuals are GPEP1 (i.e. in the first year of training in what is normally a three
year programme).

GP training is a vexed issue with a number of different parties involved. This particular pilot
has involved a lot of work on the part of DHB staff and also a not insignificant financial
commitment. Several GPs have contributed to the programme, in particular Drs Tom
Gibson, Pauline Blackmore and Warren Nichols. Christine Wood and Moira Eathorpe from
MidCentral’s Medical Administration Unit have also provided a lot of support.

The Health Workforce Committee is currently reviewing GP training and there are likely to
be changes to how GP registrars are engaged. At this stage the Ministry has committed to
funding for the 2011 year only. We would like to see these students complete their full
training programme within our district.

2.5 Health Care Development

Health Care Development (HCD) continues to work towards its vision “Interdisciplinary
health care teams achieving Quality Living: Healthy Lives”. This report provides an update
on the work occurring towards promoting and improving primary health care in the MDHB
region.

2.5.1 Introduction of a Clinical Network Structure
Key Action — provide infrastructure to support the development of a clinical network
structure across the DHB.
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HCD is working with Dr Alistair Watson (respiratory physician) to develop a clinical network
structure for the DHB. Clinical Networks are an effective way of ensuring that clinicians lead
and drive service improvement and that this occurs in partnership with community groups
and consumers. The network structure is organised into four tiers - collaborative
workgroups, district groups, a combined steering group and the CEQ as sponsor. The first
district groups to be formed in the MDHB region will be Child Health, and Mental Health
and Addictions. Each of these groups will hold an annual public forum to discuss local issues
and future projects. More specifically progress to date has been:

» Development of a Transitional Steering Group (TSG) — this will ultimately become the
Combined Steering Group once the network structure has been fully developed.
Membership currently is around 25 people and includes senior managerial and clinical
staff from both the DHB and the PHO/Compass Health. The Group has focused on
establishing the terms of reference for the Child Health District Group as this will form a
template for all subsequent District Groups. It is now finalising its own terms of
reference.

e Child Health District Group (CHDG) — is currently seeking nominations from clinicians
and relevant child health organisations to join this Group. Nominations close on 28
February with a selection panel being convened in early March to review these.

+ Mental Health and Addictions - is in the early phase of establishing a District Group.

e Communication strategy — work is occurring with the MDHB Communications Team to
create an effective communication process for people internal and external to the
organisation. The mainstay of this will be the MDHB website although three monthly
newsletters will be produced by each District Group.

Planning for the first Child Health District Group Forum is underway. This will be an
important event as it will help create not only a template for future District Groups but, from
the input received from those attending (clinicians, child health organisations, consumers
and their families), the beginnings of a new work programme for service improvement will
be created.

2.5.2 Evaluation of the Stroke/Transient Ischaemic Attack (TIA) Software
Key Action — promote use of this tool by general practice teams to enable rigorous
evaluation of software

This decision support tool has been designed by Dr Anna Ranta (neurologist) to assist
general practice teams correctly identify patients having a TIA and thereafter managing
these clients effectively. It is estimated that general practice teams may see one client a
month who has had a TIA and the symptoms may vary widely making it hard to correctly
diagnose. To overcome this problem Dr Ranta has developed a tool hosted on Best Practice
(using MedTech) which aids clinical decision making in respect to these patients. A Health
Care Development staff member and a local practice nurse have been working with Dr Ranta
since December 2010 to promote the availability of this tool to general practice with the aim

of:

» Increasing the usage of the tool to enable rigorous evaluation of it with the goal of
releasing the software to general practice teams in other DHBs
e Improving patient diagnosis and management

To date all 32 general practices in the region who use MedTech have been approached about
undertaking 30 minutes of TIA software training. This involves the clinicians as a group
sitting at a computer in their practice completing real life scenarios using the software. Nine
practices have declined the training - three because they assisted Dr Ranta during the
development of it. The others either already felt confident in its use or were not interested in
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the software. A further 18 practices have completed the training or are in the process of
organising for this to occur. The remaining practices have yet to make a decision as to
whether they will participate in this work or not.

2.5.3 School Based Health Service
Key Action — Implement and evaluate the introduction of health services info low decile

secondary schools

HCD has seconded an experienced nurse to work on this project for one year to manage and
achieve the three key required service elements:

Universal assessments of year nine students using HEADSS assessment tool (Home
and Environment, Education and Employment, Activities, Drugs, Sexuality,
Suicide/Depression)

Proactive services such as health promotion campaigns N
Personal health services when these are sought by students

Implementation is targeted at decile 1-2 secondary schools, the teen parent unit and
alternative education facilities.

Manawatu College’s new Hauora Centre was opened and blessed at the beginning of
February. The ceremony was attended by a large group of staff members and students,
whanau and public health service representatives. A public health nurse will now provide 20
hours of nursing time per week at the College.

2.6

Child & Youth Health

2.6.1 Influenza 2011

Work is underway in preparation for the 2011 Influenza season. A meeting of key
stakeholders involved in Influenza immunisations across the District Health Board will be
held 16th February 2011 and will be followed up by a professional development session for
primary care providers later in the month.

The annval influenza immunisation is recommended to get optimum protection against the
likely circulating strains in 2011 as these strains usually change every year. This year,
however, we are in an unusual situation because the virus strains covered by the vaccine are

the same as 2010.

People should still be vaccinated this year because the immunity offered by current vaccines
lessens over time. A further vaccination is, therefore, likely to offer better protection for the

2011 season.

Key messages for 2011 will be:

Immunisation is free for New Zealanders:

At high risk of complications
Over 65 years of age
Anyone under 65 years of age with a long-term health condition

Pregnant women

The Influenza season will commence as soon as the vaccine is available in the country (late
February /early March) and the subsidised season has been extended to July 3ist 2011.
The District Health Board is supporting providers once again with a set of DHB Influenza
posters using local people and clinicians who support Influenza vaccination. These have
been very well received in the past and support the national media campaign. Discussions
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are also underway with the Community Pharmacy Group to develop a pilot project whereby
trained Pharmacists will be able to offer vaccination in selected Pharmacy settings.

2.7 Pharmacy
2.7.1  Sharps Containers for People with Diabetes

In line with initiative 23 of the Diabetes Service Plan, MidCentral DHB subsidises puncture-
proof plastic sharps containers for the disposal of all needles, syringes, lancets and other
sharps used by people with diabetes. These containers are available at no cost to people with
diabetes through their community pharmacy and the Diabetes Lifestyle Centre.

This service began in mid 2007 and capped funding for its continuation has been approved
for service provision through to mid 2012.

Updated utilisation of the service is indicated in the graph below, which shows the average
number of sharps containers supplied per month by ProPharma (the local pharmaceutical
wholesaler}, in each six month reporting period.

Average Monthly MidCentral DHB Sharps Container Utilisation per Six Month Period
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The increased utilisation after the initial provision has continued. This is most likely to be
due to a number of factors, not the least of which is the continued promotional activities of
the MidCentral Community Pharmacy Group (MCPG).

Previous thoughts that a maximal rate of utilisation had been reached now seem unfounded.
The additional increase in the last six months could well be contributed to by additional PHO
emphasis on diabetes management in order to achieve health targets.

At current utilisation rates, 1780 containers will be used per year. This equates with the
estimated 10% (approximately 500 in number) of people in our district with Type 1 diabetes,
obtaining on average 3-4 containers per year from their pharmacy. This average rate of
utilisation does not seem excessive, especially as it does not take into account those people in
our district with Type 2 diabetes who are using insulin. If this was an additional 10% of
those with diabetes, then utilisation of sharps containers would average out at less than 2
containers per year per person using insulin.

A total of 890 containers were utilised in the first six months of the current two-year contract
period. This equates with a total utilisation of 3560 containers for the duration of the
contract, which is 500 more containers than is currently provided for under the current




funding arrangement. At this stage, monitoring of utilisation will continue to ensure that
funding continues to be in line with appropriate service provision.

2.7.2 Safe and Efficient Disposal of Unused Medicines (SEDUM)

Central Pharmacy has provided the report for the SEDUM project for the six months to
September 30!, 2010. Points of interest to come from the SEDUM half-yearly report are:

« Surplus medicines and a change in medicines were the reasons for returning nearly
half (46%) the number of medicine items returned

* The number of items returned from rest homes account for 28% of items returned,
while those from an individual’s own supply account for another 24%.

¢ 74% of the itemns returned were dispensed within the previous 12 months

* Five of the top 10 most commonly returned medicines are preventative cardio-
vascular medications. This has been a consistent finding since the start of the
project and continues to be concerning.

* The beta-blocker metoprolol (e.g. Betaloc®) was the most commonly returned
medicine with 1123 returns yielding 42,472 tablets, followed by omeprazole (e.g.
Losec®} with 1009 returns yielding 31,753 capsules.

* Large quantities of paracetamol continue to be returned, with 89,954 tablets
returned from 885 returns (more than 100 tablets per return) during this six
month reporting period

» There were 64 returns of diabetes test strips yielding 101 containers (each holding
50 strips if full); the number of test strips returned was not counted.

It is pleasing to note a trend-breaking reduction in both the number of returns (i.e. packages
that may include one or more items) and the number of items returned in the six month
reporting period, as depicted in the graph below.
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The contributors to this are numerous, but a likely significant contributor is the work that
the MidCentral Community Pharmacy Group (MCPG) is doing on enhancing the role of
community pharmacy in managing medicines with a view to minimising wastage for certain

populations.

Initial MCPG work involved identifying the characteristics of populations of patients who are
most at risk of wasting medicines. MidCentral pharmacies undertook a more detailed



analysis of returns from patients during the month of June 2010, with the following
identified:

e Those patients (in reducing order) who are most at risk of wasting their medicine,
including blister packed medicine, have the following chronic conditions:

o Cardiovascular Disease
o Gastrointestinal Tract disorders
o Brain & CNS Disorders

» Patients most likely to waste blister packed medicine include:

o Those over 61 years of age

o Those in Aged Residential Care taking between 6 and 10 medicines daily
o New Zealand European females

o Those who visit their GP on a monthly basis

o The most significant reason for overall medicine wastage was a change in treatment.
Other significant reasons for returned medicines were death of the patient and
“excess quantity”.

MCPG has developed a number of strategies to help MidCentral pharmacies address
medicines wastage. MCPG continue to promote good use of medicine using two generic
catch phrases. The generic message, “Ask what’s in store before dispensing more” is used by
pharmacy staff to remind them to ask patients what is required and to identify potential
issues with medicine adherence. This links directly with the Medicines Use Review and
Adherence Support Service pilot, which is a service aimed at identifying barriers to
medicines adherence.

A second generic message, “Check what'’s in store before picking up more” is used as a health
education tool to encourage patients to liaise with their community pharmacy to better self-

manage their medicines supplies.
2.8 Population Health

2.8.1 Tobacco Control
Smoking Cessation Review

Supported quit attempts, including personal and medications based support, have been
shown to effect greater chances of long term abstinence. In recognition of the need to
support smokers to quit the MoH introduced a tobacco related Health Target. The resulting
ABC framework was introduced by MDHB during 2009 and has driven a significant rise in
referrals to smoking cessation services.

Due to the large increase in referrals and MDHB'’s focus of assisting smokers to make
supported quit attempts, a review of current cessation services was undertaken to make
recommendations on improving the efficiency and effectiveness of these services. The
Review highlighted potential new models of smoking cessation service delivery that would
better deliver more accessible, equitable and efficient services. Currently the DHB and MoH
support several services that work independently of each other in a fragmented manner. The
Review identified large deficiencies within the current model, including lack of standardised
programme delivery, staff supervision and competency levels.

' Ministry of Health. 2007. New Zealand Smoking Cessation Guidelines. Wellington: Ministry

of Health



With the geographical spread of the population and the limited resources for cessation
services, cohesion within services is heeded. There are large variations in the time taken to
contact referrals and limited evaluation of quit outcome.

MDHB is committed to ensuring all smokers wanting to quit receive support. A
comprehensive range of evidence-based specialist smoking cessation options will be made
available to accommodate the needs of all smokers. All cessations services should be
adaptable, ensuring the needs of smokers are met and service users receive the right service

from the most appropriate source for them.

As a result of the Review’s findings, MidCentral DHB funding for smoking cessation services
(which is currently split between MidCentral Public Health Services and Central PHO) will
be reconfigured. A centralised district-wide provider of smoking services will be determined
by a Request for Proposals (RFP) process. RFP documentation is currently being prepared,
and the Board will be advised of the outcome in June. Funding for the centralised service
will be augmented by additional funding for smoking cessation which has been made
available by the Ministry of Health, following their nationwide analysis of smoking cessation
funding distribution relative to the Population Based Funding Formula.

Rangatahi Cessation Pilot

Negotiations have been finalised and Best Care Whakapai Hauora will implement this pilot
commencing mid February 2011.

The goal of the Pilot Programme is to reduce the consumption and negative health effects of
tobacco, for rangatahi/youth in the Palmerston North district. The Pilot Programme’s
objective is to support rangatahi/youth to make more smoking quit attempts more often.

Best Care Whakapai Hauora will develop and deliver a range of smoking cessation services
for rangatahi/youth, utilising conventional cessation practices alongside innovations to
respond to the smoking cessation needs of rangatahi/youth (the Pilot Programme). The Pilot
Programme will be based on recommendations from the Rangatahi Cessation Scoping report
developed by MidCentral District Health Board, dated March 2009 and the Scoping Project
to be undertaken in this service specification.

Recommendations and final evaluation for the ongoing provision of smoking cessation
services for Rangatahi will be submitted to MDHB by 30 June 2012.

3. RECOMMENDATION

It is recommended:

that this report be received

a

Mike Grant
General Manager, Funding Division
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TO Community and Public Health Advisory

Committee Cenmear Distict HEALTH BOARD

Ter Pas Houcrq o Righive o Tarania

Memorandum

FROM Finance Manager
Funding Division

DATE 14 February 2011

SUBJECT FINANCE REPORT — FEBRUARY 2011

1. KEY EVENTS
1.1 Forecasted Result for 2010-11

The Funder’s YTD result to Jan 11 was $591k surplus to budget and the forecasted 10-11 result is
equal to budget. The main reason for the surplus is the washup with MCH on its under-delivery.

1.2 2010-11 IDF
The Funder has carried out a special analysis this month on IDF. The analysis shows that our

full year risk on IDF washup is estimated to be around $1.7m ($3.3m unfavourable inflow and
1.6m favourable outflow). The Funder has thus increased the IDF washup provision by $0.25m

this month bringing the YTD provision up to $1.45m.

The financial risk of further reduction of outflow tavourable variance is considered to be small
since any substantial increase in outflow is likely to be elective related. Increase in outflow will
therefore be likely to have a corresponding increase in elective income.

The Funder will continue to monitor the IDF position closely in future months.

1.3 Demand Driven Pharmacy Expenditure

There is no change in the projected Pharmacy expenditure.

1.4 MidCentral Health Washup

The total year to date (YTD) washup position is $567k under-delivery by MCH.

1.5 Electives Initiatives (EI)

The Funder has accrued $4.4m for YI'D EI income which is $0.8m below budget.



2. FUNDER FINANCIAL PERFORMANCE

The Funder had a cumulative surplus to budget of $591k up to the end of Jan 2011.

MidCentral DHB - Funder

Income and Expenditure - By Ring Fenced Area YTD Annual
For the period ending 31 January 2011 Note Actual Budget Variance Forecast  Budget Variance
$000 $000 3000 3000 $000 $000
Personal Health [ncome (a) (b} (c~ 208,381 206,734 2,647 358,835 354,511 4,324
Personal Heaith Expenditure {d) 207,866 205,351 -1,614 356,288 354,511 4,777
Personal Health Surplus/{Deicit) (&) 1,415 383 1,033 2 547 0 2,546
Mental Health Income 22,803 23,057 253 39,151 30,526 -375
Mental Health Expenditure 22,183 23,143 960 38,663 38,526 863
Mental Health Surplus/{Deficit) (f 620 87 707 488 -0 489
Disability Support Income (9) 37,321 37,018 303 63,757 63,460 296
Disability Support Expenditure (] 39,484 37,641 -1,842 67,682 63,960 -3,72%
Disability Support Surplus/(Deficit) 2,163 623 -1.540 -3,928 -500 -3,428
Maori Health Income 1206 1127 79 2,011 1,932 79
Maori Health Expenditure iy 815 1,127 312 1,620 1932 312
Maori Health Surplus/{Deficit) 391 0 391 391 0 391
Governance Income 1,391 1,391 -0 2,384 2,384
Governance Expenditure 1,391 1,391 a 2,384 2,384 0
Governance Surplus/{Deficit) 0 0 0 0 0 0
Total Funder Surplus/{Deficit) 264 -327 591 -508 -50¢ 0

Note on Variance

{a) Extra project funding with corresponding extra expenditure (major projects - Herceptin $1.8m;
CYFS $0.4m; VLCA $0.3m; After hours $0.4m; NRT $0.3m; Hospice $0.3m; PHO performance
$0.5m; Oral Health Business Case $0.5m; Service income from PHO $0.6m) and anticipated

reduction of $0.8m Elective income.

(b) The income included $1.2m extra income or saving from 09-10. ($0.3m El, $0.3m IDF washup
and $0.6m extra Pharmac rebate.)

{c ) The income also included $1.45m extra 10-11 IDF inflow washup provision

{d} Mainly due to IDF Service change for CYC, Herceptin and spotless adjustment, extra Pharm
expenditure and underspend of PHO funding

(e) The surplus is mainly due to underspend in PHO and Primary/ secondary projects
(f) Mainty caused by $0.8m Mental Health washup with MCH

(g) Extra 08-10 MoH funding for AT& R beds

{h) Mainly due to higher than budgeted HBSS and Age Residential Services expenditure

(i) Mainly due to favourable variance from project underspend



MidCentral DHB - Funder and Funding Administration
Statement of Financial Position as at 31 January 2011

£S3

Properties Intended forS e

Actual
Year-Ended Current
Position  Change

Jun-10 Jan-11

$000 $000 $000
ASSETS EMPLOYED

Current Assets 1,328
Bank ©o 0o o 274
_Intercompauy Advance Account T
Debtors and Prepay'ments S
Inventorxes +0
o

Current Llablhtles

‘Bank Overdraft "7
Intercompan Curre
'Trade Credltcrs an

Current Portmn of Term Loans T

Net Working Capital (1,571) (910) 661

Net Assets Employed (1,571) (910} 661
SHAREHOLDERS EQUITY

o o o]

Retained Earnings 39,513 40,175 661

Transfer to Co 41 {41,084) (41,084) 0

(1,571} (910} 661

Other Reserves 0 0 0

Total Shareholders Equity (1,571) (910) 661
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3. MIDCENTRAL HEALTH PROVIDER DIVISION RESULT

3.1 Statement of Financial Performance to Budget

MidCentral Health - Provider Division YTD to: January-11
Statement of Financial Performance to Budget
"$000
Month Year to date Annual
Aectunal  Variance Actual Variance Budget
Revenue
Govi. & Crown Agency Sourced 20,567 {543) 155,603 (757} 268,338
Patient/Consumer Sourced 108 44 652 201 771
Other Income 306 (104) 2,036 66 4,921
Total Revenue 20,981 {603) 159,101 {490} 274,030
Expenditure
Personnel 12,739 707 89,493 2,248 158,108
Qutsourced Personnel 192 (66) 2,428 {1,556} 1,598
Sub-Total Personnel 12,031 641 91,922 1,692 159,705
Other Outsourced Services 88g 305 7,894 463 14,326
Clinical Supplies 3,276 256 25,372 1,204 45,834
Infrastructure & Non-Clinical 3,750 277 27,990 5 48,125
Total Expenditure 20,847 1,481 152,178 2,363 267,991
Operating Surplus/({Deficit) 134 878 6,013 2. 874 6,039
Corporate Services 722 o] 5,035 17 8,660
Surplus/(Deficit) {587} 878 978 2 890 {2,621}

3.2 ' Comnentary

The month’s result was $878k favourable to budget. The $603k revenue shortfall is being offset
by a $1481k favourable expenditure variance. The year to date result is $2 890k favourable to

budget.

Revenue
The revenue shortfall for the month, and also largely influencing the year to date position, is due

to the low acute service volumes in Elderly Health and Rehab & Therapy. The majority of this
funding stays in the Funding Division and does not impact on the District Health Board’s
financial position.

Total Personnel (including Outsourced Personnel) Costs

The total personal costs are within budget due to the focus on FTE and locum management and

the leave taken over the holiday season.

Other Costs
These are within the budget for the month and year to date. The favourable Clinical cost

variance is mainly in pharmaceuticals due to lower acute volumes and favourable outcomes
from cost saving initiatives.



4. MIDCENTRAL DHB RESULT

(s

Jan-11 DHB Funding Provider | Governance
RESULT Division Division
Year to date ('ooo's) (‘'o00's) ('c00's) ('o00's)
Net Result
YTD - Actual 2,089 263 1,249 577
YTD - Budget {2,720) (327) (1,827) (566}
Variance 4,809 590 3,076 1,143

After seven months, the DHB result is a favourable variance to budget of $4,809k.

5. CONSOLIDATED FINANCIAL POSITION

MidCentral District Health Board
Statement of Financial Position (summary)
Jun 2009 Jun 2010 Janz2011 Change
$o00 $000 $000 $000
Assets Employed
Current Assets 44,727 41,941 50,957 9,016
Current Liabilities (54,841)  (55,944) (59,591) (3,647)
Fixed Assets and Investments 164,748 160,010 157,114 (2,896)
154,634 146,007 148,480 2,473
Funds Employed
Equity 98,521 89,425 91,845 2,420
Bank Loans 54,867 55,301 55,354 53
Long Term Liabilities 1,246 1,281 1,281 o
154,634 146,007 148,480 2,473
6. COVENANTS
Janea1 Actual Limit /
Covenant
YTD- Variance to Budget $4.8 < {$2.0m)
Bank Loans (net debt) $19.2 $71.7m
Equity $91.8 > $30m
Debt & Equity $111.0
Debt Ratio 17.3% < 55.0%
YTD Interest Cover 5.59 > 3.00




LSk

7. DEBT POSITION

MidCentral District Health Board
Available Bank Facility
Net Debt (CHFA & Banks)
Debt Facility Surplus / (Shortfall)

Reserved Funds

Debt Facility Available

Jun-09 Jun-10 Jan-11
$m $m $m
71.7 71.9 71.9
29.0 29.8 19.2
42.7 42.1 52.7
18.7 18.7 20.2
24.0 234 32.5

8. CASH POSITION

A summary of the cash position by division is shown below.

Treasury Division
Funding Division
MidCentral Health

Trust Funds - Short Term
Enable

Total

Cash /Investment Summary as at 31 January 2011

36.2

$m
17.3
17.1
0.1
0.4
1.3

9. RECOMMENDATION

It is recommended:

that this report be received

Gordon Ngai
Finance Manager
Funding Division
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TO Community & Public Health Advisory
Committee

 AMDCENTRAL DisTRicT HEALTH BOARD

Te Pae Hauorg o Buohing o Tarorug

FROM Chief Executive Officer

DATE 22 February 2011
SUBJECT Committee’s Work Programme, M E M o RAN DU M
2010/11

1. Purpose

This report updates progress against the Committee’s 2010/11 work programme. It is
provided for the Committee’s information and discussion.

2. Summary
Reporting is occurring in accordance with the timeline.

Next month, the 2011/12 annual plan will continue to be the key focus. This includes
the Regional Services Plan and Maori Health Plan.

A schedule of all reports scheduled for consideration at the Committee’s next meeting
are set out below. If there are any new items which members require, or any issues they
would like canvassed in future reports, please advise.

General Manager’s Operating Report
2011/12 Draft Annual Plan
Cardiology Landscape Review

3. Recommendation
It is recommended:

that the updated work programme for 2010/11 be noted.

COPY TO: CEO's Department
MidCentral DHB
Heretaunga Street
PC Box 2056
Palmerston North
Phone +64(6) 350 8910
Fax +64 (6) 355 0616
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