


Table 2. Production Plan

Week
commencing

No. Waiting

Decisions to
treat

Treatment
starts

Variance

* LA4 -DL2 upgrade **Queens Birthday

Linac Capacity*

Table 3. Percentage Linac Utilisation
LA1 LA2 LA3 LA4

4.05.09 — 19.06.09 127% 47% 83% 105%

* 100% capacity = 7,500 per machine per linac per year

Table 3 above looks at linac capacity for seven weeks beginning 4 May 2009. The service
operated at the equivalent of 3.62 linacs.

During this period LA4 had a three day DL2 (software) upgrade and LA3 experienced
intermittent 1-3 day breakdowns. Patients on LA3 have been able to be transferred to LA1 for
treatment. LA2 continues to operate.

The reliability of LA3 into the coming months is an emerging issue for the service. LA3 has had
252 hours (31.5 days) of downtime since January 2009.

Managing the Increasing Demand

Consecutive high demand (greater than 2-3 weeks) is a significant issue as there is insufficient
surge capacity in either staffing or equipment to provide recovery within the six week
timeframe.

The current cluster of high demand has pushed wait times beyond Ministry of Health guidelines.

‘Wait times are:

i Category B 4-5 weeks.
ii. Category C patient up to 10 weeks.

Strategies in place to manage this include;

i. Increased capacity through the use of planned overtime. The use of overtime to gain

ii. Active recruitment to pending Radiation Therapist vacancies (3 FTE) in August.

Page 5




iii. Treatment choices for patients residing close to neighbouring cancer centres.

2.3.2 LA4 Update

The DL2 upgrade of the software was undertaken on 6—8 May and has addressed the major
issues.

Presently L.A4 is treating 31-36 patients per day. Table 3 below indicates LA4 utilisation.

Table 4. % Utilisation of LA4
Week B e B
commencing:
LA4 Linac
Capacity
*DLz2 software upgrade

**Queens Birthday

{100% utilisation = 145 treatments per linac per 40 hour week or 3o patient treatments per week as per Business Case
figure of 7,500 treatiments per linac per vear).

SECTION 3. HUMAN RESOURCES UPDATE
3.1 RMOs

As in other years at this time, we have a shortage of RMOs. This has particularly affected the
emergency department and medicine. Senior staff in the ED will be covering night shifts until 24
August from Monday to Thursday.

3.2 Collective Employment Contracts

Table 5. Collective Employment Agreements - Negotiations underway/
commencing

Storepersons | Total FTEs 20 31 December
Initiation of bargaining has been received from the 2008
Northern Distribution Union who represent this group of
employees. A bargaining strategy has been prepared and
signed off by the CEO and sent to the MoH for comment.
We have considered the feedback received from the MoH
and have developed a revised strategy which is being
resubmitted to them prior to proceeding further with

negotiations.
Medical Total FTEs 45 30 September
Radiation Initiation of bargaining has been received from APEX who 2009

Technologists | represents this group of employees. A national bargaining
strategy is currently being prepared.
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3.3 New Management Structure

7.

Following consultation with the Senior Management Team a new structure has been confirmed.

The final decision is to replace the five current Group Manager roles with three new Director

positions. These three new positions and the services they are responsible for are set out below:

Hospital Services

e  Medical

dental unit

ED

Theatre
Ambulatory Care
ICU
Anaesthetics
Elder Health
Rehabilitation &
therapy

Unit
«  District Nursing

Operations Directort,

Surgical, inc hospital

s  Hospital Co-ordination

Operations Director,
Specialist Community
and Regional Services

Public Health
Child & Adolescent
Oral Health
Women’'s Health
Child Health
Mental Health
Clinical Support
RCTS

BSCC

Rural

Director, Patient
Safety & Clinical
Effectiveness

e Quality

«  Support to the
Clinical Board

o Infection Control

s Chaplains

« MCH’s Co-
ordination of
Emergency
Management

NB: Other current director roles on the senior management team do not change

The appointment process to these positions is underway. The process is open to those members

of the senior management team directly affected by this change.

As soon as possible following the appointment process there will be a MidCentral Health
organisational restructure to ensure that these roles have the management and clinical
leadership positions reporting to them with appropriate authority and accountability to
maintain the effective functioning of services within MidCentral Health. Consultation will take
place throughout the organisation as appropriate.

There will also be:

« A Senior Leadership Development Programme to support the new model;

« Implementation of an organisational development programme across MidCentral Health;

» An overall review of the clinical governance structure and Clinical Board led by the Chair of

the Clinical Board.

All change processes will take into account our employment agreement provisions in terms of

consultation and management of change.

Page 7



7. %

SECTION 4. OTHER ITEMS
4.1 Nursing Excellence Awards 2009

The annual nursing prize giving was held on 11 June. Awards covered leadership, clinical
excellence, Innovation, Primary Care, and Research.

Palmerston North Hospital Ward 26 associate Charge Nurse Gemma Avery won the Tracey
McFarlane Clinical Excellence Award.

The award citation highlights Gemmas’s work in palliative care with patients and their families:
“Gemma has a strong focus on the patient journey and is an excellent advocate for patients and
families with palliative care needs. Gemma educates new nurses to the ward about the Liverpool
Care Pathway (LCP). Gemma’s commitment to the LCP resource role has made a valuable
contribution to the implementation and sustainability of the LCP in Ward 26.”

The awards ceremony celebrated the contribution of all nurses and health care
assistants to health of the district. Criteria to receive an award required a
measurable difference to have been in quality of care and/or workforce performance.

4.2 PACS GO LIVE — 22 June 2009

The Radiology Information System and Picture Archiving System went completely “go live” at ¢
am on 22 June 2009. The Executive Management Team viewed this implementation on the
24t The EMT saw the system in process from booking patients for procedures, to radiologist
reporting and in use in theatre. The Steering Group received our warm congratulations for the
successful completion of the project on time and under budget. As an initial indicator reading
times have reduced to the lowest average time very quickly — from 5.6 days in March to 2.3 days
in May for a routine report. In May 2008 this type of reporting took 12.3 days.

4.3 Staff Study Award
A Staff Medical Radiation Technologist (MRT), has been awarded a 2009 Maori Hauora

scholarship, valued at $2,000 for post graduate study. The scholarship is awarded through the
sector capability and innovations directorate of the Ministry of Health.

4.4 Staff Wellness

We have had six groups of approximately 16 staff meeting weekly under the umbrella of Weight
Watchers workplace based programme. The staff involved in the programme have lost almost
1000kgs which is a considerable achievement.

4.5 Linac Service Development Programme

The teams are working on a paper outlining work to be completed and a timeline for
developments in radiation oncology. As both Dr Simon Allan and Dr Nik Nedev are away this
month, this report will now be provided in September.

4.6 Regional Clinical Service Plan

A copy of the Central Regional DHB CEOs and Boards June update is attached (Appendix 5).
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7.9
4.7 Child & Adolescent Oral Health Project

The Ministry of health’s response to questions asked by the Hospital Advisory Committee is
attached as Appendix 7. This response confirms that operational funding will be built into the
population based funding formula on expiry of the Crown funding agreement.

In addition the Ministry of Health are unable to give reassurance regarding Future Funding
Track. The Ministry of Health has however confirmed that if they do receive FFT for the
business case then this will be passed directly to DHBs.

RECOMMENDATION

It is recommended

that this paper be received.
Lareen Cooper

General Manager
MidCentral Health

APPENDICES TO OPERATIONS REPORT

Scorecard results, trends

Variance analyses — financial performance

Financial performance statements

Letter from Ministry of Health dated 15 June 2009 re revised elective services funding
policy for 2009/100

Regional Clinical Service Plan — June update

Responses to Hospital Advisory Committee Enquiries

Letter from Ministry of Health dated 22 June re oral health funding

b

N o
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MidCentral Health Scorecard

Customer Patient

Appendix 1
Report Period: 1 to 31 May 2008

% complaints resolved within 15 working days 49 73, 51.77% > 75,00%

% of inpatiants who develop >= one pressure ulcer f1.16% 0.32% < 1.00%

during their admiszion

% patients discharged without incident 98 50% 93.19% > 97.50%

% patients waiting greater than & months for FSA 7O1% hlfA, < 6.00%

% Patients who were acute readmissions within 7 day 35E% 4.21% <5,00%

of previous discharge

% Unplanned returns to theatre within the same B5.79% 0.49% < 1.00%

admission

Bacteraemia rate per 1,000 inpatients MAA 239 <2450

Patients Overall Satisfaction £ oB.78% > 85.00%

Triage 1 Wait Times 0% 10000 % = 1D0.00%

Triage 2 Wait Times 89.51% 35.53% > B0.00%

Triage 3 Wait Times FEAEE 63.04% = 76.00%

Financial

Budget wariance ($000) - Expenses ~5§?‘ 45 845 . $0 .

Budget variance ($000) - FTEs 158 -227 0 H
Badget variance ($000) - Operating Swiplus / Joss} -§2 058,168 53,294 357 30 0
Budget variance ($000) - Revenue -51,035 087 -5248 513 30 $0
Clinical Supply Costs / HSRevenue 13.01% 11.84% 12.29% 12.28%
Costs per bed day 492 478 $438 $438
Health Serace Revenue / FTE 10,733 it 4am $123 739 5135319
Personnel Costs as & Proportion of Total Expenditure 53.13% 8. 16% 5617 %
Personnel Costs /7 FTE NIAS Y $EB5 766 WA,

Internal Process and Operations

% Bed day usage

= 85.00%

2 55%,

% eligible elective daycase surgery Franm > 50.00%
% of patients who did not attend booked outpatient 8.44% = 7.00%
clinic appeintment

% Patients admitted on the same day as surgery 90.40% 2331% = 00.00%
% patients given certainty of treatrment waiting greatar 12.29% MAA, < 14.00%
than & months

Awerage length of stay (day case inclusive) & 55 387 < 420
Auerage length of stay {inpatient only) 6.22 583 < 5.5[31
Beddays per caseweight 407 404 < 380

Day case surgery as a propartion of total elective
surgery

50.18%

57.70%

= BE 00%

Length of stay in ED at 80th percentile, for those 4:05:00 8:29:10 < 8:00:00}
patients who are subsequently adrifted (hrs mins)

Qrcurrence rate of selacted incidents per thousand bed 542 5.2 < 400
days

Ferformance to confract ratin 0.95 RS >1.00

Opgandsational Healds and Learming

% sick leave rate 281% < 3.20%
% staff stability rate 99.73% 99.705% = 99,00%
% staff turnover rate (voluntary) ave per month 0.44% 0.69% < 1.00%
% staff with leave entitlernent in excass of twe yrs BEI% MAA « 9.50%
Warkplace injusies per million hours worked, YTD 0 B.95 < 15.00
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Appendix 2

SCORECARD RESULTS and TRENDS te May 2009

»  Customer / Patient Perspective
Overall Patient Satisfaction Rate B Occurrence Rate of Selected Incidents
Overall Patient Satisfaction Rate, to May 2009 Occurrence rate of selected incidents per 1060
100.0% bed days, to May 2009
12.00
@ 10.00 4 -
Z‘_: 900% b _'g 800 TP
E 85.0% S 6.00
2
80-0“/0 o e o ‘__B: 400
g 2.00-
75.0% e =
= [»X e [+3 [ =} = b c
25838888283 O e s = = & £ @ & B = E
S 283828 S¢2 2 < §& 3
Month < @
~——— 2007/2008 — = - 2008/2009 TREND Month
ey 2008/2009 TARGET ———2007/2008 — — ~2008/2009 TREND
s 2008/2009 TARGET
Bacteraemia Rate per 1,000 Inpatients
May | Jun Jul | Aug| Sep| Octj Nov| Dec| Jan | Feb | Mar | Apr| May
08 08 68 03 08 03 08 08 09 09 09 08 09
MCH Rate 39| 21 19| 24| 18] 23| 14% 39 27| 0.0 38| 41
Target 241 2.1 25| 25| 25| 25| 257 25| 25| 25| 25| 25| 25
YTD 33| 32| 28| 28| 28| 27| 26 25| 25| 25| 25| 25
Number of May | Jun Jui | Aug| Sep| Oct| Nov| Dec| Jan| Feb| Mar | Apr| May
Patients 08 08 08 08 08 08 08 08 09 09 09 09 09
MCH Total 7 4 4 5 4 5 3 8 5 0 8 8
May | Jun | Jul { Aug | Sep | Oct | Nov | Dec | Jan | Feb | Mar |, Apr | May
Number of Events o8| 08| o8| o8| 03| o8| o8| o8| 09| o0o| o0o| 09| 09
MCH Total 7 4 4 5 4 5 3 8 5 0 8 8
Oncology/Haematology 2 1 0 1 0 2 2 3 1 0 2 2
Surgical 2 0 3 1 2 3 0 4 1 0 1 2
Other 3 3 1 2 0 1 1 3 0 5 4
Emergency Medicine Wait Times and Volumes _
Comparison of ED Volumes, from July 2005 Percentage of Triage Category Patients
{Projected to end of 48/68) Attended by a Doctor or Nurse Within
gggg 1 Expected Times, Rolling 12 months, from May
, 2
L3200 100.0% - - - - 0o
"5.53000 e et E‘ 60.0%
[~} “2 |
8 Eou0- ga 0% fofllg
3 32238 o s 70.0%
& 2500 | & soon Fi R ¥
2400 F o 50.0% B g
9900 o R . ‘ ® a00% EIHIE
5 D oo B E o E o4O & ko O o, B AT BRI MH, .
23582388 ¢3 2§ 3 30.0% FESE ol
T 3 =
Month = 7 o
2005/06 2006/07 & Triage 2 (Omins) Triage 3 {30 mins)
2007/08 e 2008/09 O Triage 4 (60mins) 2 Triage 6 {20mins)
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”’} R
Number of ED Patient Presentations Admitied Percentage of ED Patient Presentaticns
150 per.month, fromJuly2005 . _ _ _ _ _ . . a0 - Admitted, from July 2005
%, — g o — e [ - — 5 35
ao0 |- _{% 30 . é ; 5 5
b 850" E 25 i i B g
ZEE g
= TEﬂ E 15 ; " % Z: I
2 700 - 8 1 H ¢
B50 1+ — o o e - _— 56 0 F ; :
6|l - — — — — — — R — o 5. i g B E :
e oo TTITIo TRl il
500— m‘cz.‘ >!u :.ﬁ\-----. I>.,Ir_~ g’ 8 §
= - i _
3353858838 82¢835 < : s
Month Month
wnemreme 2005/06  ——— 2006/07 2007/08 i 2008/09 [\ 2005/06 @ 2006/07 2007/08 0O 2008/08
Number of Emergency Dept Aftendances by District Over the Last 12
Months
% 1600
E - Palmerston Morth
'g —— Horowhenua
é’ —#— Manawatu
E &~ Non MidCentral
-] e T @FEIUA
_’g -~ Kapiti Coast
E
3
z g
= = o [ = = [+ = Ev} Fo] s >
2 5 2 & 8 2 & 8§ ¢& 2 g 8
Month/Year
Emergency Department Activity Overview
Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun YTD
Target ED
Altendances 1195 1235 1192 1145 1150 1226 1207 1054 1244 1155 1224 13,068
EDOA Assessment 276 285 275 264 265 283 279 253 287 267 282
Admissions to ED
{Funded as CWE) 480 480 480 480 480 480 480 480 480 480 480
Target ED
Discharged 1951 2000 1947 1889 895 1989 1965 1827 2011 902 1985 21,360
ED Admissions lo
IP (Funded as
CWD) 797 817 795 712 774 R12 803 746 821 177 811
Target ED
Presentations -
MCH Discharge 2748 2817 2742 2660 2669 2801 2768 2573 2832 2679 279%6 30,085
Inpatient Admission
Rate 29.0% 29.0% 29.0% 29.0% 29.0% 29.0% 29.0% 29.0% 29.0% 29.0% 25.0%
Actual ED
Adtendances 1831 1938 1720 1801 1835 1838 1888 1675 1859 1590 1666 19,641
EDOA Assessment
Admissions (o ED
{Funded as CWD) 391 326 384 286 284 440 308 387 568 530 449
ED Discharged 2222 2264 2104 2087 2119 2278 2196 2062 2427 2120 2115 23,994
ED Adimissions to
1P (Fundex as
CWD) 90 994 025 565 889 887 860 785 879 790 881
—Aetual-ED
Presentations -
MCH Discharge 3122 3258 3029 2952 3008 3165 3056 2847 3366 2910 2996 33,649
Actual Inpatient
Admission Rate 28.9% | 305% |305% [293% |296% | 28.0% |[281% | 27.6% {266% |27.1% | 294%
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Elective Services

3

Number of Patients Waiting Greater than 6 Number of Patients Waiting Greater than 6
500 - Months for Surgical (inc Gynae} FSA 250 Months for Medical FSA
% 500 + _% 200 A
Pl S
S 5]
o 5 100 4
£, E 50
3 100 - 2
o 0 LT T T
o 0 aQ [« B ¢] «© @ @ O (2]
2332338833838 3 $338883%883883
¥ 53 9 5 35 3 8 8 8 8 & §F g 33 3 288 22889 3 85
€ 3 % 2 oz 85 £ =z < £ = 7 < o o - oW =
End of Month End of Month
Percentage of Patients Offered Treatment (Given Certainty) Waiting Greater than 6
months *
-May-08 | Jun-08 -} - Jul-08. IAug-'08 -:3ep-08 | Oct-08 | 'Nov-08 | Dec-08 " Jan-09 | Feb-09 | :Mar-09 | Apr-09 | May-09 |
18.82% | 17.83% | 19.78% | 19.70% | 19.19% | 20.09% | 21.02% | 19.47% | 19.09% | 19.27% | 18.56% | 17.29% | 17.47%
% of Patients Offered (Given Certainty) Treatment Number of Patients Given Certainty of Treatment
Waiting Greater Than 6 months Waiting Greater Than 6 months
25.0% £ 3001
2 E 250
r 20.0%
T 15.0% g 1504 -~ -
T 10.0% - g
= 2 504 -
5.0% - - - e e
O 288888288223
53 9835285858585
Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun S 7 x o O Z a9 W E € =
2006/07  woefyeeme 2007/08  weeetly = 2008/09 End of Month

* Ngte: This indicator is different from “ESPI 5” in that it measures the entire waiting list numbers of people who have been given
certainty of treatment status, and who have been waiting greater than 6 months, regardless of whether they are booked or unbooked,

staged or unstaged, at the time of reporting.

Day Case Surgery
Number of Elective Day Cases from July 2006
400
350
300 - 7 -
250 + &
200
150 -
100
3258388885855
-—4— Elective Day Cases 2006-07 —&— Elective Day Cases 200708
— [ eesbeeEleclive Day Cases 200800

Percentage

Proportion of Elective Surgery Undertaken as Day

C Iy 2006
0% ases, from July 200

0%
60%
50%
40%
30%
20% -
%
0% -

Jul Aug Sep Oct MNov Dec Jan Feb Mar Apr May Jun

Month

O 2006-07

£ 2007-08 ®2008-09 |
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AY

Percentage

Percentage of Eligible Elective Surgery Undertaken
as a Daycase, over the last 13 months

100%

80%

70%

60%

50% ; T ‘ T T T - 1 : T ‘
393838838888¢
< §352382838¢ 2 2

——Total Target >80.0%

Note: one month’s time lag for this indicator

Acute : Elective Volumes

Proportion of Total Acute : Elective Volumes Per Proportion of Tofal Acute : Elective Volumes Per
Month - MCH (All Services) Month - Surgical Services (incl Gynaecology)
2400 00
2200 -
2000 | 10
1800
5 B0 - B0
o Wo 3
E 20, E 600
S
=z 0 F-
800 400
600
400 200
200 i
8} 1] ——
2388833888288 3 2338388332283
§ S 9883388385 3585% FS5S3 9283852581535
= 2 " 2w 020w =<3 23530 z835E£ =<3
M Acute Elective H Acufe B Elective
Proportion of Total Acute; Elective Volumes Per Proportion of Tota! Acute : Elective Volumes
Month - Internal Medicine Per Month - RCTS
700 0
om_...
140_.
5 s 0
'g 4 1
5 £
2 2z =
m.
a0
: 20
: 0- &
8338883838223 2888838333383 3
£53%83238582253 1i31%: 2882852
s 5 < o 2 0O o = 5“%400020_3&2{5
B Acute Elective 8 Acule @ Elective
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» Internal Process / Operations

Performance Against Provider Arm Volume Schedule ($ value YID)

Percentage YTD Variance to Plan, from July
2007 (Price Volume Schedule - $ Value)

6,

5

— &

g 3.

§2..

g 1

s 0

=

-2

3 -
33 % 3385335555
2 o O Z2 o 5 w = = D

Month YTD

@ Total MCH (%) 2007/08 & Total MCH (%) 2008/09

Throughput Volumes (“-“ = under-delivery of volumes)

Case Weighted Discharges (CWDs)

15

....... e ~ Month —“May SRR EI w2 Year to Date, May 2009
Medical Specialties Actual Budget Var | %Var Actual | Budget |  Var | % Var
07/0% 08/9 07/08 08/9 08/09
Internal Medicine 639 796 587 689 107 15.5% 8377 7097 1280 18.0%
Paediatric 78 89 66 75 14 18.7% 944 852 92 10.8%
Neonatal 63 84 61 70 14 20.0% 842 792 50 6.3%
Oncology 85 69 82 78 9| -11.5% 879 846 33 3.9%
Haematology 96 108 44 59 49 83.1% 536 637 -101 -15.9%
Tatal 961 1146 840 971 175 18.0% 11578 10224 1354 13.2%
Month - May. @™ @ % Year to Date, May 2009 07050
Surgical Specialties Actual Budget Var | Y%Var Actual | Budget I Var | % Var
0708 | o089 | o708 | 089 08/09
ENT 56 66 36 47 19 40.4% 611 538 73 13.6%
General Surgery 452 346 427 435 -89 | -20.5% 4403 4548 -145 -3.2%
Gynaecology 74 87 59 59 23 47.5% 879 601 278 46.3%
Ophthalmology 51 4] 21 38 3 7.9% 520 349 180 51.6%
Orthopaedics 300 344 316 33} 13 3.9% 3393 3104 289 9.3%
Oral Maxillofacial 13 14 23 27 -13 [ -48.1% 184 248 -64 =25 8%
Urology 64 106 69 04 12 12.8% 847 398 -51 -5.7%
Total 1015 | 1004 951 1031 -27 -2.6% 10846 10286 560 5.4%
Non CWD Purchase Units
Attendances o Month — M.ay Year to Date, May 2000
Actual Budget Variance % Var Actual Budget Var %o Var
Emergency Department 1666 1224 442 36.2% 19577 13068 6509 49.8%
Oncology 837 871 -34 -3.9% 8452 9531 -H079 | -11.3%
Radiotherapy 3367 2679 688 25.7% 32350 20874 2476 8.3%
Haematology 346 310 36 11.6% 3894 3194 700 21.9%
Medical (IM) outpatient ¥ 2093 2458 -365 -14.9% 24126 244490 -364 -1.5%
Surgical outpatient * 3725 4260 -535 -12.5% 41102 42262 1160 -2.7%
Gynaecology outpatient 392 327 65 20.0% 3600 2971 629 21.2%
Paediatric outpatient 413 413 0 0.0% 4224 4180 44 1.1%
Dental outpatient 325 170 155 91.1% 2796 1963 833 42.5%
ATR outpatient (elderly) 346 49] -i45 -29.5% 4060 3968 98 2.5%
ATR outpatient (physical) 210 167 43 25.8% 2193 1826 367 20.1%
(* excludes Nurse-led clinics}
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. it Month — May Do wui70 Year to Date, May 2009

Contacts / Visits

Actual Budget | Variance % Var Actual Budget Var % Yar
Sexual health 343 327 6 4.8% 3352 3450 -98 -2.8%
Community services 4862 4736 126 2.7% 49099 48328 771 1.6%
ATR (physical) 54 135 -81 -59.9% 420 1511 -1091 -72.2%
Dietetics service 120 85 35 41.0% 1617 989 628 63.5%
Qcc therapy service 271 212 59 27.8% 1927 1468 459 31.2%
Physiotherapy service 893 954 -61 -6.4% 8778 10465 -1687 | -16.1%
Social work service 189 297 -108 -364% 2048 2884 -836 | -29.0%
Speech therapy service 69 45 24 52.3% 417 410 7 1.6%
Paediatric community 289 194 95 49.0% 3093 1945 1148 59.0%
ATR (elderly) domiciliary 230 432 -202 -46.7% 3217 4697 -1480 | -31.5%
Assessments oL Month - Mayl _ Year to Date, May 2009

Actual Budget Variance % Var Actual Budget Var % Var
Medical Assmt Unit 2 29 -27 93.0% 78 384 =306 | -79.7%
Paediatric Assmt Unit 76 80 -4 -4.6% 723 819 -96 -11.7%
EDOA 0 282 -282 -100.0% 0 3017 3017 -100%
Accredited Equipment 300 267 33 12.5% 4636 2725 1911 70.1%
Needs assmt - elderly 20 34 -14 41.8% 314 340 -26 -7.6%
Bed days L © Month— M'ay' Dhmam e . Yearto Date, May 2009 1 ©

Actual Budget Yariance % Var Actual Budget Var Y% Var
ATR (geriatric) 910 833 77 9.3% 11248 8976 27| 253%
ATR (psychogeriatric) 413 416 -3 0.6% 4510 4324 186 4.3%
Specialist Rehabilitation 222 213 9 4.4% 2301 2117 184 8.7%
Rural inpatient 9 52 -43 -82.8% 301 564 2263 1 -46.7%

CWDs — Medical Specialties
Haematology

Non CWD Purchase Units
Attendances
ATR Qutpatient

Contacts/Visits
ATR Physical

Occupational Therapy

Social Work

Speech and Language Therapy
ATR (elderly)

Bed Days
Rural Inpatient

Due to the relatively high number of acute leukaemia patients
presenting over recent months. In addition, a number of
admissions and many day cases are for lymphoma patients, a
disease Clinical Haematology is starting to share temporarily
with Medical Oncology until a Medical Oncologist is recruited

Elderly Continuing demand and improved medical staffing
cover

Ongoing vacancies particularly nursing

Altered counting

Changed counting and high staff turnover
Improved staffing

Domiciliary Focus on inpatient setting

Increased ATR demand
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Average Length of Stay (ALOS)

T7

Average Length Of Stay (daycase inclusive)
2006/2007 - 2008/2009
4.60
®
> 4.20 4
a 4.00 -
w 3.80
3 3.60 - — -
< 340 |-
3.20 -
3.00 T T : : : 1 T — ey
T D oo ¥ 2 oo £ a8 &k & » C
22886283 ¢:2<E 3
—— 2006/2007 e 2008/2009 TREND
——.2007/2008 mamnfianna 2008/ 2009
—TARGET

Comparison in ALOS - Acute and Electives
2006/07 - 2008/09

35
259
204 -
15 | #
104
0.5
040 \ 7 \ ey ! i 1 \ T \

ALOS (Days)

-—&— 200607 Acutes
—3e— 200708 Acutes
—6— 200808 Acutes

i 2006007 Electives
—¢— 200708 Electives
—&— 2008009 Eleclives

Note: Acutes exclude Boarders, Geriatric/Psychogeriatric
Residential and Mental Health Sub-acute admissions, but includes
Rural beds (general medical).

Qutpatient Clinic (Clinician only) Attendances — DNAs

Percentage of Booked Outpatient
Appointments Not Aitended (DNAs) 2007/2008 -
. 2008/2009

Percent DNA

Proportion of First and Repeat Outpatient

Appointment Non-Attendances -

1000 - _ Rolling 13 months

800
600 -

Number

400

200 B B B B
0.000 4 B85, Bk, B - 4 B B B . o oz c Lok
Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun 8 £ = E £ & §
Month Month
s 2007/2008 E=====)2008/2009 TARGET & Repeat DNA
» Workforce Capacity
Staffing Numbers
MAY 2009 l.ast Month This Month Year To Date :

FTEs Actual Budget : _Actual Budget | -_Actual . _'B_udget : 'Varian:ce ‘_Vanarz;:;
Medical 257.6 233.3 265.0 | 2333 257.8 233.3 -24.5 -10.50%
Nursing 962.1 926.8 956.0 926.8 934.8 926.8 -8.0 -0.86%

Allied Health 345.8 340.6 351.2 340.6 333.0 340.6 7.6 2.23%
Support 30.1 334 L <Y 765 334 438 T445%
Admin Mgmt 289.5 287.3 291.3 287.3 200.0 287.3 27 -0.92%
TOTAL 1,885.1 1,821.5 1,893.0 1,821.5 1,844.1 1,821.5 -22.7 -1.25%
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Midwives 38.8 454 | 3.0 154 36.3 454 9.0 19.90%

Other Nursing 923.3 881.4 918.0 861.4 898.4 861.4 «17.0 -1.93%

MidCentral Heaith Staff Headcount at End of Month - last

13 months
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Staff Turnover Rate Staff Stability Rate
Staff Turnover Rate - Annual Comparison, to Staff Stability Rate - Annual Comparison, to
May 2009 May 2009
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Number and YTD Rate of (Lost work time) Workplace Injuries

Jun 08| Jul 08| Aug 08| Sep 08| Oct 08| Nov 08| Dec 08| Jan 09| Feb 09| Mar 09 Apr09| May 09| - YTD
Number 21 2 3 1 1 4 2 3 0 2 3 0 _ 21
Rate, YTD | 752 | 838| 954 779 691| 816| 810| 869 | 764| 753 793| 703| =
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Appendix 3
1. Summaiy
1.1 Result
MidCentral Health - Provider Division
Statement of Financial Performance
Year-to-Date to: May-09
Month Year to Date Annual
Actual Budget Variance Variance Actual Budget Variance  Variance
$ooo %000 $o00 % $o00 $o00 $ooo % $o0a
Surplus/(Deficit)]  (1.657) 441 {2.008) {476%) {11,130} €2.836) (8,204) 203% (2,490}

The year to date deficit includes $4.6m overspend on personnel costs and $3.3m overspend on
outsourced services, primarily for outsourcing elective surgery.

The main drivers for the month’s overspend are outsourced costs, mainly in the areas of cancer
treatment at other centres, surgical electives, and SMO locums.

1.2

1.3

1.4

Issues

MidCentral Health is over producing in paid throughputs (surgical) and overproducing in
some areas where throughput is capped under the contract, the net value of this
overproduction to date is $9.6m. Within the surgical lines, it means that work above 102%
of contract is paid at 50% of the value

The budget included an assumption that the DHB would operate with 53 FTE vacancies.
The DHB has been successful at recruiting staff and is moving close to a full compliment of
staff. A number of SLAs have also provided for additional staff — approximately 20 fte.

The cost of locum cover. Year to date outsourced medical costs shows an adverse variance
to budget of $626k - $1.007m SMO (adverse) and $381k RMO (favourable). In addition, a
proportion of the personnel costs are driven by increased payments to RMOs to provide
cover.

Key Risks

Elective throughput ~ that Surgical Services will not achieve the increased elective
throughput targets, even with the increased use of outsourced facilities.

High staff levels relative to budget combined with overproducing in activities where
throughput is capped under the Price Volume Schedule.

Key Future Issues

MCH cannot afford to outsource services or use locums.

Additional revenue from the Government will be hard to secure under the current
economic climate.

Any continuation of a deficit in MidCentral Health will create serious issues for asset

replenishment and cash tlow.
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2. Line Reporting
2.1 Summary by Line
Surplus/Deficit by Line — Year to Date.
By Line - Ranked by YTD Cost Variance Revenue  Expenditure Surplus/{Deficit)
Paid
Line Actual Budget Var
L13 Internal Medicine 38,892,207 40,312,352 (1,420.145) 346,626 (1,766,771}
L20 Mental Health 23,934,453 24,730,298 795.846) (235,623) (560,223}
Lio Child Health 10,427,871 9,934,744 493,128 732,570 (239,442}
L11 Women's Health 14,393,625 15,536,728 {1,143,104) {g962.001) {181,304}
L31 Rural Health 2,247,088 1,550,651 696,437 711,888 {15,451}
Lo3 Regional Cancer Treatment Serv 30,059,525 28,923,121 1,136,404 900,819 235,585
L21 Dental Health 2,670,200 2,683,154 {12,053) {270,840) 257,387
Lo4 Surgical Specialties 53,531,014 53,826,265 {205,251} (6949.859) 404,608
Lgo Elderly Health 13,074,647 13,167,878 {93,231} {647.764) 554,533
L35 Rehab & Therapy 13,160,186 13,905,865 (745.679)  (1,334.810} 599,131
Loz2 ICU / Anaesthetics 313,504 75,775 237,728 {440,762} 678,490
L12 Clinical Support 7,024,988 6,762,881 262,107 (485,700} 747,899
Lz22 Public Health 6,727,583 5,964,953} 762,630 (54.354) 816,984
Lo1 Emergency 14,388,676 11,190,018 3,198,658 (493,291} 3,601,949
250,845,565 228,564,683 2,280,882 (2,942,693) 5,223,575
Support Lines
L55 Hospital & Associated Services 3,664,420 7,951,507 {4.287.087) 598,682 {4,885.760)
L50 Intellectual Disability 270,605 257,404 13,261 78,716 {65,425}
L40 Commercial Support 4,675,469 4,347,599 327,870 {395,007 723,477
L45 Human Resources 74,873 {50.216) 127,090 (174.747) 301,837
8,610,584 12,556,510 (3.818,836) 107,044 (3,925,880}
{Total - AH Lines | 239,456,149  =z41,121,193] (1,537,954} {2.835,649) 1,297,695
SLA adjustment (Funded underproduction) (9,591,585} (9.591.585) {9,591,583)
[Total - All Lines after SLA adj 229,864,564 241,121,193 {11,129,539) (2,8135.649) {8,292.890)]
NB: Unfunded production is now valued at $9,591,585.
MidCentral Health is working on a turnaround strategy to return to break even in 09/10.
2.2 Year to Date Result
MidCentral Health - Provider Division
Statement of Financial Performance
Year-to-[ May-og
MTD Actual MTD  Variance  Variance YTD Actual YTD Budget Varianece Variance Annual
Budget Budget
$000 $000 4000 % $o00 $000 $000 % $000
Revenuoe
Govt. & Crown Agency Sonrced 20,318 21,468 (Li5a) (5%) 223,060 225,384 (1424} {1%) 246,476
Patient/Consumer Sourced 83 28 52% 670 606 64 % 661
Other Income 4905 87 21% 5,310 4,308 912 21% 4,807
Total Revenue 20,897 21,932 {1.035) {5%) 229,030 230,388 {339} o) 251,944
Expenditure
Personnel 12,190 11,854 (237} f3%) 131,709 127,112 {d4,597) 1.4%) 138,648
Qutsourced Services 2,170 1,619 {532} {314%) 231,134 17,804 13.3311 {10%) 19,422
Clinical Supplies 3493 3.350 (1431 {1%a) 36,263 36,916 653 2% 40,306
Infrastracture & Non-Clinical 3,964 3,933 {31} {1%) 43,869 43,298 sl (1%} 47,2209
Total Expenditure 25,818 20,755 {1,003} 5%} 232,076 225131 (+.846) (Y5} 245,606
Operating Surplus/(Deficit) {paz) 1,177 {(2,008) (178%) (3.037} 5,257 {(8,204) (158%) 6,338
Corporate Services 736 1] 0% 8,003 8,003 0 0% 8.82¢9
Surplus/(Deficit) {£,657) {2,00%) {370%) (3_& E2OF (2,8367 [EIETIY) 203% {2,400)

The key cost pressures are clearly evident in personnel, and outsourced services, as MidCentral
Health is incurring additional cost in order to meet the overall revenue budget.
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3. Graphs / Trends
3.1 Operating Surplus / (Deficit)

Operating Surptus [ {Deficit}
= pimiiative
1000 { - -
1000y 4 5
(30000 4o T
(5,000) 4 -~ -
Fomynt-
{13,000)
dul o Aug Sep Oot Wov Dec Jan Feb Mar  Apr bay Jun
I--B—Actua[ i EAUCIYEY = -~ #- - - Projected |

The graph shows that MidCentral Health has incurred high deficit levels over recent months, and is
unlikely to produce a significant turnaround in the last month of the year.

4, Scheduie of Variances ~ Year to Date

The following table sets out the budget variances for the financial year. Adverse variances are
represented by () and positive variances have no signage:

YID- |[YID- oo
; ari oyl 7
Variance | Variance (%) | . SR Explanation
- ($000) PR :
REVENUE:
Govt. &Crown | (274)| (0.13%) | e ($12.4m) - Hospital and Associated
Agency services (HAS), mainly the wash up

balancing figure, relating to
over/underproduction for each line.

¢ ($564k)- Regional cancer treatment
services (RCTS), mainly driven by CWD
underproduction, the change in Pharmacy
cancer treatment (PCT) funding (which
has a cost offset).

e 33.8m- Emergency, mainly driven by
higher revenue linked to changes in
counting methodology, the offsetting
debit entry is within HAS

» $1.4m- Women’s health, mainly driven by
inpatient gynaecology CWD over-
production. This includes production
outsourced to private providers, which is
incurred additional cost

o __$1.4m- Elder health, mainly driven by

ATR inpatient bed days overproduction
e $677k- Surgical specialties, mainly driven
by overproduction on orthopaedic |
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o $823k — Internal Medical, mainly driven
by CWD overproduction

e $936k — Clinical support, mainly driven
by higher breast screen revenue than
budgeted

e $622k- Child health, mainly driven by
inpatient CWD overproduction

e $860k — Commercial support, mainly
driven by additional revenue claiming
relating to offsetting costs incurred within
community pharmacy

e Number of smaller variances make up the

“““““““““““““ oob._..i...  balamce
Patient/consumer 64 10.60% e Nonresidents $86k ahead of budget.
sourced
Other Income 912 20.73% s Revenue to offset Trust funded
expenditure ($427k)

e Number of smaller variances make up the
balance, including additional rental
income

Total Revenue 449 | 0.19%

EXPENDITURE:

Personnel Costs

Medical Personnel (253) {0.62%) s ‘Payroll’ costs ($446k)

o ‘Non-payroll’ costs - $193k

e FTE 28.54 under budget- mainly key SMO
positions

Nursing Personnel 72 0.12% “Payroll’ costs ($538Kk)
Non Payroll costs — $610Kk, including
$11g9k gratuities/redundancy

e FTE1.11 over budget- driven by high
levels of cover for sickness during recent

Allied Health 619 3.19% o ‘Payroll’ costs $527k
Personnel » “Non-payroll’ costs $92k

e FTE7.64 under budget

e Costs are now being incurred at a level
1.3% higher than budgeted , due to meca
implementations, although vacancies are

Support Staff 145 12.73% e ‘Payroll costs $144k
‘Non-payroll’ costs $1k
e FTE4.92underbudget
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YTD -
Variance

($000)

Variance (%)

Explanation

Management/Admin

Personnel

Personnel vacancy

expectation

100

~ (100%)

0.78%

_rather than the 2.7% budgeted

‘Payroll’ costs $60k

‘Non-payroll’ costs $40k

FTE 2.41 over budget

Costs are now being incurred at a level
1.3% higher than budgeted, due to meca
implementations approximating 4%,

Expectation of achievement of vacancy
factor across all personnel lines (Targets
for year- $5.409m and 52.99 FTE, plus
further $342k and 6.50 FTE).

Total Personnel

(3.62%)

Outsourced
Services

Personnel

“Clinical Services |

(862)

 (2,468)

(22.05%)

Variances mainly costs offsetting savings
from vacancies indicated above -:

e Medical Personnel - ($626k), mainly
SMOQ’s, in Mental Health, Radiclogy
and Women’s Health

e Nursing Personnel ($217k), mainly

Internal Nursing bureau for wards in

Medical and Surgical Services |

e Qutsourced orthopaedic initiative and
other Medical/surgical work has
driven an overspend of $2.6m.

¢ QOutsourced RCTS treatment costs to
other centres is $904k unbudgeted
spend.

e by reduction on Hawkes Bay
Pharmacy costs of $1.0m, netting off
against revenue shortfall noted from
change in PCT process.

Total Outsourced

3.330)

(18.71%)

Other Expenses

Clinical Supplies

653

1.77%

Larger Variances include:

Implants and Prostheses $1.6m- due to on
site elective initiative joint procedures
being below budget. The outsourcing costs
for this work include the price of
implants.

Patient appliances $435k- due to renal
and audiology volumes being below
budget.

Depreciation, and repairs for the oncology
service being below budget $246k, likely
to be driven by the timing of the linac

installation
Depreciation for the clinical support line
is $223k below budget due to deferrals of
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T YID-

Variance

($000)

YID- o
Va_r_ian__ce (%)

~ Explanation

planned capital purchases

RCTS pharmaceuticals - $355k below
budget, for lower volumes

Net outpatient pharmacy drug costs
($894k above budget, offset by revenue
claims)

Reduced recharge on sterile supplies
($266k)

Patient transport expenses ($768Kk),
including RCTS ($346k) for patients sent
to Melbourne/Hamilton. Balance of cost
is offset by revenue claims to MoH.

Air ambulance charges ($434k)
Treatment supplies $26k- due to mix of
production, incorporating savings being
incurred in blood product utilisation
($181k YTD)

Number of smaller variances make up the
balance

Infrastructure &
Non Clinical

(571)

(1.32%)

Larger Variances include:

$773k favourable Cost of Capital charge
allocation

$517k favourable variance on building and
plant depreciation — Deferred bunker
capitalisation.

$320k variance on utilities, particularly as
savings occurring in gas costs.

$206k variance on outsourced
maintenance

$187k gain on foreign exchange contract
(Linac related)

($192K) variance on laundry

($174k) staff accommodation and meals,
mainly driven by locums

($221Kk)- variance on external rents
($226k)- variance on consultant fees
($309k) variance on interest charges,
which is an offset to the favourable cost of
capital variance

{$360k) net sundry expenses- (excluding
transfer to reserves), mainly relating to
allocated procurement project targets
{$973Kk) transfer to reserves, reventue
offset

Number of smaller variances make up the
balance

Total Other
Expenses

82

0.10%

Total Expenses

(7,846)

(3.48%)

Operating Result

(8,294)

(292.50%)
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5. Comparison between Years (Year-to-Date)

MidCerntral Health - Provider Division
Statement of Finaneial Performance - Year to Date

May-06 May-07 May-08 May-09 % Variance
$o00 Actual Actual Actual Actual’ a7/o8to off/orto  o05/06t0
08/09 07/08 o6/o7
Revenue
Crown Revenue 176,267 102,155 204,958 223,690 9.1% 0.7% 9.0%
Funding support - - 3,392 - )
Other Revenue 4,419 4,923 5,529 5,979 8.4% 12,3% 11.4%
180,686 197,077 213,879 220,600 7.4% 8.5% 9.1%
Expenditure
Personnel 104,465 114,599 121,160 131,708 B.7% 5.7% 9.7%
Outsourced Services 13,661 15,784 19,736 21,134 7.1% 25.0% 15.5%
Clinical Supplies 24,722 32,603 34,234 36,263 5.0% 4.7% 10.0%
Infrastructure & Non-Clinicai 21,144 36,849 30,782 43,614 9.6% 8.0% 18.3%
Total Expenditure 178,992 199,924 214,911 232,710 8.4% 7.5% 11.7%
Op. Surplus/(Deficit) ex ID 1,604 {2,846) {1,032) {4,050} 195.5% {(63.7%) (268.0%)
Op. Surplus/(Deficit) ID 2,583 1,961 550 13 {97.6%3 {72.0%) (243.2%)
Op. Surplus/(Deficit) Total 4,276 (885} {483) (3,027) 520.4% (45.5%)  (120.7%)
Corporate Services Total 7,965 8,204 7,610 8,003 6.3% {7.0%) 3.0%
Surplus/(Deficit) {3,688) {4,080) {8,003} (11,130) 37.5% GLo%)  140.4%
Year-end Surplus/(Deficit) ex ID (4,153} {9,133) (7,087}

MidCentral Health has incurred over $31m in deficits over the last four years. The DHB cannot
sustain deficits in its provider arm any longer. The DHB has been able to fund these deficits
without recourse to MoH deficit funding through the use of DHB surplus’s generated from the
Funder and using its own depreciation funding. There is not much capacity to continue this
process into the future.
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6. Capital Expenditure
The table below shows the current capital program for MidCentral Health.,
Capital Programme o Amt in Not yet
(‘000's) Principle Approved appzoved

as at 31 May 2009

> Prior Years

> MidCentral Health
35U Computer Sterile systems Tracking Systems 220 - 220
Upgrade of Electrics for Theatres (Dept) 110 - 110
New Cyto Suite room 300 - 200
Child development building-Relocation CDServices 200 - 200
Anesthetic Patient Monitors (Replacement Programme) 150 150
Electrical upgrade {Operating Theater) Stage 11 100 100
Homodynamic Monitering System (card) 99 99 -
Recenfiguration/Accommodation Options (CAFS) 200 200
8817 Pre-Vacuur Sterilisation Steris machine 200 200 -
85U Computer tracking system 120 120
IV Pumnp replacement programine 300 173 127
Items <$100k 2,118 2118

Total Revised Balance Brought Forward from Previous Years 4,117 472 3,645

> 200809

> MidCentral Health
CCU Monitoring 400 - 400
Gamma Camera 800 - 8o0
Anaesthetic Machines 500 - 500
FCU Patient Monitors 400 - 400
Htems <$300k 5,341 1,224 4,117
Total 2008/09 Summary 7,441 1,224 6,217

> Child & Adolescent Oral Health Services 295 205 -
Total 2008/09 Programme 7,730 1,519 6,217

Cash Requirement

Capex Requests Approved bul not spent as at 31 May 09 (Prior Years) 1,677

Capex Requests Not Approved as at 31 May 09 (Prior Years) 3,645

Capex Plan 2008/09 Approved but not spent as at 31 May 09 325

Capex Plan 2008/09 Not Approved as at 31 May 00 6,217

Total PotentialCash requirement 2008/09 11,864

Depreciationn Funding 10,864

Sale of Horowhenua 2,200

MOH Funding as per Note 1 295

YTD Deficit MCH (11.130}

Total Funding Available 2,229

Funding Shortfali 9,635

NOTES

1) MCDHB have accepted funding from the Minisiry of Health of $3.89m for the Investment in Child &
Adolescent Health Services Project which will cost $4.203m over three years. The $295k relates
to the funding approved & expended too date.

The funding from depreciation is effectively being used to fund the deficit which must be seen as a
temporary measure. Most of the outstanding capital items on this list will be reviewed as a part of
the capital budgeting process. Many of the items that make up the $11.8m will be carried forward
into 09/10 to be added to a growing list of capital expenditure requirements. This is not a new
experience for MidCentral Health. However, because of the deliberate slowing down in capital
expenditure this year the list is growing to a size which is manageable (albeit with increased risk of

equipment failures), but MidCentral Health cannot continue to divert depreciation funding into
deficit support.
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7. Cash Position

MCH started the year with an overdraft of $0.4m after allowing for funds owing from the Funding
Division. The current position is $8.6m overdrawn, with $5.3m owing to MidCentral Health from
the Funding Division, giving an adjusted cash position of $3.3m overdrawn.

MidCentral Health was recapitalised in the sum of $10m from the Treasury Division, effective from
1 February. In the last few years MidCentral Health has been given $21m in replacement equity
using funds from the treasury division within the DHB.

8. Other issues
8.1 Statement of Financial Position
MidCentral Health - Provider Division
Statement of Financial Position (summary)
Movement
Jun-07 Jun-o8 May-09 In Year
Assets Employed
Current Assets 10,716 10,447 8,894 {1,553}
Liabilities (33,625) (30,305}  (30,326) (21)
Fixed Assets and Investments 143,732 142,553 143,607 1,054
120,823 122,605 122175 {520}
Funds Employed
Equity 65,157 59,410 58,710 (ro0)
Bank Loans 49,111 54,943 54,867 (76)
Bank Overdraft 6,555 8,342 8,598 256
120,823 122,695 122,175 {520}
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Revised Elective Services Funding policy for 2009/10

The Minister's priority is on improving access, increasing volume and reducing
waiting times for eleclive services, and there is a fundamental requirement that
policy be fair and consistent, and reduce bureaucracy. In accordance with
these priorities the elective services funding policy has been revised for
2002/10. To provide greater flexibility and reduce bureaucracy, the
OCrthopaedic and Cataract Initiatives are being amalgamated into the Electives

initiative.

The impact of funding all activity through the Electives Initiative is that the
Electives Initiative Funding Policy niles apply to all services, and that ESPI
compliance is a requirernent. Under the Orthopaedic and Cataract Initiatives
there was a requirement to irmprove patient flow processes and an investrnent
in Continuous Quality Improvement facilitators to assist with this.

Elective Services funding policy has been reviewed to aliow District Health
Boards {(DHBs) greater flexibility in the delivery of their services. The DHB has
flexibility to treat people in-order of priority based on the level of clinical need
and ability fo benefit, rather than focusing entirely upon lower priority joint or
cataract procedures. - The change will benefit DHBs, as a specific level of joint
or cataract procedures will no longer be funded separately. Instead funding is
for elective caseweighted discharges in the specialty.

tn addition, to ensure DHBs are able to maximise aceess to funding, a change
to service level ESP! compliance requirements for orthopaedics,
ophthalmology and cardiothoracic has also been introduced. In 2008/10,
these services will be treated as ‘newly funded services’. This means access
o funding can commenca on 1 July 2008 if the service is compliant, or at the
point at which compliance is achieved if the service is not currently compliant.
Funding suspensions due to ESPI non compliance in 2008/09 will not carry

forward fo 2008/10.
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A copy of your current ESPI results is attached. Access to funding from 1 July
2009 under the Electives Initiative will be determined from the May 2009 ESPI
results, released on 1 July 2009.

Additional volumes are able {c be phased from 1 July 2009 if the services are
compliant in the May 2009 ESPI results, or from the point at which compliance
is achieved if not compliant in the May results, Provided compliance is
achieved and mainfained during 2009/10, there is no loss of funding from the
service.

Cardiac surgery will be treated in the same way as the Orthopaedic and
Cataract Initiatives in 2009/10, with a similar expectation that ESPI compliance
will be maintained in order to continue to access funding in the cardiothoracic
service,

Information on specific requirements and the introduced poiicy changes will be
included in the revised Elective Services Funding policy for 2008/10. This
document will be sent to you shortly, and it will also be available on the
restricted part of the Ministry's Elective Services website.

Yours sincerely

Wie

Kieran McCann
Manager
Elective Services

cCc tareen Cooper
General Manager

Robyn Shaw
Project Manager, Elective Services

231
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Appendix 5

REGIGMAL

T

Gl DS TRICT HEALTM BOAILSE
k

| irs and CEO joint meeting held 25 May2008 .
The Chairs and CECs received an update of the Work Programme of ihe Regional Executive
Groups and the Regional Ciinical Services Programme (inciuding Clinicat Nedworks).
This document can be viewed on the website www cenlralias conz
Paints to note from the meeting:
& The importance of maional cooperalion and ezdy success
Awareness that the project noeded to focus on sustainable services and dlinicians
A need fo be bold in planning for the fulre

A numeber of reports and projects are due for completion in SeptemberfOctober this
yezr. This will provide sn opporfunity for further discussion armound service
reconfiguration and wvesiment dogisions

Agrecment that the project B share ‘back office’ servicesfunclions was a priority.
The success of the Wairaraps, MidCeniral Whangarai DHE corporale convergence
project and the Albed Laundry sliance was acknowiedged.

& i was suggested at the mesting that the Soard Chairs/CED group become the RCSE
Regional Advisory Group. This would be the regional decision-making group for the
programime with prnciples znd ferms of reference slill to be developed.

g e b

&

“The Regional Advisory Gioup pravides
oversight and approval for rogional services
and infrastruciure.. receiving
recommandations from fwee expert groups.”
Regional Clinical Services Pian, page 146

YWhilst the fhree expert groups have yet to
be sstablished, the RCSP Steering Group
will perform these functions gz & transitionat
group and wil be phased out later this year
#% the thres groups take shape.

Mominafions to the Chnical Leadersbip Group (CLG) have bean confirmed with the first
mealing o be heid on 18 June 2008 in Palmersion Morth, The group of 53 dinicians is made
up of Chief Medical Ofcers/Advisors and Directors of Nursing, Chairs and Clinical Directors of
regionat Clinical Metworks, and ciinicians from hospitals and prmary care. Mot afl clinicians are
expeciad io attend meelings, rather they are a DHB point of reference and o provide expert
chnical ang prfessional advice to the RCSP Steering Group fo support achieving the RCSP
vision™ {CLG draft Terms of Reference).

Ertedimalng b

1opitad X 2lagd
R
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Vidnerabde servives

Development of the stock-iske suvey has been finalised with surveys currently being
completed by DHBs. Compiction is expecied o be by 12 June, with DHE review and data
entry ocegrring by 26 June 2089, The project guidance group will then collale and analyse
surveys for regional themes, with the oversight of the Central Region Chief Operating Officers
group and the RCSP Steering Group. The result will be a report to CEDs for thelr meeting on
the 13 August, with the roport then going to the Ministry of Haalth 1o join the reports from the
{hree oiher regions (Northem, Midiand, Southem).

An engagement surminary document is being developsd for DHBs fo use as par of e District
Skrategic Planning process and will be available in mid July.

{hairs meefing,
25 May 2008 as part of the Regional Clinical Services Programme. This docursent can be
viewed on the websie wwy cenlpias cong

Key Confacts

Project Sponsor Muray Georgel, CEQ, MidCantral OHB

Slooring Group Chair, Bridget Allan, GM Planning & Funding, Hull Valley DHE
Project Birector: Mike Grant, GM Funding Division, MidCentral GHB

Programme Manager Andrew Campbell-Biokes, TAS
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Appendix 6
RESPONSES TO HOSPITAL ADVISORY COMMITTEE ENQUIRIES

1. Linear Accelerator 1 upgrade

The upgrade for LA1 will take approximately six weeks, from the time the last patient is treated
until LA1 is again fully booked. This timeframe includes:

o Installation two weeks (however we need to confirm that Siemens will not be making
upgrades other than the MLC at this point — which will therefore include a period of
acceptance testing.

 Physics — 1 — 2 week.
e Familiarisation and return to full service 5 — 10 working days.

Tt will take longer if it involves upgrades other than the MLC and/or if the upgrade involves
acceptance testing.

Once MCH and Siemens determine the extent of the upgrade an implementation and
communications plan will be developed accordingly.

2. Response to questions on Oral Health Project from Ministry

Further to members’ questions regarding the oral health project, a response has been received from
the Ministry which is attached as Appendix 7.

3. Medical Oncology — chemotherapy wait times

The Hospital Advisory Committee asked about the chemotherapy wait times and the current
situation of waiting times for those commencing chemotherapy at MidCentral Health.

Current Situation

The Regional Cancer Treatment Service (RCTS) reports to the Ministry of Health on waiting times
from:

. Referral to First Specialist Attendances(FSAs)
FSA to start of chemotherapy treatment

The Ministry of Health wait time guidelines from FSA to commencement are similar to those for
Radiation Oncology and are as follows;

Priority A - within 48 hours
Priority B — within 2 weeks
Priority C — within 2-4 weeks
Priority D — combined modality

While the timeframes for referrals and FSAs are reported regionally, the time from FSA to start of
chemotherapy is for Palmerston North (MidCentral Health) site only. This is because Taranaki,
Tairawhiti and Hawkes Bay District Health Boards hold local chemotherapy clinics to service their
populations. MidCentral Health services all MidCentral, Wanganui and Wairarapa DHB
population. Some patients from Taranaki, Tairawhiti and Hawkes Bay District Health Boards that
require a higher level of clinical oversight than is available at their local DHB will attend
Palmerston North for their chemotherapy.
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The service monitors all regional referrals to FSA. The time between referral and FSA is
determined by the frequency of outpatient clinics with only monthly clinics held in Gisborne and
Masterton. If necessary patients are seen at MidCentral Health.

The monthly report for May 2009 is below.

Table 1: Ministry of Health Chemotherapy Data — May 2009

Numbers waiting for first specialist
| assess G ‘
Priority A Priority B Priority C
Assesments conmpleted in current month
(total peopie) 0 6 0 o 73 73
Maori 10 10
. Pacific I 0
g Other 63 63
% |Average wait fromreferral
% to assessment {days) Totaf ] 22 22
< Maori i 73 i 17.3
Pacific _
Other : 23.1 23.1
Number of people w aiting for assessment at month :
end (total people) 0 0 0 0 52 52
Maori - 9 9
Pacific 0} 0
Other 43 43
assessment and the start-of. i B i S T
Pricrity A Priority B iority C Priority D NFA Total Total
Treatments started in treatments{treatments
current month (number of . (excluding
people) o privrity B}
Waited < 24 hours
Totai 0 1 3 0 o 4 4
Maori 0 1] 1 0 o ) 1
Pecific 0 0 0 g .0 0 ¢
Other 0 1 2 0 0 3 3
Waited 0-2 weeks
Total 1] 9 2 1 o 12 11
maoii 0 1 0 1 0 2 1
Pacific] 0 0 [l 0 0 0 9
Other 0: 8 2 0 0 10 10
Waitad 2-4 weeks :
| Towal| O 0 4 0 0 4 4
‘E Maori 0 0 Iy 0 0 4 4]
& Pacific| 0 0 0! i 0 0 0
Other 0 0 4 0 0 4 4
Waited 4-6 weeks i
Total 0 0 1 0 0 1 1
Maori 0 0 1] R 0 4] 0
Pacific 0 o ) o 0 o 0
Other 0 0 1 ¢ 0 1 1
Waited 6-8 weeks
Total 1] 0 1] o 0 0 a
Maori| o 0 0 o 0 0 0
Pacific] 0 o G 0 0 0 o
Other 0 0 0o 0 0 0
Waited >8 weeks :
Total 0 0 0 0 o 0 g
Maartl 0 0 0 0 0 0 0
Pacific 4] 0 0 0 0 0 0
omer| G o p G o p p
Total treatments 4] 10 10 1 0 21 20

In May, all patients except one priority C patient were treated within MoH guidelines. The priority
C patient’s wait from FSA to treatment was 4.1 weeks.
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Over recent years the clinical risk associated with chemotherapy prescribing and administration
has increased significantly with increased and changing protocols, older and/or sicker patients
receiving chemotherapy and significantly higher potential for patients having hypersensitivity
reactions to the newer therapies. These changes along with a long term medical oncologist vacancy
and a 10% increase in FSAs in 2008/09 are putting more pressure on staff.

Strategies in place to help manage the workload include an active recruitment programme and
support from MCH Clinical Haematologists to help manage selected Lymphoma patients on a
temporary basis. (It is common practice at other cancer centres for clinical haematologists to
manage selected lymphoma patients.) Discussions have also been initiated with Capital and Coast
DHB to seek their assistance with SMO capacity.
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MARSTE MU

F33 Blotoswineth 55
B, Box 5013
22 June 2009 Weliiogton §145
Frasme [04) 454 2004
Muisl Haneaty Fan (43 496 2340
Group Manager .
ATE and Communidy Senives R
M Centrat Disteict Heslth Boarg B
PO Box 28
PRUMERSTON NORTH 4440
Dear Mooel

Tirank you for your Ieﬁm of § June 2008 addressed 1o Robda Whymen, Ohic! Derdsl
Cofinar, Orat H%m

f e n&czm ve Tound Rﬁ?ﬁfﬁ angl ﬁue‘s msﬂ usoful, and m yeus st an opporhinity
to share ideas lo suppodt Ihe mpiemneniation of your business case.

F have addressed each of yourquestions ratsed in o lotier below.

Opersbonst Funding

Section 1.7 of ha GFA vardation 15, schedile A42 states "1 i &mw&eﬁ thet on the
exgry of iz Sochedvia ongoing o;mra&ma? furating il he Luellt into the Popufslion
E&S@ﬁ Fpnding Pormais”

The Ministey 15 not in g postion to confim whess operationad funding w3l be buit irdo
{he DHE's PEEF formgle as il DHES peod fo have Sompleted Sl implomeniation
bafore that can oot cuperd timelrames sugoest this wil sl be hefore 201912,
Thee Mindsley will continee 0 work wilh DHBs teounhout the implemendstion of e
business case progess and Wil manzge the ongoing operalional funding
arrarnements cioser 1o fee schedulsd expine dale.

Fulure Fursting Treck (5F
! node Pl e Boged i miﬂmg asurants el armn! adjusireents for FEY wil be
aophed Ly the Miisty,  Unforlmately, n $he ourren! economic oimate, no
agsuranres an be gen conesining FET.  Howsver, I we azre sucoossid in
ohdainitg FFT for the business cise fanding. | sssure you this Wil be possed directly
onie HES in atsordanse with vhere the implementaton of esch OHB's business
aaze hes reached. §wl be in ouch onee ol docistons conzeming FFT bave basn
P,

i vou wish to discuss any ssues ploase €0 mot hosiiale 1o cordnet Sue Doler,
Henior Advisor on {%} 32 3&3&&; or mys@lf on (4] 3‘éb #8349,

Yours sm,cmly

&u& Badon
National Programme Manager, Oral Health
Sector Capabiiity & lnmovation Dircctosaic
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TO Community & Public Health Advisory
Committee
Disability Support Advisory Committee
Hospital Advisory Committee

CenTRAL DISTRICT HEALTH BOARD

Te Poo Hauera o Ruohine o Taromia

FROM Chief Executive Officer

DATE 20 June 2009

SUBJECT =2009/10 Reporting Framework M E M 0 RAN DU M

1.

INTRODUCTION

The reporting framework for 2009/10 has been approved by the Board. It was developed on the
principles used in previous years, being;:

i.

ii.

il

reporting to be based on the accountability documents, particularly the Strategic and
Annual Plan as these contains the breadth of responsibilities, in terms of governance,
planning/funding and providing, and, the agreed processes and policies (eg
prioritisation process), key performance measures, financials, and improvement
initiatives. (Note: this includes not only current accountability documents, but
outstanding items carried forward from previous accountability documents.}

reporting to take into account governance responsibilities (eg board and committee
process, terms of reference, etc), and special issues.

reporting to provide the Board/Committees with a high level of comfort that it can
monitor progress in achievement of its key accountability documents (strategic and
annual plan, and Statement of Intent) and satisfy its governance responsibilities

iv. reporting to the appropriate governance committee/Board
» reporting on hospital provider issues, and governance of this Division, to be reported
via the Hospital Advisory Committee
» reporting on funding/planning issues, and governance of this Division, to be
reported via the Community and Public Health Advisory Committee
» reporting on Enable New Zealand’s performance, and governance of this Unit, t o be
reported via the Enable New Zealand Governance Group
¢ reporting on disability issues via the Disability Support Advisory Committee
e reporting on audit and process matters via the audit committees
COPY TO: CEO’s Department

MidCentral DHB
Heretaunga Street

PO Box 2056

Palmerston North

Phone +64 (6) 350 8910
Fax +64 (6) 355 0616



V. reporting to be directed to one Committee/Board wherever possible to ensure clear
accountability lines; with identified reports being copied to another committee for
information only.

vi. reporting to be practical and not onerous.

vii.  reporting frequency to be risk based, ie high risk = more frequent reporting.

viii.  reports on similar items to be linked.

The work programme does not preclude more frequent reports being provided on any particular
issue, or new items being added.

2. 2009/10 ARRANGEMENTS

This year we have amended the framework to take account of:

1. New delegations arrangements
2, Increased importance of regional and national planning
3. MidCentral DHB’s current position re development and implementation of service plans

Each “function” is discussed below, and details the key changes made from a Committee
perspective.

A copy of the Committee’s work programme for 2009/10 is attached.
2.1 Annual Planning
2.1.1  Development of 2010/11 Accountability Documents

Reporting against the development of the 2010/11 District Annual Plan remains the same as
previous years, with the draft document being progressed through the statutory committees and
the Board.

Reports regarding the development of the Statement of Intent will be submitted to the Board as
in previous year.

2.1.2 Implementation of 2009/10 Annual Plan

DHBs have been in place for many years now, and our systems have matured. In recognition of
this increased maturity, and the desire to take a broader, more strategic view of the annual
plan’s implementation, reporting has been structured around the key sections of the DAP,
rather than individual initiatives. Bi-annual reports on each section will be provided. Itis
considered this approach will encourage both management and governance to look at the whole
portfolio, rather than just one initiative. Interlinks between the initiatives will also be clearer.

The key sections of the DAP are:

e Health Promotion
Primary Health Care*
Maori Health®

Mental Health*
Health of Older People
Child & Youth Health*
Secondary Care



@.5

Workforce
Infrastructure

Quality

Regional Collaboration

For those marked with an asterisk, reporting is split between “provider” and “funder”, with each
division doing their own report regarding the initiatives under their control. However, to
enable Committee members to get a feel for the total picture, they will receive “for information
only”, a copy of the other report. It will be important that the reporting lines are respected, and
that Committees do not use the opportunity to delve into the business of another Committee.

Each of these key sections of the DAP contains a summary of what is proposed for the year
ahead. This will form the context of the report, with a detailed update on progress against all
aspects.

Where a business case is required, such as the hospital redevelopment project, this will be
submitted separately.

The Board and Committee have previously requested quarterly reporting for the Child &
Adolescent Oral Health Project. Accordingly, in addition to the bi-annual updates regarding
Child & Youth Health, two further reports will be provided on the Child & Adolescent Oral
Health Project.

If problems are experienced with any particular DAP initiative, these will be reported to the
appropriate committee between the DAP Implementation Updates via the General Manager’s
Operating Report.

The bi-annual DAP initiative updates by Division have been removed as under the new system
these would be a duplication of information and effort.

2.2 Regional Planning

Updates against the Regional Clinical Services Plan will be directed to the Hospital Advisory
Committee as the Plan has the greatest impact on the provider arm. The Community & Public
Health Advisory Committee to be kept informed via the Regional Project’s regular newsletter.

Reporting against the centralAlliance and corporate convergence projects will be submitted to
the Board.

2.3 Operational Reports

The importance of these reports given the new delegations increases. Currently, the level of
information provided by each Division varies. Standard sections will be included as discussed
below. In addition, all portfolio updates will be incorporated into the operating reports as this
ensures more timely information is provided. The General Manager, Funding Division’s report
already includes portfolio updates, and these will be increased to include the Central Cancer
Control Network and the Primary Health Development Team.

For MidCentral Health, the electives portfolio update will be incorporated in the General
Manager’s report. This will provide monthly updates for the Committee on this high priority
area. The reporting will be based around the agreed KPls.

In respect of the Quality, quarterly updates have previously been provided on customer
relations and clinical governance. These have been reduced to bi-annual reports to enable
better trend analysis, and to reduce the reporting burden for the Division. This reduced
reporting also reflects the new DAP implementation report on the Quality section of the Plan.



A new report has been introduced and relates to contracts. Quarterly updates will be provided
for the Board, HAC, CPHAC and ENZGG on all contracts valued at over $200k which have
either been concluded over the past quarter, or, are due for review in the forthcoming quarter.
The updates will give a brief update on either management’s proposed approach or the outcome
of the negotiations. In addition to this, the Funding Division will continue to provide its
proposed annual negotiating strategy for CPHAC’s information. In accordance with the
delegations, any new health service contracts valued at over $500 pa will be submitted for the
Board’s approval (via the appropriate committee).

Any items from the 2008/09 work programmes which were not completed by end June 2000
have been carried over.

It is intended that all operating reports include the following sections:
- national matters

- regional matters

- local matters (including portfolio updates)

- financial matters

- DAP implementation

- disability matters

- workforce and - Human Resource considerations

- change structures

2.4 Disability Strategy

Only one change is proposed to this Committee, noting that a review of the Committee’s role is
scheduled for October 2009. This may impact the Committee’s work programme.

The disability customer audit reports have been reduced to bi-annual reports. (Previously, they
were submitted three times a year.)

2.5 Standardised Approach

Management will be taking a standardised approach in developing Board/Committee reports.
The front page of each report will identify:

a. the purpose of the report in terms of what is being sought from the Board/Committee:
- a decision
- discussion
- information only

b. an executive summary

C. the recommendation

This approach has been used by MidCentral Health report many of the reports submitted to the
Hospital Advisory Committee in June.

The new approach will be introduced progressively over the next month or two.

3. SUMMARY

The 2009/10 reporting framework has a more strategic focus than previous years. Reporting on
a portfolio rather than individual projects will enable the Board and its Committees to look at
overall progress.



It also supports more discussion and evaluation of progress, as the number of reports will

reduce reflecting that implementation of our service/disease state plans is largely completed.

I am confident that the proposed reporting framework will provide Committees with the
information they require to carry out their responsibilities. As is current practice, a report
against the Committee’s work programme will be provided each time it meets, and members
will have the opportunity to review their requirements.

4. RECOMMENDATION

It is recommended:

that the 2009/10 work programme be noted.

. Murray/Georgel
.. Chief Executive Officer
: P

-
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