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3. BUSINESS DRIVERS FOR A FOURTH PERMANENT LINAC

The focus of the development plan is to make best use of existing resources as well as look for
those areas requiring investment. This has been achieved through the following steps:

» optimisation of the booking process;
» addressing staff vacancies;
» investing in treatment planning;
= mitigating the risk of mechanical failure through the early replacement of LA3;
» integration of all machines; and

* the retention of LA2 as a temporary measure.

These steps have collectively provided confidence that a four week turnaround can be
achieved by December 2010 however ongoing success with existing resources is reliant on the
use of occasional overtime, proactive management of referrals and potential outsourcing.
Surges in demand, unexpected equipment failure, Linac replacement, or loss of staffing are
all inevitable from time to time however the service is vulnerable long term with only these

contingencies in place.

It is therefore necessary that an enduring and robust solution is developed that not only
meets the target but provides confidence for the future. The purchase of a permanent fourth

Linac is the next step in this solution.
3.1. MEETING THE HEALTH TARGET

In April 2010, Ministry of Health representatives visited MidCentral Health (MCH) to review
the Radiation Oncology Development Plan and to evaluate whether the intended actions
would be sufficient to meet the new target. Further to the visit, all DHB’s in the RCTS region
were requested to outline the actions being taken to ensure the four week target was met.
These action plans were reviewed by the Minister of Health and a response was received in

July 2010 (see Appendix One).

The outcome of the visit and resulting correspondence was that MidCentral Health is on
track to meet the four week target however sustainable success is reliant on substituting the
aging LA2 with a modern permanent fourth Linac.

A level of redundancy or flexibility was discussed in the February HAC paper where
international studies indicated: that 10-15% ‘over-capacity’ was needed to manage 100%
targets for Radiation Oncology services.

This evidence is now mirrored locally with the development of a New Zealand model. The
model has been developed by the Ministry of Health specifically for estimating the capacity
required for a four week turnaround.

The model proposes that cancer centres below 90% (at one standard deviation) have
sufficient capacity to meet the target. Cancer centres between 91% and 99% utilisation (at
one standard deviation) will be able to meet the target some of the time, but not able to
manage peaks. Cancer centres with 100% or greater utilisation (at one standard deviation)
will be unable to consistently meet the target (see Tables 2 and 3).

1 Capacity and Demand Models for Radiotherapy Treatment Machines: S. J. Thomas
Department of Medical Physics, Addenbrooke’s Hospital, Cambridge, U.K.
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Table 2 Linac capacity for MidCentral Health Cancer Centre

Demand for Linac sessions (% utilisation at the mean) 90%

Demand for Linac sessions (% utilisation at one standard

. 100%
deviation) ?

Table 3 Impact of an additional Linac at MidCentral Health Cancer Centre

Demand for Linac sessions | Utilisation 1 SD Outcome
Current 100% Unable to consistently meet target
With an additional modern Linac 87% Sufficient capacity to meet target

The results suggest that MCH will meet the target some of the time with current resources,
including LA2, however without a fourth modern Linac the centre will not achieve this
consistently as required. This conclusion matches actual results where only 86% of patients
within the past year started treatment within four weeks.

3.2. FUNCTIONALITY OF THE EXISTING LA2

LA2 was installed in mid-1993, and it is now 17 years old. Newer Linacs offer three major
functionalities that are now standard and that cannot be upgraded on the current machine.

These factors are:
1. Automation, making treatment delivery faster and more efficient than older Linacs.

2. Multi leaf collimators that shape the dose distribution and spare healthy tissue thus
reducing side effects from treatment.

3. Assurance of delivery of the best treatment every time with x-ray imaging. Imaging
enables the therapist to view the tumour before each treatment episode ensuring the
prepared plan still meets the patient condition.

Consequently, LA2 is reserved for only the most simple of treatments. Since 2002 the
number of treatments delivered on LA2 has reduced from 148 per week to 58 per week in the
past financial year. This reduction is simply because technology has left LA2 a long way
behind standard practice and demonstrates the inability of this machine to provide the level
of support required once the new target is in place. At 17 years of age there is considerable
inherent risk of mechanical failure leaving the service exposed. For these reasons LA2 cannot
be relied upon to continue to support the service in meeting targets in the future.

3.3. MANAGING DEMAND FOR THE FUTURE

In June 2006 the Radiation Oncology Working Group (ROWG) projected an average growth
in the incidence of cancer of 3.0% per annum to 2012. This was mirrored in the Central
Cancer Networks Health Needs Assessment where new cancer registrations are predicted to
increase by 29% (or 2.6% per annum). For the RCTS population growth is equivalent to 0.1
Linac per annum.2

2 HAC paper Feb 2010
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The increased incidence of cancer is indicative of population growth, the success of screening
programmes identifying patients for early intervention, and the ageing of New Zealand’s

population.

4. RESOURCING A FOUR LINAC SERVICE

The base RCTS staffing is resourced for a three Linac service. In recent years there have been
some additional staff positions budgeted to support managing demand and maintaining LA2
however they fall short of what is required to support a permanent fourth Linac. Our current
configuration does not provide sufficient flexibility to cover leave, education or manage
surges in demand.

Staffing is fundamental to managing demand and insufficient staffing has an identical impact
to insufficient Linacs. As with the Linacs, a similar level of increased capacity is required to
move from six to four weeks 100% of the time. The increase is in the vicinity of 15%.
National models have been developed for staffing in Radiation Oncology and these models
underpin the model developed for Linac capacity. Radiation Oncology’s assessment of needs
is consistent with the national planning and direction.

In 2009 Auckland DHB completed a time and motion study of workflow and workforce
issues. This model incorporates the impact of technology, complexity, and legislative
changes in the allocation of staffing levels. This model estimates that RCTS requires 9.3 FTE
Radiation Therapists per Linac. This is an additional five FTE (15% above establishment) to

what is allocated currently.

The Australasian College of Physical Scientists and Engineers in Medicine also produces a
staffing requirements formula (2000). This model when applied to the RCTS estimates 2.0 —
2.7 FTE physicists per Linac are required or an increase of 1.5 FTE on the current model.
Both studies do not include staff in training within baseline establishment.

Radiation Oncologist numbers are also fundamental to good workflow and management of
demand for the service overall. In recognition of this and overall increases in demand, a sixth

position is currently being advertised.

5. GAINING CAPACITY THROUGH EXTENDED HOURS

The use of occasional overtime is an excellent strategy to ensure continuity for one-off events,
however to extend Linac hours permanently as an alternative to a fourth permanent machine
would require a complete extension of the whole system inclusive of nursing, medical and
physics staff to ensure safe work practices and no inequalities between those receiving
treatment in and out of normal hours.

A key factor in successfully managing demand to date has been having the flexibility to use
additional hours in response to significant planned and unplanned events. Should this time
be booked with routine patients this strategy would become ineffective, leading to an
increased risk of adverse consequences to these events. It is therefore considered necessary
to retain this flexibility in reserve to mitigate risks that may arise in the future.

A permanent change in the industrial model requires the agreement of all involved and is not
supported by staff. One of the attractions for staff to Radiation Therapy, over other health
fields, is that traditionally the work is during normal hours, which in turn challenges our
ability to recruit to and sustain a shift roster. Nationally, particularly with the impending
reduction in waiting time target, the labour market is competitive and staff are able to ‘pick
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and choose’ where they work. Success therefore is contingent on having the right people, in
the right place and using this resource in the right way.

Increasing the hours of treatment per day also increases the number of fractions delivered by
each Linac per annum thus decreasing the lifespan of the machine overalls. Therefore there
is no capital saving over the long term as the machines would need replacement every seven
rather than 10 years. Increasing the workload of each Linac contradicts the benefits of
integration, as all Linacs are booked beyond normal capacity therefore leaving no time to
transfer patients or maintain the flexibility to manage fluctuations in demand (for whatever

reason) day to day.

For these reasons extended hours are not a permanent solution.

6. REGIONAL CONSIDERATIONS

It is without doubt that regional and national solutions have a valuable part to play in
managing costs in health. In Radiation Oncology this is possible through two options:

1. Capacity sharing with a neighbouring cancer centre.

2, Satellite treatment centres.

Capacity sharing with a neighboring centre

All cancer centres share capacity on a case by case basis. MDHB has good relationships with
both Capital Coast (CCDHB) and Waikato DHBs and has outsourced patients prior to July
2009 to both centres. The new target will limit the ability of each site to be responsive within
a suitable timeframe due to the tight turnaround times required.

The Ministry of Health modeling, described above, demonstrated that there was sufficient
capacity to meet the four week target at CCDHB, however the service must replace its third
linear accelerator to do this. The centre is at risk of not meeting targets during replacement
as it must take the aging Linac out of service prior to commissioning the new one.

CCDHB have indicated that managing demand during this time will be challenging. They are
looking at strategies for managing workload and are likely to request to outsource patients to
RCTS during the replacement period.

Ongoing opportunities for working collaboratively to support major change in either centre
and for the sharing of clinical protocols and training are all under development and being
facilitated through the Central Cancer Network.

Four modern Linacs will consistently provide sufficient peak (100%) capacity for MDHB over
all times of the year. However by default this will create times were demand falls below our
ability to supply, thus providing some capacity to accept work for other centres both
nationally and internationally.

Satellite Centres

The development of satellite units is an increasingly more common option in Australia where
the challenges of vast distances face many centres. Qur centre is also challenged by
geography and the ability to service a regional population is core to our strategic
development in the future.

3 HAC paper 2010
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A treatment Linac, hubbed out of Palmerston North would require significant planning,
community engagement and development of new clinical and business models. This work is
not compatible with the timeframes set by the Ministry to replace the aging Linac sooner
rather than later.

Notwithstanding, a satellite centre maybe a viable medium to long term solution, and one
that would be well received by the communities served. It is therefore proposed that this
option remains on the strategic plan and should a fifth Linac be required, that this is
considered for a satellite site. With current demand this would be predicted for around 2016.

7. PROPOSAL

The RCTS is seeking to purchase a new linear accelerator, matched to its existing dual energy
accelerators and to site this Linac at Palmerston North Hospital. The benefits of growing
existing capacity in the current model are:

* The service is currently configured as a four Linac service.
» Recruitment opportunities are stronger with an ‘in hour’ roster.
» The solution is timely to improving sustainability in the immediate term.

* A permanent fourth Linac would strengthen the existing infrastructure, sustain
meeting the health target, and support the RCTS into the future.

» Local investment allows RCTS to retain ownership of future processes and ensure
retention of the values of the service regionally.

» (Clinical relationships and access to supportive care are well developed and
longstanding in the current centralised model.

» Revenue opportunities are preserved.

» Avoids fragmentation or loss of scarce staffing.

8. LOCATION OPTIONS

Although the vendor of the new Linac has not been decided, the machine footprint and
specifications are remarkably similar and it is the intention of the service to be able to house
any of the existing machines on the market. There are several options for the site of the new
Linac however the primary decision considered was between using the space currently
occupied by the aging LA2 or to build a new bunker. The installation of the new Linac would
be timetabled for late 2011. Until this time LA2 would remain as a component of meeting
target and the service is therefore reluctant, without compelling reason, to remove LA2 from
service for several months to facilitate building.

An options study has been prepared in consultation with management, clinical, and technical
staff of the Radiation Oncology Department. Dalgleish Architects Ltd has been engaged, via
Jeff Small, Group Manager Commercial Support Services, to assist the service with the
preliminary identification and analysis of options, including cost estimates by Quantity
Surveyors, Rider Levett Bucknell. Dalgleish has a long history of building projects in health,
including the previous LA3 (2000) and LA4 (2008) Linac bunkers at Palmerston North
Hospital. The development of the options required specialist understanding of not only
service and business requirements, but most importantly the regulations for radiation safety.
Dalgleish were chosen as they have this specialist experience and sound site knowledge,
along with the additional benefit of bringing key learnings from the previous projects that can
enhance and improve the way forward this time.

10



The study was undertaken between 1 July 2010 and 13 August 2010. The key points for each
option are described below with a full report and financial analysis attached in Part 2.

The options considered made the following assumptions:

The new Linac will be a dual energy accelerator similar to LA1, LA3 and LA4.

Maintaining access to treatment within target throughout the installation and
commissioning is the primary priority.

A four Linac service requires increases in staffing.

There would be potential outsourcing costs or loss of revenue if there is insufficient
Linac capacity to maintain target during the build and installation.

Shielding and construction must meet or exceed radiation safety standards.

11
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Option 1 - Existing basement under the LA1 treatment room
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Description:

The basement under the LA1 bunker has sufficient space to house a fourth Linac however the
room has insufficient radiation shielding for a Linac to be simply installed. There is
significant building work needed and access to this area is challenging, with the build being
considered to be the most technically difficult.

Advantages of this option are that the ground floor, alongside LA4, can be further developed
to improve waiting areas and it does co-locate the teams in a two up and two down
arrangement. However this build also requires that L.A1 itself will need to be out of service
during construction while the basement is shielded, thus protecting workers while the work is
underway. This was a significant issue when building LLA4 and took several weeks till finally
completed, with a significant impact on the services ability to reduce wait lists. While wait
lists are not the key drivers this time the new target necessitates that even during
construction the four week target must be met, which without LA1 in full service would leave

the service vulnerable.

At the time of the 2007 proposal for the installation and commissioning of the new LA4 this
option was identified as a potential next stage of development for an additional linear
accelerator. At the time it was proposed that the bunker beneath L.A1 would be suitable for a
fourth permanent Linac. Further analysis of this option has demonstrated that to develop
this area is technically complex and, in fact, equivalent in cost to a totally new build. This
being the case, the impact on service delivery during the construction period (to shield the
bunker from the operational LA1) and the inherent compromises required when remodeling
rather than building afresh make this option less compelling now when considered alongside
other options. Strategic facility considerations were attached to the LA4 business case in
2007, seeking to provide a staged solution for the RCTS addressing all the facility issues
tabled at that time. While a number of options for future development were highlighted, they
are not the focus for development now that they were then. The current focus is to make best
use of existing resources rather than being part of a wider development programme for
additional facilities. There are no immediate to medium term plans to progress the facility
considerations outlined in the 2007 paper.

12



.50

Option 2 - Ground floor adjacent to the existing LA1 bunker basement
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Description:

There is an area of shrubbery between the LA1 bunker and the Women’s Health Building
which would provide a suitable site to build a new bunker. Building in this area contains the
service within the current campus in that is does not extend out into existing car parks or
prevent any other hospital developments.

A ground floor option was put forward principally because it was expected to be less costly
than a first floor option. This has not proven to be the case. The cost premium for the
ground floor option is due to the shielding required in the roof to protect adjacent buildings.
Like Option 1 there are benefits to the waiting areas for patients and staffing arrangements as
well as bearing no disruption to service during installation. The disadvantages are that due
to the configuration of the existing ground floor and receiving area, this bunker is somewhat
remote. The steel roof would also prohibit a roof installation for the Linac which would need
to come through the building itself. This is technically more complex and more costly than a
roof entry installation.

13
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Option 3 - A first floor location adjacent to the LA1 treatment room
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Description:

Option 3 uses the same location as Option 2 but builds the treatment bunker on the first floor
adjacent to Linacs 1 and 3. Placing the treatment room at the first floor level has the benefit
of creating an efficient cluster of three Linacs around a common waiting area as well as
making effective use of existing reception and administrative infrastructure.

This is also the most central placement relative to support facilities such as the planning area
and the CT. Three control rooms create a good concentration of staff adjacent to waiting
patients and whanau without compromising privacy.

If the machine is at first floor level there is not the same requirement for roof shielding as for
Option 2, therefore the machine can be delivered and removed through a roof hatch, and the
expense associated with the purchase of steel for shielding is lessened.

The ground floor space below the new bunker also has the potential, with further shielding
between the floors, to house another Linac.

The purpose of this is not to preempt a fifth Linac but rather to future proof the replacement
of the existing equipment. A decanting bunker provides the flexibility to simply install a new
model in one area and then to switch off the Linac in another without the additional costs of
extended hours, outsourcing, patient management plans or other complications where one
Linac is out of service for months at a time during replacement.

Option 3 also poses no disruption to normal service during the build and commissioning
project and it the preferred option for staff.

14
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Option 4 - the existing LA2 bunkers housing LA2 / Superficial Therapy
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Description:

This is a complex option that requires the decommissioning of LA2 for around 12 months
before a replacement is operational, as well as requiring the relocation of the superficial
treatment unit that is currently housed alongside LA2. During this time it will be difficult to
maintain 3.7 Linacs capacity with existing staff and only three functional Linacs.

The proposal for Option 4 is to form a new bunker centered between the two rooms currently
in service and to use the residual space each side for control and waiting. The placement of
the new bunker between the legs of the previous two bunkers means support has to be
provided to carry the weight of the bunker. This strengthening will be a solid structure and is
not possible for a two tiered configuration as proposed in Option 3.

The bridge connecting the bunker with the main building is lightly built and is in need of
repair and refurbishment. We did not wish to take the maze over the road way as that would
require the bridge to be removed and rebuilt. An allowance has been made to refurbish the

bridge.

The area has no dedicated reception services at present, as it currently is only partially in
operation, and requires the installation of a neutron door to ensure radiation safety in an

area to small for normal shielding system. These doors are expensive and slow to open due to
their weight, which introduces a number of patient safety risk factors to consider.

The bunkers are isolated from the other areas and lack support from other Radiation
Therapists for lifting or technical expertise. There is also no change space or administrative
support in this area and insufficient waiting space.

The relocation of the superficial treatment machine would require the loss of a current
meeting room. The RCTS is under considerable space pressure and shares the main meeting
room with many other professional groups and in future for video conferencing. The loss of
the smaller meeting room would pressure the service further. This option would also
requires the relocation of office space and the radioactive store.

15
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9. PREFERRED OPTION

Each option provides a fourth permanent Linac and thus a solution to the existing business
drivers. Therefore the relative merits of each option need to be considered against the
priorities for the service, to determine the most suitable option.

The options are:
1. Existing basement under the existing LA1 treatment room
2. Ground floor adjacent to the existing LA1 bunker basement
3. A first floor location adjacent to the LA1 treatment room

4. The existing LA2 bunkers housing LA2 / Superficial Therapy

The service priorities are:
1. Clinical workflow
2. Cost effectiveness
3. Level of disruption the project will cause
4.

Future opportunities

Clinical workflow

The Radiation Oncology Department is hubbed around the two first floor Linacs and the
planning area. This space also houses the senior clinical staff. While two Linacs (LA2 and
LA4) are orphaned within the current model, and this works adequately, the staff preference
is for collocation of the Linacs to ensure knowledge sharing, troubleshooting and access to
expertise is achieved with relative ease. Concentrating resource in this way also better
organises administration resources.

Options 1, 2 and 3 all arrange the Linacs in a cluster of one type or another, however as the
majority of the resource is located on the first floor this is the staff preference for this

installation.

Option 4 is least preferred as it reinforces the service model of an orphaned machine for at
least another decade.

Cost effectiveness

The difference between the lowest and highest estimate is $105,000, which is a relatively
small margin between options. A full financial analysis is attached as Part 2.

Level of disruption the project will cause
Options 1 and 4 both require the decommissioning of an existing Linac for all or part of the

project. For this reason both options are less desirable. Options 2 and 3 are alongside the
existing site and no disruption to service delivery will result from the building project.

Future opportunities

Options 1 and 4 do not allow for any future plans with regards to new Linacs or decanting
opportunities, with Option 4 occupying useful space for any potential future expansion of the

clinical services block.
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Options 2 and 3 do allow for growth and change, and while neither is a completely ready
made option for the future, option 3 does ensure that the structure is in place.

Comparison

Each option is ranked from most (1) to least desirable (4) below. The numbers simply
represent the relativities rather than a score of each option.

Table 4 Option Comparison

Option 1 Option 2 Option 3 Option 4
InLA1 Alongside Alongside LA2 bunker
basement LA1 LAx1 first
basement floor
Clinical workflow 1 1 1 4
Cost effectiveness 1 1 1 1
Level of disruption 3 1 1 4
Future opportunities 3 2 1 4

Option 3 consistently ranks as the best fit for workflow, minimal disruption to service and
risk to target as well as providing a direction for the future.

Clinical effectiveness and service delivery are paramount for the service alongside the wider
organisational goals of value for money and the presentation of robust options that offer
minimal disruption to service, minimal risk to existing targets and support to future needs.

Option 3, to site a permanent fourth Linac on the Palmerston North campus alongside the
LA1 bunker, is endorsed by clinical staff as best meeting the priorities for the service.

10. FINANCIAL CONSIDERATIONS

The purchase of the new linear accelerator and building works will have the following
financial impact:

e Capital cost of approximately $6m.
o Increase in operating costs of approximately $1.2m pa.

Further detailed exploration and consideration of each option has been assessed as costing
an additional $50,000 per option. Given the weight of the analysis to date and the additional

costs to further evaluate options, it is considered reasonable to progress the preferred option
only from this point.

A full financial analysis is attached in part two of this paper.

11. PROCUREMENT STRATEGY

Linear Accelerator

The selection of a new linear accelerator (Linac) will require careful consideration of
connectivity and compatibility with current equipment, systems and knowledge, meet the

17
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provision of enhanced capability as well as offer value for money. Opportunities for
procurement are as follows:

e Major relational purchase
e Open Tender
e Closed Tender

Major relational purchase

The major relational purchasing option can be considered where there is no effective or
meaningful market to provide the goods or services required. Another reason could be the
strategic importance of the goods, or the relationship with the provider is such that the
objectives of the purchase may not be achieved through approaching the market.

The above can be deemed as a partnering and project alliance which will provide a mutually
beneficial commercial relationship between the DHB and a private sector company.

This approach has to ensure that due diligence has been applied so that the procurement is
beneficial to the DHB along with meeting auditing requirements. Unless significant savings
or improvements to service can be evidenced, then an open approach should always be
considered.

Closed Tender

The open tender method is the preferred option of the Office of the Auditor General as it
promotes transparency and value for money. However, from carrying out some market
research, we have identified that there are only three suitable providers of this equipment
and therefore a closed tender is preferred.

Given our knowledge of the market, this approach will ensure that the DHB should achieve
the best value for money option. By going to a closed RFP, we will be actively asking the
provider to propose equipment and innovation in order to save costs and improve clinical
outcomes and output.

Careful planning will be required to tender for this equipment which includes:

1. All clinical requirements and equipment specifications would need to be identified
and incorporated into the appropriate RFP document.

2. Realistic timeframes set against the process along with successful pricing and
contractual negotiations.

Open Tender
Given there are only three providers of this equipment this option is not recommended.

Construction Works

The approach will be to go to selected tender, in a similar fashion as for recent major building
works, e.g. Clinical Records Building. This is likely to involve five to six experienced
construction companies.

18



12, RECOMMENDATION
It is recommended that:

Radiation Oncology progresses to a project for the purchase of fourth permanent
Linac sited on the first floor adjacent to LA1, with a full business case to be presented
for consideration in March 2011

19
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APPENDIX ONE

Office of Hon Tony Ryall

rintster of Health
Mirdster of State Services

19 JuL 200

Mr Phil SBunderland

Chair

MidCentral District Health Board
PO Box 2056

Palmersion North Cendral
PALMERSTON NORTH 4440

Faf. r, 1000884

Dear Phil

Thank you for the response 1o my request for assurance that you are focused on
achieving the ‘shorter wait imes for cancer troatment’ health targst.  This letler also
responds to the correspondence | received from Murray Georgel, John Young, Julle
Fatterson, Bob Francis and Sir John Anderson.

1 racognise the fact that you have been proactive In the replacement and upgrade of
linear sccelerstors, The actions Identified by MidCentral DHB and reflected by
Hawka's Bay DHB, including implementation of oplimising the patlent journey
principles and reviswing stafling structures, are appropriate. However, | encourage
you to begin these actions sconer than the anticipated dates noted in the lelters,

1 support the regional approach identified by MidCentral DHB as part of 8 project fo
consider Increasing regional linear accelerator capacity.  You will be aware of the
modelling report the Ministry of Health circulated, on my behalf, on'4 June 2010, The
report highlights MidCentral DHB's refiance on the capacity provided by the aged
linsar accelerator that the service currently uses for four hours per day. The repord
recommends MidCentral DHB replace this aged linear accelerator to ensure
consistent achisvement against the four week target. | urgs you lo conslder doing

this as soon as possible,

Further, | encourage you to monifor radiation reatment walt times on 8 weekly basis
50 that mitigating actions, ¥ required, can be put In place immadiately. This all awa

your service fo be further proactive rather than reactive,
oot HUMBER ‘“\\0 AN T
Yours sincaraly N:fg,wmgpﬂ m% @5\3 Q%K

T A mw i T (&m

. - | Roled Hhos ks ol A5 Qf«O

Hon Tony Ryall

Minister of Health ﬁM j\s\’ W
W A e 84

ﬁ&-wm - 7

Private Bag 18041, Padiament Buiidings, Wellington 8160, New Zealand, Telephone 64 4 877 6804 Facsirnile 64 4 B17 8504
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APPENDIX ONE cont...

National Health Board

21 July 2010

David Meates

Chief Executive
CanterburyWast Coast DHBs
PO Box 16800
CHRISTCHURCH 8140

Dear David/Murray
Re: Oncology Modelling

f2] ool AT i &3
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Murray Goeorgel

Chinf Executive

MidCantral District Mealth Board
PO Box 2056

PALMERSTON NORTH 4440

| understand that as part of Increasing and maintaining your Oncology LINAC
capacity to the new four weeks walting time for radiation therapy, there is a need far

capital expenditure for

a} MidCentral DHE o replace an old LINAC; and

b} Canterbury DHB requiring an addifional LINAG

Can you let me know when we can expect these business cases.

Yours sincersly

Chal Chuah
National Director

MAARNELL pamroey

o

SER Y- MO0

L UES-0%

R I e I

A Business Unit of the Minisiry of Health
1-3 The Terrace, PO Box 5013, Wellington 6143, New Zesland, Phone (4] 496 2008 Fax (04] 496 2340

osecRs | Ceo
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TO Hospital Advisory Committee
ipCentraL INSTRICT HEALTH BOARD

e Pae Hauera o Ruahine o Farorua

FROM Chief Executive Officer

DATE 30 August 2010

MEMORANDUM

SUBJECT Board’s Work Programme, 2010/11

1. Purpose

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

2, Summary

Reporting is occurring in accordance with the timeline, with one exception - Child & Adolescent
Oral Health Service update. Significant work has been done in reviewing the service
configuration, however the financial modelling around potential changes, including timing, is
not sufficiently robust. Completion of this work is a priority and I assure you a comprehensive
proposal, fully costed, will be submitted next month.

Next month the Sexual Health Service Reconfiguration project will be reported to the
Committee.
3. Recommendation

It is recommended:

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

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