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DBSA Project Update

The DBSA working group membership was confirmed by the OARSG and is being convened on 28
June 2011. Central Region subject matter experts have been nominated to work with the Northern
DHB Support Agency to progress the e-learning tool and the first video conference occurred on 31
May.

Supporting Older Maori and Pacific Peoples Project Update

The Maori and Pacific Peoples project scope has been confirmed by GM Maori and the OARSG. The
working group membership is being formed with the first meeting date tentatively booked for 25
July 2011. Gilbert Taurua (GM Maori at Whanganui DHB) will act as Chair.

Poly Pharmacy Project Update

The OARSG have asked for amendments to the project scope; however these have been subject to
further discussion particularly with clinicians within the OARSG. It is expected the project scope will
be endorsed at the next OARSG in one month’s time pending a consensus view by clinicians.

Model of Care for Older Aduits Project Update

A high level project scope was presented at the OARSG. Given the level of innovation and activity
across the Central Region DHBs and in the PHOs for Older Adults, further consideration of project
direction is required. The project direction / scope will be discussed at the next Older Adults and
Rehabilitation Steering Group.

Radiology:

The key work being driven forward in the Radiology workstream is the RIS/PACS business case. The
project required a technical workshop to be held allowing Carestream to improve their final costing for
the work. It is anticipated that the business case will be completed in the next month.

Other work within radiology progressing well is a completed business case proposal to CCDHB to increase
registrar training; continued work to refine data required to provided executives and local departments
with sufficient information on agreed performance indicators, in particular routine wait times for CT,
Ultrasound and MRI.

The Central Region has been a key driver in establishing a multi-regional radiology group to drive regional
initiatives that have national significance. The second workshop is being held this week.
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e Clinical Networks

Cardiac Network:

The network is meeting on 1 July 2011 to ratify the project scopes for:
a) Examining the variations in intervention rates for cardiac interventions mainly surgery and PCI
b) The integrated care project scope for heart failure and atrial fibrillation.

The Central Region cardiac network has also been instrumental in establishing a broader national Cardiac
Network i.e. not just surgical, to align our work with the other regions across the country.

Mental Health & Addictions Network (MHAN):

Regional Rehabilitation Project: The proposed model to being presented to MHAN at their July

meeting. The main concepts include:

- strengthening community capacity and capability through flexible 7 day a week support
packages and work force development;

- integrating an Intensive Rehabilitation campus approach with integrated community
services;

- separating the current mix of clients into different rehabilitation streams and re housing
a smaller group of extended care clients;

- aclear agreed rehabilitation and transition pathway;

- changing the staff mix to reflect strengthened rehabilitation approach,

- time limited rehabilitation and the adoption of a person centred approach
{rehabilitation team following the client though out their stay).

The main impacts include a possible reduction in beds, reduced average length of stay, staff
reconfiguration, a shift in funding to the community, reduced costs to DHBs and improved
outcomes. Phase 3, which is planned to start in August, will focus on an in depth analysis of impacts
for service and the region.

Regional Model of Care: Consideration of approach to this work/scope will be finalised following
July MHAN meeting. MHAN wished for a pause in this work to await national service plan and
further deiiberation.

Detoxification Model Implementation: Aims to increase the number of clients utifising the service,
improving community and social detoxification and primary health. The working group has met to
progress this work.

Alcohol and Other Drug Residential Treatment: There is a proposal for the region to investigate
reasons for low utilisation of residential treatment. The impact is likely to see a change in the
residential services to better meet the population needs and a shift in funding to community and
primary health services.
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Renal Network:
¢ Renal IT Business case: Due for completion at the end of June 2011,
¢ Increasing Live Kidney Transplants and Home dialysis : Draft scope completed

= Sub-Regional :
-CCDHB business case recommending satellite service at Keneperu circulated for feedback

- MidCentrat /Whanganui business case being developed by MidCentral with a planned
completion by early August.

< Enablers

Clinical Board

The TOR has been considered by the CMOs, DONs, and AHPs. They have agreed to establish a leadership
group {to meet in August 2011) to set the agenda for the clinical board, with a view of the first meeting
taking place in September 2011. Each DHB has been asked to nominate a clinical lead for this leadership
group. It will be time limited and will only meet until the clinical board is fully functional and able to
sustain itself, and drive the project as outlined in the RSP.

Transport and Accommodation

The working group nominations have been confirmed by the CEO Sponsor. The first working group
meeting is planned for 29 July 2011. The project and communication plans are being drafted in
preparation for the meeting. The National Ambufance Sector Office (NASO} has confirmed their
attendance and will present at the first meeting.

X Shared Services

Capital and Asset Management

A draft project scope is being developed for the regional capital and asset committee. Membership is still
to be determined. By 31% August CFO’s from the CRDHB’s have to send their individual capital and asset
plans to the NHB who will compile them into a regional document. This document wiil then be challenged
and critiqued by the regional capital and asset committee, with recommendations going to the RLC.

Laundry
Currently analysis is being undertaken on three options for the provision of laundry services within the

region. A draft report is due for completion early August.

Central Regions Information System Plan (CRISP)

Further to the development of a draft business case and the recent CRISP road show the Programme
team has taken on board feedback & comments received and been re-established for a further
month {with additional resources from TAS & HVDHB) to progress the following work streams:
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1. DHB P&L and balance sheet modelling, template for local costs for change management
and data migration (including decisions on what is migrated), template for benefit

realisation.

Population of model with known DAP expenditure and facility to add asset impairment,
operational costs and benefits, and capital costs.

2. Governance considerations including programme management, asset ownership
structure & regional IS structures,

3. Development of phased implementation model with revised phasing of the PAS
implementation at CCDHB & HVDHB over a longer period of time (up to 4 years).

4. Benefit realisation by project (RIS/PACS, PAS, and Concerto)

This stream of work will conclude in earfy-mid July such that a revised business case will be available
in time for DHB Board meetings in the late July/early August meeting cycle

Accommodation

RCSP Committees Ll E _ A _' Chalr AR w
RCSP Regional Committee Bob Francis (Chairman, Wairarapa)
RCSP Leadership Committee Dr Ken Clark (Chief Medical Officer, MidCentral}
Clinical Leaders Forum Dr Ken Clark (Chief Medical Officer, MidCentral)
Consumer Representatives Forum Jean Hera
Maori Relationship Board Forum Rotating
Regional Work Programme | CEO Sponsor Chair _ ' Pfdject __I\:Il'a'nagé_r "
Older Adult & Julie Patterson (Whanganui) Dr Colin Feek {Capital & Coast}) Kendra Sanders
Rehabilitation Services
Radiology Services Graham Dyer (Hutt Valley) Graham Dyer {Hutt Valley} Shona Henderson
Cardiac Network Mary Bonner ( Capital and Dr Mark Simmonds (Capital & Coast} Tricia Sloan

Coast)
Central Cancer Network Murray Georgel (MidCentral) Mike Grant (MidCentral) Jo Anson {MidCentral)
Mental Health & Addictions | Julie Patterson (Whanganui) Dr Alison Masters (Capital & Coast) David Ramsden
MNetwork |
Renal Network Dr Kevin Snee {Hawke's Bay) Dr Grant Pidgeon {Capital & Coast} David Ramsden j:
Improved and equitable Dr Kevin Snee {Hawke's Bay) TBC Tricia Sloan
access to electives
CRISP Tracey Adamson (Wairarapa} TBC Stuart Wakefield
Capital and Asset Graham Dyer (Hutt Valley) TBC Peter Kennedy
Management
Laundry Graham Dyer {Hutt Valley) TBC Peter Kennedy
Transport and Tracey Adamson{ Wairarapa) TBC Kendra Sanders
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TO Hospital Advisory Committee

YOCENTRAL HEALTH

FROM Clinical Director, Medical Services A
Operations Director, Hospital Services gt

DATE 20 July 2011 MEMORANDUM

SUBJECT Update on Implementation of the
Cardiology Landscape Report

1 PURPOSE

The Cardiology Landscape report was commissioned in September 2010 to complete an
assessment in response to concerns raised internally, regionally, and nationally regarding the
level of Cardiology service provision at MidCentral Health (MCH). This report was completed

in February 2011.
The purpose of this paper is to;

¢ Update the Committee on the implementation of the Cardiology Landscape report including
addressing the waiting lists backlog.

2 SUMMARY

In July 2011 a Cardiology workshop was presented to the Hospital Advisory Committee (HAC)
outlining the workstreams required to ensure the delivery of the key recommendations of the
landscape report.

Following discussion at the workshop at the July HAC meeting, it was agreed that two stages of
work were required; the first, the recovery plan regarding waiting list backlog, and the second,
the service planning required to meet future service delivery.

The Cardiology Landscape report identified issues in relation to existing wait lists, especially the
number of patients waiting for follow-up and cardiology awaiting test list (CARD AT) as well as
those patients on the echocardiography list. Management of the current wait lists backlog is the
priority workstream.

Work commenced immediately to address these wait lists. All the patients on these waiting list
have had or are in the process of receiving a non contact clinical review completed by a
Cardiologist to determine the level of ongoing care required, e.g. General Practice, First
Specialist Assessment, diagnostic testing and mitigate any possible clinical risk. The review of
the CARD AT list is now completed with echocardiography and follow up lists well under way.

In reviewing the CARD AT and Follow Up waiting lists there have been no patients identified
with significant cardiac risk as a result of being on these wait lists. There has also been no
increase in the number of referrals to Capital & Coast DHB (CCDHB) as a result of the review of

the CARD AT waiting list.

COPY TO: Community & Primary Health Advisory Committee Operations Director
Hospital Services

MidCentral Health

PO Box 2056, Palmerston North Central

Palmerston North 4440

Phone +64 {6) 350 8825 Fax +64(6) 350
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The Landscape report identified that the MCH Cardiology workforce required expansion in
order to deliver the recommendations. Recruitment to the additional workforce required is
under way. MidCentral Health have successfully recruited two new Cardiologists to the service
and two new Cardiac Physiologists to existing vacancies and additional positions as identified

and in the Landscape report and 2011/12 Annual Plan.

Development of robust clinical governance, underpins all the work streams. This is because the
governance group will set the foundations for future service delivery and will base those

decisions on best practice and quality.

The co-chairs (MCH Cardiologist and General Practitioner) of the clinical governance group
have met in July to confirm draft Terms of Reference and membership of the group and the first
full meeting of the group will be held 4 August 2011. This group will then start work on a clear

plan of service development.

MCH is part of the Central Region Cardiology Network. The Clinical Director for the Central
Region Cardiology Network was a member of the steering group for the Cardiology Landscape
report and will continue to be involved in the project implementation through the Clinical

Governance Group.

3 RECOMMENDATION

It is recommended that
this report be received.

S

Lyn Horgan Dr Mark Beale

Operations Director Clinical Director
Hospital Services Medical Services
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4 BACKGROUND

Improving cardiovascular health has been given a high priority regionally and nationally
recognising that cardiovascular disease is responsible for the most deaths and has the highest
health burden nationally. There is also the need to improve the significant health disparities
and health outcomes across New Zealand; the Central Region Cardiac Network was formed in
2007 and the National Cardiac Network in 2009 to lead service improvements in these areas.

MidCentral District Health Board (MDHB) commissioned an assessment of Cardiology
provision and related health outcomes across the district. As well as producing a definitive
snapshot of the “Cardiology Landscape” across MDHB, the review also considered what steps
would be required to better meet the needs of the population, and in particular focused on the
capability and capacity of the specialist cardiology department at MidCentral Health (MCH).

The concerns that gave rise to this review focused on three quantitative issues;

1. Intervention rates for cardiac procedures and cardiac surgery have been consistently
low over time when compared with national cardiology ESPIs.
2. The improvement in mortality arising from cardiovascular disease for the MDHB

population was considerably less than the improvements being achieved nationally. A
comparison of two periods a decade apart showed a 23% decline in mortality for the
MDHB population compared with a 31% decline for New Zealand. At the beginning of
the period the rate for the MidCentral population was the same as New Zealand

overall.

3. Cardiovascular risk assessment is rising steadily but not enough to make a difference to
overall mortality, especially for high needs population. By 2010 year end 26 % of the
“high needs” population had cardiovascular disease recorded; the national high needs

rate is 36%. (Cardiology Landscape Report).

The Cardiology Landscape report contained 13 separate recommendations covering a wide
range of services. While the focus of a number of recommendations was targeted at
development of the MidCentral Health Cardiology service, the report recognised that the issues
around Cardiology service delivery lay across the primary, secondary, tertiary continuum, and
that improvements in mortality, intervention rates and risk assessment would only be achieved
by an intersectoral approach to planning and delivering future service delivery.

The themes from the recommendations of the landscape report were around governance —
clinical leadership in assessing what resources were required and how they needed to be
deployed; resources -~ focusing on the specialist Cardiology staff from MCH; the need to develop
comparative qualitative key performance indicators across the continuum of Cardiology care;
how to take a strategic view at service development across the long term and relationships
between providers.

MDHB recognises its role in leading the improvements suggested in the Cardiology Landscape
report. A programme of work entitled “Improving life expectancy and quality of life for
cardiology patients” has been commissioned by the DHB, The objective of this programme is to
implement the recommendations of the Cardiology Landscape report.
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5 OVERVIEW OF CARDIOLOGY SERVICE DEVELOPMENT
PLANNING

The programme has been divided into packages of work that need to be delivered over a period
of time. MDHB is dedicated to seeing the implementation of the Cardiology Landscape report
and its recommendations led and championed by clinicians and those staff who are at the front

line of delivering services.
Five workstreams are proposed covering the follow areas;
» Negotiating funding and financial recommendations (workstream 1).

* Implementing a framework for clinical governance and primary/secondary integration of
cardiology services (workstream 2).

* Developing a sustainable workforce (workstream 3).
» Developing a business case for new facilities in Cardiology (workstream 4), and
* Planning improved access and diagnostic responsiveness of the specialist service

(workstream 5).

A leader for each workstrearn has been allocated with support to be provided by the programme
manager. Each workstream will have a steering group to support the leader and the programme
manager. The programme will be separated into three phases, some of which will clearly

overlap, so the programme will appear seamless.

6 OUTLINE OF PROGRAMME STRUCTURE
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MDHB Board
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6.1 Indicators of Success
The success of the Cardiology service development plan can be assessed by considering the

following;

Are Cardiology services delivered in a consistent and integrated way for all patients
across the patient continuum?

1.

Have we seen increased and new skill-sets developed for different clinicians in the

2.
assessment and management of patients with Cardiology issues?

3. Have we developed a platform to build additional services for the wider region with the
regional Cardiology team?

4. How have we increased public health opportunities for community to become more
aware and understanding of individual personal health issues and the management of
Cardiology services?

5. How is MCH viewed, how are our Cardiology services viewed by other providers, other
DHBs, our patients? Are we known for our enhanced service provision?

6. Did we meet our programme milestones?

6.2 Key Deliverables

1. Models of care developed that are based on principles of clinical governance and
primary/secondary integration.

2. Access and diagnostic responsiveness is comparable with national standards.

3. Management of inflows to MCH matches available resources.

4. Appropriate levels of purchasing (interventions) for the MCH population is in place.

5. Framework in place that is consistent with Regional cardiology network direction.

MidCentral DHB are in the process of appointing a programme manager to support the
workstream leaders, primary care, and other clinicians, implement the recommendations.

7 UPDATE ON THE PROGRESS OF WORKSTREAMS

The following updates on the workstreams is provided in the priority order of the work
programme.

8 REVIEW OF WAIT LIST BACKLOGS/ACCESS AND DIAGNOSTIC
RESPONSIVENESS (WORKSTREAM 5)

The Cardiology Landscape report identified issues in relation to existing wait lists, especially the
number of patients waiting for follow-up and Cardiology awaiting test list (CARD AT) as well as
those patients on the echocardiography list. Management of the current wait lists backlog is the

priority workstream.

5-31
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Work commenced immediately to address these including non contact clinics by visiting
Cardiologists in order to review the number of patients waiting, disestablish the CARD AT list

and mitigate any possible clinical risk.
8.1 Cardiology Awaiting Tests (CARD AT)

At the time of the Cardiology Landscape report 650 patients were on the CARD AT list. As of
June 2011 there are no patients on this list and this list has now been disestablished as this list

obscured the number of patients potentially waiting for a first specialist assessment.

All the patients who were on this waiting list have had a non contact clinical review completed
by a Cardiologist to determine the level of ongoing care required, e.g. General Practice (GP),
First Specialist Assessment, diagnostic testing.

8.2 Echocardiography Waiting List

At the time of the Cardiology Landscape report 1,000 patients were on the ECHO list. As of
July 2011 590 patients remain on this list. Patients on this waiting list have had or are having a
non contact clinical review completed by a Cardiologist to determine the level of ongoing care
required, e.g. General Practice, First Specialist Assessment, further diagnostic testing.

Additional echocardiography sessions are under way and being facilitated through the provision
of extra physiologist hours using the Technical Advisory Services (TAS) Cardiology Regional

Trainer.

The newly recruited Cardiac Physiologist started 1 July 2011 and will provide echocardiography
only for the first 4-6 weeks (12 per day — 60 per week). The resulting echo reporting will be
provided within MCH. An external Cardiologist is available for additional echo reporting if

required.
8.3 Follow Up Waiting List

The report identified over 2,000 patients awaiting follow up and /or not referred back to their
GP for ongoing care. As of July there are 416 patients on this list. These figures do not include
the 439 patients on the list for advanced appointments. These are patients who are booked to
be seen in six months or one year’s time, as per clinically indicated. In reviewing the patients on

this list it was determined that MCH were trying to maintain clinical oversight on a large
number of these patients when it was not appropriate nor did we have the resource to do so.

On the weekend of 9/10 July 2011 two external Cardiologists completed non contact clinical
reviews of 240 patients on the follow up waiting list.

A further 800 patients who have been on this list up until January 2009 have been reviewed by
a Cardiologist and determined as not requiring specialist care. These patients will be returned
to GP care with a covering letter provided by the Cardiologist.

MCH is currently confirming the availability dates of three MCH Cardiologists to provide
additional non contact follow up clinies.

MCH is working closely with the PHO to ensure that the communication/correspondence to
General Practitioners (GPs) relating to patients who have been discharged to the GPs is
clinically appropriate and supported by the Cardiologist who reviewed the referral.
Correspondence accompanying returned referrals includes clear clinical criteria to guide the GP
in re-referring the patients back to MidCentral Health if required.



53k
Page 7of 11

8.4 First Specialist Assessments (FSA)

There are currently 367 patients awaiting FSA. One Cardiologist is currently focusing solely on
the patients waiting greater than six months (23). These patients are currently receiving

bookings.

Reduction in the FSA wait list numbers appears lengthy. However, this has been influenced by
the addition of patients from the disestablished CARD AT list on to the FSA wait list and was

identified as part of the initial recovery planning process.

In reviewing the CARD AT and Follow Up waiting lists there have been no patients identified
with significant cardiac risk as a result of being on these wait lists, There has also been no
increase in the number of referrals to Capital & Coast DHB (CCDHB) as a result of the review of

the CARD AT waiting list.

With four Cardiologists in place there has been a review of the Cardiologists’ weekly schedule.
In addition to an increase in outpatient clinics, there will also be two clinics per week for the
management of emergent/urgent referrals. MCH anticipates 2-4 emergent patients per week.
These patients will be referred by the GP directly to the Cardiologist on take via telephone —
clinical details will be faxed by the GP and the patient will be booked to be seen by the

Cardiologist on the same day.

8.5 Access and Diagnostic Responsiveness

The expected increase in cardiovascular risk assessments will most likely uncover disease
amongst those previously unknown patients. This will in turn generate more work across the
sector. The additional resources and sustainable deployment of these resources requires
strategic planning to avoid rapid resource consumption and ineffective service provision.

The priority is on improving access to diagnostic testing and secondary Cardiology services,
with access criteria being reviewed and implemented, This will be one of the first priority area
of work for the clinical governance group through workstreams two (Clinical Governance) and

five (Access & Diagnostic Responsiveness), with a clinical lead.

FUNDING AND FINANCIAL PERFORMANCE (WORKSTREAM
FOUR)
The Landscape report identified that the MCH Cardiology workforce required expansion in

order to deliver the recommendations. This is seen as a priority to improve service access,
manage demand, improve outcomes and to develop the service moving forward.

9

The additional positions are integral to the development of the service, working towards;

. 24 hour access to local Cardiologist advice.

» Improved linkages between primary and secondary services due to engagement of GP
(GP special interest model of care) and specialist nursing resource.

No cancellation of angiography due to inadequate nursing support.

Technician reporting of tests.

Secondary prevention clinics.

Reviewing waiting lists and triaging patients to the appropriate service.
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The following are the additional positions identified;

ADDITIONAL CARDIOLOGY LANDSCAPE PERSONNEL REQUIRED

Personnel FTIE  Personnel Only Cost Annual Cost
Cardiologist 1.0 249,188 249,188
GP 1.0 249,188 249,188
Registrar 1.0 117,195 117,195
Clinical Nurse Specialist 1.0 92,849 92,849
Registered Nurse 1.2 70,566 84,680
Regisiered Nurse 0.5 70,566 35,283
Cardiac Physiologist 1.0 706,900 70,800
MRT 0.5 75,000 37,500
Administration 1.0 45,504 45,504
Project Manager 0.5 80,000 40,000

8.7 1,022,285

The additional 8.7 FTEs have an estimated personnel only cost of $1,022m, which is exclusive of
any associated overhead cost. These additional FTEs are not currently budgeted in the
Cardiology Service, Medical Line. The costs will initially be covered by the Investment Fund,
which is budgeted in the General Manager, Hospital & Associated Services Line. This
Investment Fund has been set up to fund agreed investment in clinical services out of the
anticipated surplus. This has been identified and included in the 2011/12 Annual Plan.

10 STAFF RECRUITMENT (WORKSTREAM THREE)

Recruitment to the additional workforee required is under way. MidCentral Health have
successfully recruited two new Cardiologists to the service, one Cardiologist to an existing
vacancy and one to the additional position identified in the Landscape report. This increases
the current Cardiologist resource to four, with the fourth Cardiologist having commenced early

June 2011.

MidCentral Health have successfully recruited two new Cardiac Physiologists, one to an existing
vacancy and one to the additional position identified in the Landscape report (this latter

position commenced 1 July 2011).

Cardiology Specialist Nursing Service Planning is in progress to determine the capacity and
capability of the existing specialist service, and the most effective utilisation of the additional
FTE, as recommended in the landscape report. A number of factors will influence the direction

of the Cardiology nursing service, including;

. The current strategies resulting in a reduction to the existing wait lists.
. Measures to improve the management of inflow into the service.
. The “bedding down” of the new Cardiologists and associated service changes.
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Gaps will then be identified which will determine nursing service direction supported by the
clinical governance group and workforce workstream.

Key areas for service improvement will be identified to reduce cardiovascular risk, improve
patient optimisation, and improve patient outcomes. These will encompass both primary and

secondary services,

Recruitment into the additional registered nursing positions has been successful. This has
enabled rapid development of the cardiac angiography nursing service to meet the requirements
of two additional weekly sessions, including an acute session for the management of inpatients
requiring diagnostic angiography. This facilitates a treatment plan, and in some cases rapid
transfer to a tertiary centre for interventional procedure — PCI and/or surgery.

The additional registered nursing FTE also supports pre-admission clinics for angiography and
pacemaker patients, as well as providing clinical support for elective transoesophageal
echocardiography, elective cardioversion, and patient/whanau education and support. These

increases are as per the 2011/12 Annual Plan.

11 CLINICAL GOVERNANCE (WORKSTREAM TWO)

Development of robust clinical governance, underpins all the other work streams. This is
because the governance group will set the foundations for future service delivery and will base

those decisions on best practice and quality.

Clinician leadership is fundamental to the success of a clinical governance approach;
responsibilities of this group will include overseeing the implementation of the
recommendations in the report including development of a Cardiology service plan.

In broad terms the role of the clinical governance group is to;

Assume clinical ownership of deliverables.

Progress an integrated practice model against a continuum of care.

Partner and engage GP, specialists and other front line staff.

Consider how service might develop to manage referrals and demand more effectively and
speed up the patient journey from first contact to contact with a specialist service.

¢+ Adopt a quality improvement approach across the continuum, review the data processes for
community cardiology, and oversee development of a service plan.

The co-chairs (MCH Cardiologist and General Practitioner) of the clinical governance group
have met in July o confirm draft Terms of Reference and membership of the group and the first
full meeting of the group will be held 4 August 2011, This group will then start work on a clear
plan of service development which will include strategies to manage demand including how to
better manage referrals into the Cardiology service and discharges back to the sector. It will
also provide advice and support to workstream 5 in wait list management and provide a
platform for being able to provide more timely diagnostics.

MCH is part of the Central Region Cardiology Network. The network is headed by a Regional
Clinical Director (Clinical Director of Cardiology Services at Capital & Coast District Health
Board) and supported by a project manager based at TAS. All central region DHBs are
represented in the membership. A Cardiologist represents MidCentral Health.
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The network is guided by the following key principles and service improvement initiatives;

Regional collaboration for service improvement and innovation across the continuum,
. Equity of access across the central region.
. Provision of a quality service, which is locally provided where this is safe, affordable,

and sustainable.
. More and better services within the constraints of the total regional budget.

. Worki{orce development as a key enabler of service development.

The Clinical Director for the Central Region Cardiology Network was a member of the steering
group for Cardiology Landscape report and will continue to be involved in the project
implementation through the Clinical Governance Group.

12 FACILITIES AND TECHNOLOGY (WORKSTREAM FOUR)

The landscape report has identified that facility changes are required within the secondary
service. MCH needs to invest in this area to provide an adequate service.

This includes the co-location of Cardiology services within MidCentral Health, and the
development of a business case to support the establishment of a dedicated cardiac angiography

facility with pacemaker/PCI capability.

High level requirements and costs were identified within the Landscape paper for the cardiac
angiography facility however no options for location were explored.

Options for both collocation of the Cardiology service and a cardiac angiography facility will be
explored through the clinical governance group to ensure roles, responsibilities and
development of the patient journey from first assessment to diagnostic/interventional services
are developed and implemented. The exploration of any facility development will be considered
within the context of the over arching clinical, regional services plans and facility

reconfiguration.

The initial meeting of the co-chairs of the clinical governance group have tentatively prioritised
workstream 2 (Clinical Governance),3 (Worlkforce) and 5 (Access & Diagnostic Responsiveness)
as priority areas of work to enable a solid foundation to be laid for Cardiology services to enable

facility development to occur.

Resourcing for facility development has been identified within the 2012/13 capital expenditure
programme. As this workstream is developed a discussion document and further workshop will
be held with the Hospital Advisory Committee to be followed by a facility business case.

With additional approved increase in FTE resource, { as per the Landscape report and 2011/12
Annual Plan), efficiency and through put will be improved and local intervention capacity will

be increased within the current facility in the short to medium term.
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13 MOVING FORWARD

Once the service has implemented adequate resourcing and service development for its own
population it can expand and offer services regionally. This would enable Whanganui patients
to receive services closer to home. The Central Region Cardiac Network sees a very strong role
for MCH in the region performing most of the assessment and diagnostic work for the
Whanganui population and then referral onwards for tertiary services at CCDHB,

Providing these services regionally would improve cardiac angiography facility utilisation and
may provide the critical mass necessary for future introduction of PCI. This level of
development would occur in parallel with regional planning and development,
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1. RESPONSES TO COMMITTEE AND BOARD REQUESTS

Reference | Matter Achieved | Comment
Clarification was spught This information is provided in
- around breastfeeding Y h fthi
services. paragraph 3.4.5 of this report.

2. WORK PROGRAMME

Reference | Matter Achieved | Comment
Further information was
sought regarding Central
PHOQ’s performance against . . .. iy s
62 the PHO Performance v This information is provided in

Programme indicators, paragraph 3.4.1 of this report.

including comparison against
the national average.

Clarification was sought

regarding feedback that the This information is provided in

63 Eel;,gv??; Eggﬁ:ﬁgﬁ?re Y paragraph 3.4.3 of this report.
charging users.
An update was sought . .. . .
, This information is provided in
74 regarding the Horowhenua Y paragraph 3.4.2 of this report.

nurse-led general practice.

3. LOCAL MATTERS

3.1 Health of Older Person

This report provides a summary of matters agreed to recently as part of the Age Related
Residential Care (ARRC) annual contract negotiations under Clause A21 of the DHB funding

agreement.

The consultation process between DHBNZ and the Aged Care Providers Association was
concluded in June and an agreed Variation implemented from 1 July 2011. All agreements
with MidCentral providers have since been completed.
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Major issues raised in the A21 Review, along with the resolution include:
Price

DHBs agreed to pass through a price increase of 1.72% effective 1 July 2011. The increase
applies to all service levels in aged residential care and reflects the total percentage increase
DHBs received to meet existing cost pressures for 2011/12.

In response to other cost pressure issues raised, DHBs advised the sector that the Thornton
Review 2010 identified an investment gap over time that will need to be addressed to ensure
sufficient capacity from re-investment and new investment is maintained to meet the
projected increase in demand over the next 15 to 20 years. The focus of that work will be on
the investment gap as well as cost pressures plus strategy and policy requirements necessary
over time to meet the challenges as set out in the Review report.

The response from provider representatives has been twofold. Firstly, they accepted the
price offer as the best that DHBs can do but secondly have indicated it is below CPI, will put
significant pressure on service delivery and will increase the gap identified through the
ARRC Service Review. They advise that they are considering the possibility of either a
surcharge on residents to cover the shortfall or a reduction in services.

The DHB response is that such actions would be construed as a breach of contract if either of
those actions was tied in any way to contracted care services under the ARRC agreement and
that DHBs would respond accordingly. The concept of placing a surcharge on residents for
contracted care services is a policy issue as it would shift the balance between public and
private funding and one which would likely carry some political ramifications.

Audit Framework — Integrated Audits

The move to an integrated audit framework last year has predicated some change
requirements to the ARRC Agreement to recognise that DHBs now participate and assist in
the carrying out and implementation of certification decisions and audits made and
conducted under the Health and Disability Services (Safety) Act 2001.

A new clause will be included in the Variation that recognises this change. Existing clauses
related to audits will remain unchanged as they are required to support the new clause in
terms of process and also for issues-based and/or other audits carried out under the ARRC

by DHBs.
Aged Residential Care and Home Based Support Agreements Aligned

DHBs want both the Aged Residential Care and Home Based Support Agreements aligned in
terms of structure and wording wherever possible as a precursor to including Home Based
Support as a schedule to the Aged Residential Care Agreement sometime in the future. The
Agreements have been reviewed and potential changes identified.

Legislative Changes

DHBs have looked at all the changes to legislation over the past year and have concluded that
there are no changes that require amendments to either the Aged Residential Care or Home

Based Support Agreements at present.
Other Matters Set Aside

On review, DHBs have concluded that the following issues either do not warrant further
amendment at this time or require additional work outside of the A21 review under a

separate work plan.



Charging for extra services — Additional Charging (Clauses A13 and D15.1)
Admission Agreements (Clauses A13 and D13)

Payment of NZ Superannuation

Pharmaceuticals (Clause D18.2)

Wound Care — High Cost Consumables (Clause D18.3)

Short term contracts ~ standardisation

Dementia Units (Clauses A31.8 and E3.3)

Staff Support and Guidance (Clause D17.7)

Critical Incident Response (Clause D19.6)

Enrolled Nurses (Clause D17)

GP Fees

Provider Policies (Clause D5.4a)

Registered Nurse (Clause D17.4)

Orientation and Competency of Newly Engaged Care Staff (Clause D17.6)
Home Based Support Agreements Care Planning (Clause D16.3)

Home Based Support Agreements Management of Disturbed Behaviour (Clause
D16.6)

Of the items noted above the following have been determined as warranting additional work
outside of the A21 Review:

Additional Charging

Pharmaceuticals

Short term contracts — standardisation
Wound care & high cost consumables
ARHSS wording changes

Premium-only Facilities

All parties have agreed that this matter sits outside of the A21 Review process requiring
much broader discussion, direction and policy support before resolution is determined.

To date the response from DHBs to the concept of premium-only facilities is that a number
of risks are identified which require further strategies to be developed to manage or mitigate

those risks.

Of greatest concern to DHBs is the potential for insufficient capacity of non-premium beds
which could ultimately impact on those subsidised residents who choose not to reside in or
are unable to afford admission to premium facilities. Related to this is the issue of what
would be a reasonable notice period as it applies to the choice by a resident to cease residing
in a room that attracts an additional charge.

DHBs note the need for further work around possible options such as a cap on numbers but
noted that this discussion is in its early stages.

Bridging the Investiment Gap

Following the Thornton Report 2010, a project group has been set up to look at the legal,
policy and contract issues that are either barriers to investment in aged residential care or
are required to be expanded to enhance investment in the number of residential care beds
required to meet the projected increase in demand emerging over the next 20 years.
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Models of Care

A workshop with stakeholders including consumers is planned for July aimed at capturing
the wider stakeholders’ perspective early on in this discussion. The intention is to discuss the
issues, obtain opinion and advice on policy, direction, implementing innovations and
funding issues and derive a plan to move forward using the data from the Review.

The Group is tasked with progressing recommendations 10 and 13 of the ARC Service Review
Report i.e. to develop appropriate service models that support care delivery to unique
consumers in differing locations and to undertake a structured approach to pilot options
around enhancing professional services in the community and low income housing and other
models of care that support the elderly.

Rather than re-invent, the Group has drawn on the work currently being developed by
Synergia for Health Workforce NZ alongside their own thinking around models of care and
community.

They are about to undertake a national stock-take of the models of care operating across the
country at the present time to identify innovative practices that are underway in the various

locales around NZ and the barriers to older people receiving the care and support they need.
The concept of transferring what is going well across the wider community sits well with this

work.

Workforce

Health Workforce NZ is managing the workforce activity and both the Lead CE HOP for
DHBs and NZACA sit on this committee. This year, HWNZ is undertaking seven workforce
service reviews of which aged care is one. Phase 1 (analysis) has been completed with the
findings (phase 2) being developed leading to phase 3 (what to do with the findings) to come
later.

InterRAI for Aged Residential Care

Rollout of the interRAI assessment tool across aged residential care providers hit a snag
recently when the interRAI national Steering Group were unsuccessful in recruiting a project
manager to support the development of the implementation plan and make progress against
the year 1 goals agreed for this project

Nevertheless, the Minister has made it clear to all involved that he expects a Comprehensive
Clinical Assessment (InterRAT) to be rolled out commencing from 1 July 2011 with the
following targets:

15% of sector coverage ( 110 — 115 facilities) 30 June 2012
45% of sector coverage (330 — 340 facilities) 30 June 2013
75% of sector coverage (560 — 570 facilities) 30 June 2014
90% of sector coverage (670 — 675 facilities) 30 June 2015

In view of the Minister’s strong endorsement for this project and his expectations around
timelines, the Steering Group, in collaboration with the IT Board, have undertaken an EOI
and RFP process to seek a software solution that will deliver a system to the required
functional requirements, including integration with the existing Home-Based Support
installation at the lowest cost and risk, and enable a rapid uptake.

Two vendors were short listed and vendor presentations occurred in May 2011. The selection
panel included DHB, MOH, IT Board, and Provider participants. Following the
presentations a preferred vendor was identified.
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The process from here is (has been endorsed by the IT Board)

1 Work with the preferred vendor on a number of issues which came out of the
presentation, and subsequent technical evaluation

2 Assuming satisfactory resolution of these issues, then contract for the “Discovery Phase”
which will enable the vendor to work with the Group to ensure all necessary high level
decisions are addressed to the point where a clear implementation plan to meet the
above target can be finalized

3 Negotiate an overall contract to deliver the required solutions

In terms of funding requirements interRAI is covered by DAP signals across 20 DHBs. The
Group will need to come back for funding support for steps 2 & 3, noting that all 20 District
Health Boards have already endorsed the funding subject to costs being finalized, project
implementation developed, and appropriate governance established.

In the meantime meetings to establish the governance structure for the ownership and
implementation of interRAI for ARRC, while recognizing that it is but one module of the full
interRAI suite of solutions will be held shortly. The following diagram sets out the draft
structure that is under proposal.
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This project will be staged across four years using five project phases as depicted in the
diagram below. The timeline has been compressed to achieve '75% uptake by the end of year

three.
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The timeline for the project proposed is as follows:
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A project steering group has also been established that is set up to design and implement the
residential care aspects of interRAI. This Steering Group will have responsibility for
managing the project manager when recruited and the roll-out of interRAT across ARRC. The
Group will have no direct relationship with interRAI NZ however some members are likely to
be on both Boards. The steering group will also maintain a direct link to the wider ARRC

Steering Group.

3.2 Maori Health

3.2.1 He Korowai Oranga update

The Ministry of Health requested an update on local activities based on the requirements of
He Korowai Oranga Maori Health Strategy 2002.

In the strategy it advocates for the use of the Whanau Ora Tool. The principles that underpin
the usage of this tool reflect key factors that contribute to the development of successtful
programmes that achieve Organisation, Maori aspirations for the successful delivery of
Whanau Ora.

As part of the organisations commitment to building the non Maori staff capacity and
capability to improve performance and understanding of Maori aspirations at a Board level
all eleven members are required to undertake the Treaty of Waitangi training,.

In a recent stocktake it has been revealed that nine of the eleven have attended the course
and that it is expected that a further workshop will be this month, to all board members,
including four new ones. They will also receive a presentation by the Chairperson of
Manawhenua Hauora, with regards to the significance, value and principles that underpin
this relationship.



Subject areas of discussion are likely to be:

Manawhenua Annual Report

Relevance of Treaty today and the impact in our health services

The autonomous function of each of the iwi and their tribal boundaries
Memorandum Of Understanding between Manawhenua and MidCentral DHB
Manawhenua Work program

Manawhenua survey

3.2.2 Report: Measuring District Health Boards’ funding of Health Services to
Maori Health Providers 2004/5 — 2009/10

The Ministry of Health recently provided a report on funding of Health services to Maori
health providers. The purpose of the report is to determine if the funding of health services
to Maori health providers has increased relative to Vote Health, and secondly to show which
DHBs are funding Maori health providers higher or lower than the national average.

QOverall the report shows that over the period of 2004 — 2010 increases in Maori health
provider funding by DHBs and DHB appropriations from Vote Health were similar:

Maori Health Provider Funding 46%
District Health Board appropriations 44%

Funding to Maori health providers has increased over time from $103 million in 04/05 up to
$151 million in 09/10 but that the increases were much less in earlier years and much greater
in later years. Also the distribution is varied amongst the DHBs with 8 DHBs funding above
the national average and 12 DHBs funding blow the average.

It also demonstrates the DHBs funding Maori health above the national average are
Tairawhiti, Taranaki, Bay of Plenty, Waikato, Nelson Marlborough, Hawkes Bay, Northland
and Capital Coast. MidCentral DHB is funding Maori Health Providers below the national
average and is in the lower third of DHBs.

In terms of average Maori health provider funding per Maori person by DHB the data shows
that Tairawhiti DHB ($375) funds providers at the highest rate per Maori person with
Taranaki ($339) and Bay of Plenty ($314) the next highest DHBs. Canterbury and Auckland
DHBs had the lowest amount of funding per Maori person with $103 and $97 respectively.
MidCentral DHB ($179) was in the lower third of the 21 DHBs.

The report also notes that from the data provided the Ministry is not able to say why DHBs
increased or decreased their Maori health provider funding or how much Maori health
provider funding should be. Also the data does not explain how well the Maori health needs
of Maori are catered for or the quality of health services provided to Maori in each DHB.

National

3.2.3 Maori CEO Appointment to Waitemata DHB

Waitemata DHB has announced that its new Chief Executive will be Dr Dale Bramley,
commencing Monday, 4th July 2011. Dale, who has been the Deputy Chief Executive of the
Waitemata DHB since last year, has held several senior management and clinical roles
within the organisation and has spent almost all of his working life committed to the
Waitemata DHB.

6-1
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Dale (40) who is Ngapuhi has a Medical Degree (from the University of Auckland), a Masters
Degree in Public Health (First Class Honours), a Master of Business Administration Degree,
is a Fellow of the Australasian Faculty of Public Health Medicine and a Fellow of the New
Zealand College of Public Health Medicine. He has previously been awarded the Harkness
International Fellowship and has over 30 published papers in peer reviewed medical
journals internationally.

3.2.4 Service Review of Maori Specifications

The DHB GM Planning and Funding Network asked that Tumu Whakarae Maori Managers
to:

o Endorse the proposal to withdraw the mandatory status from all Maori Services
service specifications published on the NSFL. DHBs will use local service
specifications to meet their contracting needs

Tumu Whakarae do not support the proposal to withdraw the Mandatory status from all
Maori Service specifications. A mandatory approach is still required to maintain consistency
across the country. This approach also ensures a baseline approach and collection of data,
which will then support national comparison.

Tumu Whakarae do support the urgent review of the outdated specifications. All Tumu
Whakarae members (including Nelson Marlborough DHB) agreed that the service
specifications were outdated.

Changes in the sector were not reflected in the service specifications, such as national health
targets, etc.

Tumu Whakarae recommendations: Tumu Whakarae Maori Managers would work
with the National Health Board to further develop these service specifications so that they
are consistent with current policy and strategic sector direction.

Tumu Whakarae Maori Managers have nominated regional representatives to work with the
National Services team to undertake the review. They include: Midlands - Ditre Tamatea,
Northern - Aroha Haggie, Central - Tracee Te Huia.

3.3 Mental Health and Addictions
3.3.1 Nga Kaitohutohu Maori Mental Health and Addiction Advisory Group

Work is underway to progress a framework for suicide intervention. This will include
formalised link with the Palmerston North Police (Memorandum of Understanding and
linkage with integrated referral pathways); kaupapa Miori suicide intervention coordinator
and Matauranga Maori programme. The Advisory group consists of kaupapa Maori mental
health NGOs, PHO, police and Funding Division representatives. This initiative aligns to the
District Health Boards Mental Health and Addiction Strategy, in which “service development
will call for engagement with key stakeholders in the district towards ensuring access to a
integrated range of Maori NGO, kaupapa Maori and iwi based mental health and addiction
services that work collaboratively and reflect Maori values, beliefs, processes and
aspirations”. Further update will be made to the committee.

3.3.2 Ministry of Health New Service Specifications

Currently all mental health and addiction providers are negotiating their service
specifications for the Ministry of Health’s New Service Specification Framework with the
Portfolio Manager. This negotiation process has been slower than anticipated for a number

of reasens.



This is mainly due to providers’ implementation of the PRIMHD (Programme for the
Integration of Mental Health Data) system. PRIMHD system has had a number of technical
related issues such as secure connection and also costs with becoming PRIMHD compliant.
The Portfolio Manager is looking to design a system to alleviate the financial and
administrative burden on providers and enhance shared back office functions, including
PRIMHD. Additionally, this is compounded by the primary mental health specifications
being negotiated with the Ministry of Health. These specification processes aim to be
completed by end of September 2011.

3.4 Primary Health
3.4.1 PHO Performance Programme

During the July meeting, CPHAC requested further information regarding Central PHO’s
performance against the PHO Performance Programme indicators, particularly comparison
to the national average as appropriate.

Table 1 below provides a summary of performance to December 315, 2010 (most recent data
available) for those indicators against which an incentive payment is available. A more
detailed report on the role and success of the PHO Performance Programme from a
MidCentral perspective is planned to be provided to the Committee for its September
meeting.

Table 1: PHO Performance Programme Summary of Performance to December 31st, 2010

Programme National MDHB MDHE vs, MDHB vs.
Programme

Indicator Description Goal Performance Performance Goal National

Influenza vaccine coverage
(65+ year olds} — total =75% 66.90% 66.19% x x

pcpulation

Influenza vaccine coverage
{65+ year clds) — high needs z75% 65.43% 65.46% x v

population

Cervical cancer screening
coverage (20-69 year olds) — = 75% 74.80% 76.44% v v

total popuiation

Cervical cancer screening
coverage (20-69 year olds) — 275% 66.50% 70.61% x v

high needs population

Age appropriate vaccinations o o o v v
{2yr olds} - total population = 85% 86.20% 88.24%

Age appropriate vaccinations
(2yr olds) — high needs > 85% 84.78% 87.13% v v

population

Breast cancer screening
coverage (50-64 year olds) — = 70% 61.45% 64.06% x v

high needs population

GP referred laboratory o o 5 v v
expenditure — total population < 100% 86.28% 79.58%

GP referred pharmaceutical < 100% 8158 95.83 v x
expenditure - total population B ° ) ’

Ischaemic CVD detection
(30-79 year oids) — total > 90% 122.79% 121.41% v x

population

Ischaemic CVD detection
{30-79 year olds} — high z 90% 143.26% 144.88% v v

needs population
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. MDHB vs.

. o Programme National MDHB MDHB vs.
Indicator Description Goal Performance | Performance Progel;:;?me National
CVD risk assessment (35, 45, o
or 55 — 74 year olds) ~total | = 02 AT [ 57750, | 30.90% - p
population y
CVD risk assessment (35, 45, 0
or 55— 74 year olds) ~ total | * 50 g’;‘:er 40.32% | 31.23% ; x
population ¥
Diabetes detection (15-79 o o o
year olds) — total population =90% 101.52% 89.81% " *
Diabetes detection {15-79
year olds) — high needs 290% 117.33% 99.38% v x
population
Diabetes detection and
follow-up (15-79 year olds) — =80% 62.97% 66.25% x v
total population
Diabetes detection and
follow-up (15-79 year olds) — =80% 65.95% 72.04% x v
high needs population

3.4.2 Horowhenua Waiting List Practice Update

Over recent months the PHO has made good progress on rationalising the three practices in
the Horowhenua Health Centre — all of which it owns. This has included rationalising the
ownership structures, putting them under a single practice management and aligning clinical
processes. The register of the Waiting List Practice is at 1,500 and remains open. There are
approximately 87 patients still on the Horowhenua waiting list. About 40 of these already
have a GP but are wanting to change and the remainder have chosen to stay on the waiting
list at this point. At this time no patients are being added to the waiting list. All new patients
who can’t get enrolment elsewhere, are being enrolled with the Horowhenua Community
Practice.

In another recent development, the PHO has taken over Foxton Family Health Centre with
2500 enrolled patients following the retirement of Dr John Mole. The PHO had been
attempting to broker the sale of the practice to a third party GP, but this has fallen through.
The PHO is now looking for a solution that will deliver services to the Foxton community on
a sustainable basis. There are a number of options. It may involve amalgamating the Foxton
Family Health Centre with the other Foxton general practice team, or a joint venture
between the PHO and one of the other local providers. Another possibility is the
incorporation of the Foxton Family Health Centre into Horowhenua Community Practice
where it would be run as an outreach service. In the meantime, the PHO has drafted in some
experienced nurses to run services in Foxton and has been working to obtain locum GP

cover.
3.4.3 Urgent Community Care Service, Horowhenua

At the July committee meetings, two members reported they had received complaints that
patients have been charged for the Urgent Community Care service in Levin. This is a pilot
service funded and provided by St Johns. It involves advanced paramedics triaging and
treating patients in the community without transporting them to the hospital.

The issue of patient charges for this service was discussed with St Johns at the beginning of
the pilot. At this stage St Johns is not applying charges. There are, however, standard
charges if the patient is transferred to hospital in an ambulance. It could be that these
patients were seen by the Urgent Community Care service but still required transport to
hospital, in which case they would be liable for the standard patient charge.




3.4.4 National Pharmacy Services Agreement

DHBs are collectively negotiating the National Pharmacy Services Agreement with the
various organisations representing community pharmacies. The new contract is due to come
into effect on 1 September 2011. Both parties are looking for a longer term agreement.

DHBs are facing unsustainable financial risk from the ‘Close Control’ provisions of the
current contract. These provisions allow community pharmacies to dispense monthly or
weekly to certain categories of patients. The criteria for which patients to include in Close
Control are not well defined. Close Control dispensing is trending upwards at a rate that is
not consistent with health trends and which is not affordable to DHBs. Year on year growth
across all DHBs was 9.5% in 200¢/10 and is forecast to run at nearly 8%pa through to
2011/12.

DHBs have proposed a shift from Close Control, which rewards pharmacies for dispensing
(ie, putting pills in bottles funds), to an additional service fee to manage patients with long
term conditions (ie, provision of clinical services). The proposal includes clearly defined
(and auditable) categories of patients. The proposed model would see community
pharmacies in our district on average receiving more than in 2010/11 but less than they
would under the current contract if demand growth is not curtailed.

DHBs have consulted with the sector extensively on the new contract. Notwithstanding this
fact, the time frames for its introduction are tight and the proposed changes are quite
significant. Meetings with community pharmacies will be held in August.

3.4.5 Support for the Establishment of Breastfeeding

In the July meeting a member highlighted the importance of early engagement with mothers
and mothers-to-be in respect of breastfeeding. It was considered that to be successful,
engagement was required up to and within a few days of birth. Within the district there are a
number of resources focused on breast feeding. The first line of service is the LMCs, who
have a range of very good resources available to them to support breast feeding. Some of the
LMCs are also lactation consultants. The second line of service are the Lactation Consultants
in the hospital. The third line of service is Community Birth Services which has been
contracted to provide specialist support to health professionals in the community.
Community Birth Services is also available to assist with women who are experiencing
particular difficulties with breast feeding.

3.5 Health Care Development

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

3.5.1 Knowledge and Skill Programme (KSP): Older Person

HCD has a range of Knowledge and Skill programmes, typically set at Level 2 (Competent),
which identify the minimum knowledge and skills that Registered Nurses require to care for
people in our district. When completed, the evidence can be cross referenced to the Nursing
Council of New Zealand’s domains for the registered nurse scope of practice. To retain
registration nurses have to complete 60 hours education within a three year time frame and
confirm that they are competent to practice. The Knowledge and Skills Programme enables
participants to show that they have met these criteria.

Within the programme, there are five Dimensions which all participants complete - Core,
Health and Wellbeing, Clinical Specific, Information and Knowledge, and Clinical

Leadership.
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The core component includes:

Health Care Teams

Communication

Ethical Health Care

Cultural Responsiveness

Health, Safety and Risk Management
Service Improvement

Quality Improvement

Personal Development

Clinical aspects

The clinical specific aspects vary depending on the field in which the nurse works. For those
who are working in the field of elder care the clinical competencies have been taken from the
respected Waitemata DHB Registered Nurse Care Guides. The information in the Care
Guides (which is currently available only in a hard copy booklet format) will eventuaily form
the basis of the 10 older person collaborative clinical pathways which are required as part of
the Better Sooner More Convenient business case. This will mean they will be electronic and
available on the Compass health website.

Issues

Up until mid 2010, while HCD had heavily promoted the KSP Older Person course, uptake
amongst residential care nurses had been low. This was despite the fact that the Programme
was free. This was disturbing as potential competency gaps had been identified amongst
some nurses yet, aside from this Programme, there was no other way for them to easily
demonstrate their skill and knowledge (or lack of) in a formal, supportive manner. There
were also a number of unfavourable Health and Disability Commissioner reports focused on
the local residential care sector. HCD liaised with elder care providers across the region and
in particular in the Tararua to overcome obstacles to Programme participation. These
barriers included working in a rural setting, little previous access to professional
development activities (often due to transport issues) and a stressed workforce related to
staff shortages and retention problems.

The resthomes in Tararua typically employ either older registered nurses (aged 55-74 years)
many of whom have received few clinical updates since their training in the 1950s and 1960s,
or younger contracted nurses. This latter group are usually from the Phihppmes bought in to
cover staffing shortages. These nurses generally have had no previous primary health or
aged residential care experience and face language and cultural issues in their workplaces.
Many are on a two year contract and usually do not stay on longer than that.

Activity

To increase Programme participation HCD organised for access to laptops for the nurses, the
distribution of user friendly resources and encouraged employers to allow the nurses to come
together within work time to enable group meetings and support to ensure retention of
participants. HCD staff also decided to provide increased support to Tararua residential care
nurses and the group meetings were facilitated by team members. As well as improving and
updating clinical knowledge the Programme assisted participants understand and develop
leadership and quality improvement skills and tools. This knowledge needed to be
demonstrated to the facilitators or peer assessors before each module could be signed off.

As a result of this intensive effort 56 residential care nurses have now completed the
Programme with another 10 expected to graduate every month until the end of 2011.
Facilitators have noticed that as a result the nursing team in each participating organisation
has been strengthened, communication between staff has improved and there is more
collaboration in how nurses now work together.
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Another example of outcomes from the Programme has been in one Tararua resthome which
prior to the Programme had only three part-time registered nurses to cover the whole facility
each week, no clinical leader, no nursing leader and was an organisation of concern to the
DHB. Now there are a full compliment of seven registered nurses, there is a clinical nurse
leader, two enrolied nurses and the manager who is not clinical is better supported by the
staff that are.

Pre and post self confidence ratings by nursing participants has also been startling with
responses prior to commencement showing a significant lack of confidence particularly
around capacity and capability issues, people management skills and sourcing electronic
knowledge and information. There was also little confidence expressed in some clinical
areas, most notably in regards to enduring power of attorney, dementia and delirium.
However by Programines end participants signalled that they were in the main very
confident, confident or somewhat confident against every indicator.

Feedback

Qualitative feedback from participants has been overwhelmingly positive. Ten Tararua
nurses who had completed Programme requirements recently provided some reflection on
the course. One nurse noted “a sense of affirmation and validation developed as I realised
that my existing knowledge and experience was in line with current best practice, although a
little rusty in areas, and benefited from the refreshing”. Seven other nurses added that they
had also learned a lot, for example “the wide range of topics included some information very
new to me” and “my knowledge has increased”. The professional growth mentioned by four
nurses appears to have been accompanied by personal development experiences as the
following comment implies “I have learnt a lot and feel more capable, confident and
competent in my work place”. Other references were made to nurses feeling more committed
to their role, and being satisfied, relieved, pleased, and experiencing a real sense of
achievement as they handed in their completed folders. Two suggested they might consider

further study.

Other comments received about the benefits accrued from the Programme included:

e “The stimulation of researching and putting down on paper current/ expanded nursing
knowledge and best practice. That it was appropriate to my area of practice and affirmation
that | use best practice”

“Self directed learning with available input from Megan. Brought team of RNs together”
“Very relevant topics to aged care setting”

“Gaining more knowledge appropriate to practice setting. Team work, sharing”

“Increased knowlfedge and terminology, well prepared programme”

“Knowledge can be carried through to other areas of practice”

“The fun and laughter on completion”

“Refreshed my memory and feel more confident now”

3.6 Child & Youth Health

3.6.1 Before School Checks (B4SC)

The Portfolio Manager Child & Youth Health is very pleased to announce that the B4SC team
have once again achieved their Ministry of Health targets for the 2010/11 year. For this year
the target was increased to cover 80% of the total population of four year olds and 80% of
four year olds who fit within the Quintile 5 deprivation index.

The team have worked very hard over the year to improve communication and relationships
across the sector and this has clearly been evident in the results. Plunket continues to be
lead provider with some of the Maori/Iwi providers contracted to deliver the checks. This
working relationship has proved to be very successful, in particular the Kaiawhina over the
last six months who has made considerable in roads into places otherwise difficult to access.
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The DHB has agreed 80% targets again with the Ministry of Health for the 2011/12 year and
have no reason at this stage to doubt that the team will not be able to meet these.

Table 2: MidCentral DHB B4SC Confirmation table of achieved results 2010/11 year

High Needs Target Total Population Target
409 checked 1826 checked
Total target
Target= 394 Target= 1781
Percent achieved this quarter o
towards total target 104% 103%

3.7 Pharmacy
3.7.1 Safe and Efficient Disposal of Unused Medicines (SEDUM)

Central Pharmacy has provided the end of year report for the SEDUM project for the twelve
months to March 31%, 2011. Points of interest to come from this report are:

¢ Surplus medicines and a change in medicines continue to be the most common
reasons for returning medicines. These reasons (and the amount wasted) are
considered sensitive to a change in prescriber and dispenser behaviour, should one
be implemented. However, it is noted that there is little incentive to change within
current remuneration models for primary prescribers and dispensers.

e Rest homes continue to be the major source of medicine items returned. This may be
addressed if models of medicines provision to rest homes are altered and clinical
support for prescribing decisions provided. This model is one potential eventual
outcome from a new National Pharmacy Services Agreement.

o Of those items for which date of dispensing details were available, 78% had been
dispensed in the previous 15 months (that is, from 1 January 2010 to 31 March 2011).

e Five of the top 10 most commonly returned medicines are preventative cardio-
vascular medications, as shown in Table 3 below. This has been a consistent
finding since the start of the project and continues to be concerning, but possibly
reflects the inherent difficulties in managing cardiovascular disease and/or the
tolerability of the medicines available to manage cardiovascular disease.

» Large quantities of paracetamol continue to be returned, with nearly 193,500
tablets returned and each return averaging over 100 tablets per return

» There were 169 returns of diabetes test strips yielding 300 containers (each
holding 50 strips if full); the number of test strips returned was not counted.



Table 3: Top 10 most frequently retumed medicines in 2010/2011

TOTALS MEDICINE DETAILS RANKINGS
Number of ;| Quantity . . Apr10 to Apr08 to
Entries | Returned Medicine Used to... System Mar11 Mar10
2,154 60,781 Aspirin Prevent clots Ccv 1 2
Reduce dyspepsia/
2,141 67,328 Omeprazole heartburn Gl 2 1
1,987 72,010 Simvastatin Lower cholesterol CcvV 3 3
Lower blood pressure/
1,903 69,179 Metoprolol prevent angina cv 4 7
1,799 193,489** | Paracetamol Relieve pain NV 5 4
1,463 47,956 Furosemide Cause diuresis cv 6 6
Docusate & Treat/prevent
1377 70,597 Sennosides constipation Gl 7 8
1,302 48,114 Quinapril Lower blood pressure Cv 8 5
773 3.687* Salbutamol Treat asthma/COPD RS 9 14
737 22334 | Diclofenac g:i'r']e"e inflammation/ NV 10 21
*Key:  CV = cardiovascular, Gl = gastrointestinal, NV = nervous, RS = respiratory

The trend-breaking reduction in both the number of returns (i.e. packages that may include
one or more items) and the number of items returned reported in the half-year report has

not continued. However, the number of items returned has bounced back to a lesser extent
than number of returns, indicating that people are bringing less back at a time. This can be
seen in Figure 1 below:

Figure 1: Number of returns and number of items returned per six month period.

items
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Potential future influences on the returned wasted medicines trend are:

» The rollout of the Medicines Use Review and Adherence Support (MUR) pilot in
community pharmacies. MUR services involve pharmacists working with patients to
identify barriers to adherence with medicines regimens, and working with patients
and prescribers to overcome these barriers. Pilot results are yet to be provided and
analysed, but MUR services are increasing in the distriet, a successful outcome of
which would be a reduction in wasted medicines.

e A new National Pharmacy Services agreement that moves pharmacy services from a
product focused fee-for-service funding model to a patient focused funding model
that encourages pharmacists to dispense more discerningly.

3.7.2 Vitamin D in Aged Residential Care

In an effort to reduce the incidence and health impact of falls, MidCentral DHB is working
with ACC to increase the number of Aged Residential Care (ARC) residents taking vitamin D.

Data received from ACC in December shows a slight increase in the rate of vitamin D being
utilised by ARC residents. Vitamin D utilisation in MidCentral facilities averages 63% (see
Figure 2 below).

Figure 2: Proportion of aged residential care residents on vitamin D
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However, when the data is analysed further, it is apparent that this overall average vitamin D
utilisation does not reflect the change in vitamin D utilisation very well. Figure 3 below
shows that facilities are generally increasing their utilisation of vitamin D, with the number
of facilities with low utilisation rates reducing markedly, and the number of facilities with
medium and/or high utilisation rates increasing steadily. Overall movement seems to be
from low to medium utilisation rates at this stage, rather than from medium to high.
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Figure 3: Changes to proprotion of residents dispensed vitamin D in MidCentral residential care facilities
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On a national scale, MidCentral DHB is currently ranked 8t out of 21 DHBs (Otago and
Southland data is separated), increasing from 17" since September 2010.

The project continues until 2012 and activities in the next quarter will focus celebrating
successes with those facilities that have sustained rates above target, and on those facilities
where vitamin D utilisation is very low, in order to increase their rates.

3.8 Population Health
3.8.1 Healfhy Eating Healthy Action Plan

Physical activity is essential to improving glucose metabolism, reducing body fat and
lowering blood pressure levels. It is evident that in New Zealand, physical activity reduces
the risk of developing or dying from many diseases and conditions such as, cardiovascular
diseases, cancers, diabetes, osteoporosis, obesity and depression.

Both Ministry and MDHB Maori health strategies recognise that in working towards the aim
of improving nutrition and improving physical activity where Maori families are supported
to achieve their maximum health and wellbeing,.

The new approved 2010/12 HEHA plan recognises the inequities of health, therefore the
2012 (October) Iron Maori pre-event and training programme is aimed at improving the
current health status of Maori by engaging Maori and their whanau and also by reducing the
barriers for them to participate in physical activities, thereby ensuring their success and the
success of the event.

The preferred provider will be identified through an RFP process and funded through the
HEHA CFA allocation. The event will prioritise Maori with an at risk profile for diabetes or a
cardiovascular disease as well as those who have never participated in physical activities.
Competitors will gain a sense of achievement through participation and completion.
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3.8.2 Tobacco Control
ABC initiatives in Secondary Care

MidCentral District Health Board has come so close to meeting the tobacco control
secondary health target of providing 90% of identified smokers with advice and help to quit
by July 2011. The new result for June increased to 88% which is a great achievement from
the initial target of 14% in September 2009.

The ABCD Taskforce and many areas of secondary care have demonstrated extraordinary
team work and innovation when it comes to achieving the health target. Combined efforts
has improved clinical practise which is essential for long term benefits of achieving the target
and improving the health of our community by becoming smokefree.

4. HOROWHENUA SHUTTLE

Agreement has been reached with the Shuttle Trust on the contribution MidCentral will
provide to achieve financial sustainability for the Trust ($30k for two years). Currently a
memorandum of understanding is being drafted and will include full service specifications,
which will include the inclusion of weekend travel for renal patients.

The Committee will receive a full report in September once the final agreement has been
signed.

5. TE WHANAU MANAAKI O MANAWATU
MidCentral has reached agreement with the above mentioned Trust on the non-renewal of
their funding agreement. Currently transitional arrangements are being worked through so

that consumers of this service (alcohol and drug consumers support service) will be able to
access ongoing service and support.

6. RECOMMENDATION

It is recommended:

that this report be received

ike Grant
General Manager, Funding Division
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Community and Public Health Advisory

Committee CENTRAL DISTRICT HEALTH BOARD

T Pow Hauons o Ruchine o Tonowe

FROM Finance Manager
Funding Division
emorandum
SUBJECT FINANCE REPORT —JULY 2011
1. PURPOSE OF REPORT

This report is for the CPHAC’s information and discussion. It’s main purpose is to provide the
financial performance and forecast of the Funder.

2. EXECUTIVE SUMMARY

Positive financial performance and forecast continue.

3. RECOMMENDATION

It is recommended:

that the report be received.



610

4. KEY EVENTS
4.1 Interim Result for 2010-11

The Funder's interim 2010-11 result was $6.3m positive variance to budget. The surplus to
budget was mainly caused by $3.8m “one off” component ($1.1m saving on MCH acute; $1.1m
extra rebate and funding from Pharmac; reverse of $1.4m Inter-District Flow (IDF) provision;
$0.2m Pharmaceutical Cancer Treatment (PCT) washup receivable). The underlying
performance is approximately $2.5m positive ($0.9m Mental Health washup with MCH; $0.6m
saving from Primary Health Nursing Team; $0.3m Personal Health underspend and $0.7m
underspend on Maori Workforce Development).

4.2 2010-11 IDF

Based on the latest info available and the file from MoH, the Funder estimated that the IDF
washup would Iikely to be breaking even. The final IDF washup will be available in Sep 2011.

4.3 Extra Pharmac rebate and funding

In Jun 2011, the Funder was informed by Pharmac of an increase of rebate from $5m to $5.6m.
Pharmac also advised the Funder to accrue extra $0.2m PCT rebate. Since the total national
drug expenditure exceeded the notional budget, Pharmac also paid MidCentral $0.3m out of the
newly formed Discretionary Fund. (The Funder will have to repay Pharmac about similar
amount to restore the Discretionary Fund at the start of next financial year.)

4.4 MidCentral Health Washup

The total year to date (YTD) washup position is $0.4m over-delivery by MCH (Over-delivery in
Personal Health by $1.7m and under-delivery in Mental Health by $1.3m.) A $0.6m extra
Mental Health washup journal was also passed in Jun (transfer of MCH Mental Health Deficit to
Funder in accordance with provision 5.17.4 (viii) of Operation Policy Framework 2010-11)

4.5 Elective Income (EI)

The Funder has accrued $9.4m elective income according to the report produced by PPU. The
final elective income will be available in Sep 2011 and the amount receivable will depend on the
final MoH allocation rule at that time.
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5. FUNDER FINANCIAL PERFORMANCE
The Funder had a cumulative surplus to budget of $6,347k up to the end of Jun 2011.

MidCentral DHB - Funder

Income and Expenditure - By Ring Fenced Area YTD
For the period ending 30 June 2011 Note Actual Budget Variance
$000 $000 $000
Personal Health Income {(a) (b) 365,088 354,511 10,577
Personal Health Expenditure {© 356,378 354,511 -1,867
Personal Health Surplus/(Deficit) (d) 8,711 0 8,711
Mental Health Income 39,355 39,526 -171
Mental Health Expenditure 38,676 39,526 850
Mental Health Surplus/{Deficit) (e) 679 0 679
Disability Support Income i 63,592 63,460 132
Disability Support Expenditure {(9) 67,863 63,960 -3,903
Disability Support Surptus/(Deficit) -4,271 -500 -3,771
Maori Health Income 2,131 1,932 199
Maori Health Expenditure (h) 1,403 1,932 529
Maori Health Surplus/(Deficit) 728 0 728
Governance Income 2,384 2,384 -0
Governance Expenditure 2,384 2,384 0
Governance Surplus/(Deficit) 0 0 0
Total Funder Surplus/(Deficit) 5,848 -499 6,347

Note on Variance

(a) Extra project funding with corresponding extra expenditure (major projects - Herceptin $2.3m;
CYFS $0.4m; VLCA $0.4m,; Care Plus $1.7m; After hours $0.4m; NRT $0.3m; Hospice $0.3m;
PHO performance $0.8m; Oral Health Business Case $0.5m; Service income from PHO $0.7m)
and anticipated increase of $0.4m Elective income.

{b)} The YTD income included $1.2m exfra income or saving from 09-10. {$0.3m EI, $0.3m IDF
washup and $0.6m extra Pharmac rebate.)

{c) Mainly due to IDF Service change for CYC, Herceptin and spotiess adjustment, extra Pharm
expenditure and underspend of PHO funding

(d) The surplus is mainly due to underspend in PHO and Primary/ secondary projects
{e) Mainly caused by $0.9m Mental Health washup with MCH
(f) Extra 09-10 MoH funding for AT& R beds (under 65) has been transferred to MCH

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

(h) Mainly due to favourable variance from project underspend
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MidCentral DHB - Funder and Funding Administration

Statement of Financial Position as at 30 June 2011
AR

Actual
Year-Ended Current
Position Change
Jun-10 Jun-11
$000 $000 $000
ASSETS EMPLOYED
Current Assets 25,536 32,018 6,482
Bank 21,309 26,158 4,849
Intercompany Advance Account o o o
Debtors and Prepayments 4,226 5,859 1,633
Inventories [} o (o}
Properties Intended for Sale : o o o
Current Liabilities 27,107 27.214 107
Bank Overdraft T o o o
Intercompany Current Accournt 4,768 . 5,624 856
Trade Creditors and Accruals 18,660 17,412 (1,249)
GST o 2,689 3,451 - 7b2
Income in Advance 876 614 (263)
Provisions (Payroll). . _ 113 113 0
Current Portion of Term Loans o) 0 o)
Net Working Capital (1,571) 4,804 6,375
Net Assets Employed (1,571) 4,804 6,375
SHAREHOLDERS EQUITY
o o o
Retained Earnings 39,513 45,888 6,375
Transfer to Co 41 (41,084) (41,084) 0
(1,571) 4,804 6,375
Other Reserves 0 [¢] 0
Total Shareholders Equity (1,§71) 4,804 6,375




6. MIDCENTRAL HEALTH PROVIDER DIVISION RESULT

6.1 Statement of Financial Performance to Budget
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MidCentral Health - Provider Division
Statement of Financial Performance to Budget
"$o000
Month Year to date Annuat
Actual Variance Actual Variance Budget
Revenue
Govt. & Crown Agency Sourced 23,597 1,020 271,155 2,817 268,338
Patient/Consumer Sourced 72 8 1,105 334 771
Other Income 508 98 5,926 1,004 4,921
Total Revenue 24.177 1,125 278,186 4,156 274,030
Expenditure
Personnel 13,220 (3340 153,251 4,857 158,108
Qutsourced Personnel 427 (201) 3,571 (1,973) 1,598
Sub-Total Personnel 13,646 (535) 156,822 2,884 159,705
Other Outsourced Services 1,365 (171) 14,168 158 14,326
Clinical Supplies 5,112  {1,237) 46,150 (316} 45,834
Infrastructure & Non-Clinical 4,335 (312) 49,146 (1,020} 48,125
Total Expenditure 24,459 (2,254) 266,285 1,706 267,991
Operating Surplus/(Deficit) (282} (1,129) 11,901 5,862 6,039
Corporate Services 722 (o) 8,643 17 8,660
Surplus/(Deficit) (1,003) (1,129) 3,258 5,878 {=2,621)

6.2 Commentary

The result for the month was a deficit $1003k which was $1129k unfavourable to budget.
Revenue was $1125k favourable and expenditure was $2254k unfavourable to budget.

Year end Mental Health wash up, pharmaceutical rebate, provisions and asset write offs have
impacted on the results resulting in larger than usual variances to budget for the month.

Revenue

The positive variance for the month is mainly due to the Mental Health wash up $586k to offset
their deficit, a pharmaceutical rebate $300k, MOH pharmaceutical reimbursements and

increased surgical case weights.

Total Personnel Costs (including Qutsourced Personnel)
The negative variance for the month is mainly due to a net increase in year end provisions

$257Kk, cover costs $217k in overtime and sick / other leave and $70k course costs.

Other Costs

The Other Outsourced Services are over the budget mainly due to increased invoicing of cost

from other DHBs at year end.

The Clinical Supplies are over the budget in asset write off $700k, perfusion materials and
pharmaceuticals $252k reimbursed in the revenue, and accelerated minor purchases $148k.

The Infrastructure and Non Clinical costs are over the budget mainly due to accelerated
outsourced maintenance costs $426k.
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7. MIDCENTRAL DHB RESULT

Jun-11 DHB Funding Provider | Governance
RESULT Division Division
Year to date ('oo0's) ('o00's) {('o00's) ("'oo0's)
Net Result
YTD - Actual 9,601 5,846 3,775 (20)
YTD - Budget (3,739) (500) (2,420) (819)
Variance 13,340 6,346 6,195 799
The above result of Provider Division includes Enable NZ.
8. CONSOLIDATED FINANCIAL POSITION
MidCentral District Health Board
Statement of Financial Position (summary)
Junz2009 Junz2010 Jun:22011 Change
$o00 $000 $000 $o00
Assets Employed
Current Assets 44,727 41,941 59,114 17,173
Current Liabilities (54.841)  (55,944) (58,373) (2,429)
Fixed Assets and Investments 164,748 160,010 155,119 {4,801)
154,634 146,007 155,860 9,853
Funds Employed
Equity 98,521 89,425 99,189 9,764
Bank Loans 54,867 55,301 55,417 116
Long Term Liabilities 1,246 1,281 1,254 (27)
154,634 146,007 155,860 9,853
9. COVENANTS
Jtn-11 Actual Limit /
Covenant
YTD - Variance to Budget $13.3 < ($2.0m)
Bank Loans (net debt) $14.1 $71.7m
Equity $99.2 > $30m
Debt & Equity $113.3
Debt Ratio 12.4% < 55.0%
YTD Interest Cover 7.43 >3.00




10. DEBT POSITION

Jun-09 Jun-io Jun-11
MidCentral District Health Board $m $m $m
Available Bank Facility 71.7 71.9 71.9
Net Debt {(CHFA & Banks) ' 20.0 29.8 14.1
Debt Facility Surplus / (Shortfall) 42.7 42.1 57.8
Reserved Funds 18.7 18.7 20.2
Debt Facility Available 24.0 23.4 27.6

11. CASH POSITION

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

Cash /Investment Summary as at 30 June 2011

$m
Treasury Division 17.3
Funding Division 18.0
MidCentral Health 4.0
Trust Funds - Short Term 0.4
Enable 1.6
Total 41.3

12. RECOMMENDATION

Tt is recommended:

that this report be received

b tf <

Gordon Ngai
Finance Manager, Funding Division

b-25



TO Community & Public Health Advisory
Committee BAnCENTRAL DisTRICT HEALTH BOARD

T Fes Bouore o Ruahing o Toranug

FROM Chief Executive Officer

DATE 26 July 2011

MEMORANDUM

SUBJECT Committee’s Work Programme,
2011/12

1. Purpose

This report updates progress against the Committee’s 2011/12 work programme. It is provided
for the Committee’s information and discussion.

2, Summary

Reporting is occurring in accordance with the timeline, although the scheduled workshop
regarding quality issues will be held over until November.

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

e General Manager’'s operating report
e 2012/13 Regional Services Plan — update re process, timeline and reporting

e 2011/12 Annual Plan
- update re increased immunisation initiatives
- update re centralAlliance initiatives
- update re performance against non-financial performance indicators

e Diabetes pumps: evaluation of follow-up programme

As noted in the report regarding Pharmac, we have invited this organisation to make a
presentation to the Committee. This will form the basis of a workshop for later in the year.

3. Recommendation

It is recommended:

that the updated work programme for 2011/12 be noted.

11

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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