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The Electives Initiative reports on CWDs and discharges targets for the month and year-to-date,
showing the overall performance of MidCentral Health. This is the basis on which MidCentral
Health receives funding.

Both the Health Target and Elective Initiative delivery reports for February 2011 are presented
below.

Health Target Delivery (excludes dental and eardiology)

MidCentral Health continues to achieve its health target delivery year-to-date (YID), producing
3.3% over the target. This equates to 130 discharges ahead of target YID. In February, MidCentral
Health achieved a positive variance of 74 discharges. The month’s performance was underpinned
by high General Surgery, Ophthalmology, Orthopaedics, and Plastics discharge volumes.

Electives Health Target

Month YTD
Numerator: 529 3,897
Denominator: 458 3,774

115.5% 103.3%

Electives Initiative Delivery

MidCentral Health was ahead in cost weighted discharge (CWD) delivery in February 2011 by 20
but remains behind year to date (YTD) by 148 CWDs. MidCentral Health was also ahead of its
discharge target for February by 77 discharges. This is a significant improvement on January
tigures which saw MidCentral behind on both discharges and CWDs for the month. Discharges
remain positive to target YI'D by 231 discharges due to very strong elective throughput in the last
four months.

Figure 16: Elective Surgery Volumes and Discharges — February 2011
CWD Discharges
February | YID February | YTD
Actual 665 5,103 Actual 600 4,542
Plan 645 5,341 Plan 523 4,311
variance | 20 -148 Variance 77 231
3% -3% 15% 5%

Nb: Includes cardiology and dental services and estimates for IDFs from MidCentral residents from all
hospitals. Excludes IDF inflows. Subject to finalisation of NMDS.

MidCentral Health is currently ahead of target in planned delivery of local CWD’s. The 148 CWD
deficit sits with elective Inter District Flow (IDF) volumes.

MidCentral Health is currently compliant on all its Ministry of Health Elective Service Patient Flow
Indicators (ESPIs). The ESPIs demonstrate the extent to which DHBs are meeting the
Government’s targets in respect of patient flow processes.

There has been a request from the National Health Board to all DHB'’s regarding elective surgery
following the Christchurch earthquake.

It is estimated that up to 4000 discharges may not be delivered as a result.
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This proposal asks that South Island DHBs explore options to provide surgery for Canterbury
people and that North Island DHBs concentrate on providing extra surgery to their populations to
enable the national target for elective surgery to be achieved.

For MCH our indicative share has been identified as 170 discharges over and above our planned
levels and does not include surgery completed above planned levels prior to 31 March 2011.

MCH is currently evaluating our ability to deliver the additional 170 discharges.

8. HUMAN RESOURCES UPDATE

Figure 17 Negotiations underway/commencing:

Agreement Status Expiry Date
Senior Medical Total FTEs 129 30 April 2010
Officers Bargaining with ASMS has reconvened in February, with discussion around

scenarios for a potential new salary scale. DHBs have responded to non monetary
items and negotiations continue.

Resident FTEs 114.50 31 December
Medical Officers 2009

A number of DHB/RDA Interest Based Bargaining (IBB) sessions have been held
with facilitation provided by the Department of Labour’s Partnership Resource
Centre. Reports from the sessions are that the meetings have been constructive
and useful. The proposed way forward now is to re-enter traditional bargaining,
building on the IBB discussions. Bargaining is set to recommence on 21 March.

Apex FTEs 30 September
Psychologists Bargaining has commenced with a focus on continuing professional development | 2010
and coverage of the MECA. Negotiations are next set down for 17 March.

o. OTHER ITEMS
9.1. Care Capacity and Demand Management (CCDM) Programme

As reported to the Committee in February, MidCentral Health is extending its ability to forecast
hospital based demand, and manage its resources (capacity) to meet the demand - it’s called the
Care Capacity and Demand Management Programme. This was officially launched on 22 March

2011.
The objectives of the programme are:
- forecasting demand, and then establishing the base resources that will match the demand

- managing the variance between demand and capacity.

The former of these two takes a longer term view of demand. Whilst we already apply some of this
rationale around our planning eg Christmas, major projects etc, it will bring a regular and
continuous discipline to our processes. This should then drive changes to our resources/capacity to
meet the demand. Again, this is already occurring, but without such developed information sets as
will be available in the future.

The end result is that we will improve the alignment of our staffing to the needs of the patient. Both
groups will benefit.

Also, we will have a planned approach to resource changes meaning added efficiency in delivery
costs.
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9.2.  MidCentral DHB Christchurch Earthquake Response

MidCentral DHB Emergency Operations Centre (EOC) has been fully activated in response to the
Christchurch earthquake, since 22 February, as required under a code Red notification from the

Ministry of Health.

The National Health Coordination Centre (NHCC) is coordinating the deployment of staff to
Christchurch from other DHBs. Staff requests are updated daily through direct email or WebEOC.
The MidCentral DHB Incident Management Team (IMT) is meeting daily to assess the information
and provide support to Christchurch as appropriate. We have currently either deployed or will be
deploying in the next few weeks, twelve staff to Christchurch. Staffing requests are expected to
continue over the next few months.

Long term planning is currently a focus for the IMT with prioritisation on MDHB business as
usual, factoring in required resources if a major event should occur in our region while ensuring a
level of support is provided for Christchurch.

The NHCC has now downgraded all DHBs except Canterbury, to a Code Yellow to lessen the
reporting requirements and ensure continuance of business usual.

9.3. Rollout of the National Medication Chart (NMC) throughout MidCentral
Health

MidCentral Health is currently on track to successfully rollout the new national medication chart
throughout the organisation on 4 April 2011 and MidCentral DHB will be the first in the country to

roll out the new chart.

Much of the benefit of having a national medication chart in terms of patient safety comes from
standardisation in the design. Health professionals routinely move between hospitals as part of
their training and career advancement. A standardised chart allows for undergraduate training to
incorporate education on the national medication chart and its use. A national training package can
be developed to allow education for non-New Zealand trained health professionals entering the
New Zealand hospital system. Additionally there will be reduced duplication of effort in designing
medication charts. The key objectives of the NMC rollout are:

i.  Standardised medication charts within MidCentral Health and nationally

ii. Reduction in medication incidents and improve patient safety

iii. Promotion of best practice charting

iv. Improved prescribing practice by standardising data fields prior to e-prescribing
implementation.

Training sessions on the new chart have been offered to all clinical staff and training sessions, both
group and one-on-one will continue to be offered over the coming months to ensure the new chart

is successtully bedded into practice.
9.4. Dietician Prescribing

As reported previously, the Ministry of Health and PHARMAC announced last year that dieticians
are now able to prescribe (for supply) special foods and some vitamins and minerals.

Spotless (who employ the dieticians working within MidCentral Health) supported four dieticians
in the areas of Paediatrics, Surgical, Renal, Oncology, and Outpatients to attend training to enable

them to become dietician prescribers.
The dieticians have submitted their registration and have have received confirmation that they can
now prescribe as an extension to their Scope of Practice and an endorsement to their Advanced

Practice Certificate (APC).
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9.5. MidCentral Health / Whanganui DHB Gynaecological Surgery Initiative

An additional 150 discharges have been included within the MCH Elective Initiative Plan. This was
a joint initiative between MCH and Whanganui to provide an additional 150 women from the
MDHB access to receive their surgery at Whanganui Hospital. The gynaecology volumes that are to
be undertaken by Whanganui DHB were phased into the plan from 1 October 2010, however this
work did not actively commence until December 2010, following recruitment to the 4% Obstetrician
& Gynaecologist position at WDHB.

To ensure this initiative was supported MCH have worked closely with the Elective Services
Manager at WDHB around the process and timing of referrals to enable WDHB to plan delivery of
these volumes. WDHB requested that referrals were sent across on a monthly basis to enable
clinical staff to progressively review notes and assess patients for surgery. As at the end of
February 2011, 90 women from the MidCentral DHB District have been referred to Whanganui
Hospital for surgery. Of the 9o referrals sent to Whanganui, 10 have been declined as not suitable
and a further 13 women were identified as no longer requiring the procedure. Sufficient referrals to
achieve the 150 discharge target will be with WDHB by the end of March 2011.

Twenty-nine women have had their gynaecology procedures completed to date at WDHB with a
forecasted total of 51 by end April 2011. This requires a further 99 women to receive their
procedures in the last quarter of 2010/11. WDHB have indicated that 9o procedures in total are
achievable. If these volumes are not fully achieved by year end, the revenue is at risk. This revenue
was not included in the budget for MidCentral Health as any revenue earned is to be paid directly
through to WDHB. This is a one off initiative for 2010/11 and it is our understanding that any
potential shortfall in these volumes cannot be carried over for next year if they are not delivered.

9.6. RCTS Update

Medical Oncology

Efforts continue to recruit to the two vacant medical oncologist positions. Two candidates are in
the final stages of the recruitment process. Two further applications are under active
consideration, in addition to consideration of candidates for short term locum positions.

The current locum finishes in the week ending 8 April 2011. This has allowed our medical
oncologists to take much needed leave over the summer period. We are also

commencing recruitment to a fixed term medical officer position for Hawkes Bay, to provide
supervision of treatment and ease pressure on current staff until such time as we have a medical
oncologist based at Hawkes Bay District Health Board.

We continue to ensure that referrals are processed with care and attention to their clinical priority,
clearly there is an ongoing impact on our remaining clinical staff working with reduced numbers of
medical oncologists. Notwithstanding that, we continue to deliver services in excess of target year

to date.

We have submitted an application to the Ministry of Health for one-off funding to support a
Medical Oncology Development Plan, along the lines of the Radiation Oncology Development Plan
that has supported proven service improvement in the past two years. The development plan looks
to the medium term to enhance service capability and capacity, and strengthen organisational and
clinical systems. Every opportunity will be taken along the way to make incremental improvements
to service delivery. Preliminary feedback from the Ministry of Health is supportive.

Linac Project

Following Board approval of the business case for the new Linac, negotiations are underway with
Siemens over the terms of sale. The detailed design for the bunker is being finalised in preparation

for tender.
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A robust project management plan is in place to support the building development, machine
installation and commissioning, along with the maintenance of service delivery throughout. We
are conscious of our obligations to continue to achieve the waiting time target until the new
machine is in place. Within this wider project plan contingency arrangements will be made to
manage the inevitable surges in demand or other unplanned events that could otherwise jeopardise
our ability to maintain 100% achievement.

9.7. Radiology

As reported last month, radiology services have made some changes to CT and ultrasound
sessions, and after-hours arrangements. The changed arrangements have been put in place to
support clinical prioritisation and ensure that urgent work is attended to within appropriate
timeframes. All plain film, barium procedures, and mammography services continue as usual.

We are continuing to utilise locum staff wherever possible, and recruitment efforts continue. A
number of radiologists have been interviewed in the past month with offers out for a range of
short and longer term appointments.

Agreement has been reached with Broadway Radiology for them to provide community
referred ultrasound services, whilst our existing staff are trained and remaining vacant
positions are recruited to.

9.8.  Regional Urology Service

The Regional Urology Service between Whanganui and MidCentral Health was implemented on 7
February 2011.

As agreed, a regionally focused urology service will operate from MCH. A urologist will be provided
to meet the other DHBs’ contracted volumes.

Whanganui DHB owns their own elective urology volumes excepting complex cases, many of which
are already referred to MidCentral historically. These major urology cases include patients
requiring nephrectomies, cystectomies and some radical prostatectomies.

The regional urology service means that the costs of a urologist has been shared between Wanganui
and MidCentral DHBs and has provided the capacity to sustain delivery of service to meet current
demand across the region.

The regional service improves efficiency by creating economies of scale and through greater
flexibility in the use of resources. It also creates equitable and appropriate access to an effective
urology service across the region.

Twice a month a urologist is scheduled to travel to Wanganui to provide a urology service. One
week this involves a two day stay the next it is a three day stay. This configuration has resulted in
the ability for outpatient sessions to be fully utilised and for regular scheduling of a theatre session

at Wanganui.

The overnight stay means that the urologist is available on call for any post op concerns, and for a
post op ward round in the morning,.

The General Surgeons at Wanganui will provide on site, acute cover. The urologists are available
via phone if required for advice.

Currently complex patients are transferred to Palmerston North Hospital as required. More
complex surgery has historically been undertaken at Palmerston North Hospital. However the
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regional urology service provides opportunities in the future to undertake more complex urological
cases on site at Wanganui.

9.9. Paid Car Parking at Palmerston North Hospital

Paying for parking on-site at Palmerston North Hospital is now underway. Some delays were
experienced in the first few days due to vandalism and people becoming familiar with the
automatic payment machines. However, parking staff have been on hand to guide and assist in

these situations.

To date approximately 60% of staff have chosen one of the paid parking options.
9.10. Additional Oral Maxillofacial Surgical Support

Mr Wayne Gillingham commenced providing oral maxillofacial services at MidCentral Health on 15
February 2011. Two sessions have been provided since that date.

This service is provided on a fortnightly basis and includes outpatients and theatre sessions as
clinically indicated. Feedback from the oral surgeons and senior dentists is that they are clinically
benefiting from improved access to oral maxillofacial expertise on site.

With the provision of an oral maxillofacial service at MidCentral Health the need to send patients
to Hutt has reduced. This was identified as one of two key objectives of this proposal; the other
being to provide support for existing clinical staff.

These objectives are being realised. For example a complex OMF surgical procedure has been
undertaken on a patient who previously would have been sent to Hutt Hospital for surgical
intervention, benefiting the patient and MidCentral Health.

The cost of these new arrangements is offset by a reduction in the IDF outflow to Hutt DHB.

In addition, relationships with other clinical groups such as ENT are being established.

9.11.  “April Falls” Day

Almost five people a day are admitted into Palmerston North hospital or ED as a result of a fall.
MidCentral Health is preparing to launch a falls awareness campaign throughout MidCentral
Health to prevent/reduce falls at MidCentral Health and within peoples’ own homes. The campaign
is called “April Falls Day” and will be on 1 April.

Members of the Falls Action Group within MidCentral Health will be setting up three stalls
displaying information about falls prevention throughout the organisation. Two of the stalls are
targeted to the general public. These stalls will be located in the front entrance of the hospital and
in the main STAR foyer. A further stall will be set up in the staff café. A Tai Chi session over
lunchtime will be available for staff on the day.

9.12. Dental Services for Ex-Kimberley Residents

As reported previously, MidCentral Health has increased its capacity through the
establishment of an additional dental theatre session at Palmerston North. This is used for
people with intellectual disability (ID) only and is held on a fortnightly basis. Around 3-4 cases
are seen each session. (NB: This session is timed for a relatively quiet period of the week so as
to minimise environmental issues for this group of patients and to reduce the impact on other

patients.)
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The mobile surgical bus visits Horowhenua Hospital every five weeks. MidCentral Health
continues to allocate 3-4 people ID dental cases when this facility is allocated to dental

services.
As from 17 March 2011, twice monthly GA sessions (day long) will be held at Horowhenua

Health Centre. Approximately 6-8 patients per session will be accommodated (or 12-16 per
month). The first session at Horowhenua was held on 17 March. For this session five patients

were treated.

Feedback from the MCH team indicates that the session went well and was effective in
providing a safe, appropriate environment for this group of patients.

This is in addition to utilising the additional theatre sessions provided at MCH and the surgical
bus.

9.13. Joint Appointment: Co-Clinical Director, Emergency Department

There has been a joint appointment of Drs Helen Cosgrove and David Hill to the position of Co-
Clinical Director, Emergency Department.

Dr Cosgrove has held this position since October 2005. However she recently decided to reduce
her involvement in this role, and we have been successful in appointing Dr Hill to job share the
clinical directorship with her.

Dr Hill has been working in ED since February 2007, and is looking forward to taking up this role.

Both clinicians will continue with their current clinical commitments.
9.14. Primary/Secondary Integration — Workshop for Doctors

On 14 March Dr Ant Gear, Chief of Medical Staff, hosted a very successful meeting of primary and
specialist medical staff. The meeting was held in the Hall at the Education Centre and was very
well attended by a good cross representation of both specialists and GPs. Presentations were made
by Dr Dave Ayling (history and development of primary care), Craig Johnston (role and function of
the Funding Division) and Dr Bruce Stewart (an update on the Better, Sooner, More Convenient
Business Case). There followed discussion around the following four key themes:

i.  Direct communications, referrals, clinic letters
ii. Shared electronic records

iii. Education

iv. Networks, Clinical Pathways, Guidelines

This was a very positive meeting. It highlighted that on some issues primary and specialist
clinicians have different perspectives/priorities but that all were in agreement on the need for
communication and collaboration between primary and specialist services.

NAAA AAAA -

Murray Georgel
Chief Executive

APPENDICES TO OPERATIONS REPORT

Appendix 1 Customer/Patient Performance Scorecard Summary

Appendix 2 Financial Performance Scorecard Summary

Appendix 3 Internal Process and Operations Performance Scorecard Summary
Appendix 4 Organisation Health and Learning Performance Scorecard Summary
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MidCentral Health Scorecard Appendix 1
Customer/Patient Performance Summary ( 1 — 28 February 2011)
MicdCentral Health Scorecard Report Period: 1to 28 February 2011

Customer Patient Month ¥TD Target

% complaints responded to within 15 woatking days TRIN : : = 80.00%
% of inpatierts who develop == one pressure ulcer during 0.94% Q3 7% =1.00%
their admission
% patients discharged without incident EERLtE g = 97.50%
% Patierts waiting Ionger than six months for their FSA 7 BS% A = 5.00%
% Patients who were acute resdmissions within 28 day of 78T % 9.019% = §50%
previous discharge (relsted DRG)
% Unplanned returns to theatre within the same admission 0.70% =1.00%
Bacterasmia rate per 1,000 inpatients 1.5 22 =250
Patierts Overall Satisfaction 86 529% BY.87% = 85.00%
Triage 1 Wait Times 100.00% 100 .00% 1
Triage 2 VWait Times 51.10% H315% = 50.00%
Triage 3 Wait Times B3 57 5% =R = 75.00%
Figure 1: Overall Patient Satisfaction Rate Figure 2: Occurrence Rate of Selected
gu gu
Incidents
Overall Patient Satisfaction Rate, to February Occurrence rate of selected incidents per 1000
2011 bed days, to February 2011
95.0%
90.0% -
- g — =
@ -
5 85.0% S
®
m ————————————
80.0%
75.0% ' o ’ 35 a 5§ > o ¢ a = > c
> 5o > 3 O 8
2328828882883 3288288885883
—— e 2009/20D e 200/201 TREND Month
anungioacn: 200/ 201 TARGET e 2009/ 200) e e 200/ 20MTREND
— — UCL — — oL e 200/ 2011 TARGET B

Figure 3: Emergency Department Volumes

Comparison of ED Volumes, from July 2008
(Projected to end of 2010/11)

2200 B e e IS S

Number of Presentations
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S S
QO
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%
i

S oo P oz 8 £ 8 5 = > &

3258285882858 83
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v 2010/ 11 e e D/ 11ProjecCted
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MidCentral Health Scorecard Appendix 2
Financial Performance Summary (1 — 28 February 2011)

Financial Month ¥TD ¥TD Target Projected Year

End

Budget variance ($000) - Expenses $595 680 $3.975,564 %0 $0
Budget variance ($000) - FTEs £ 0 0
Budget variance (0007 - Operating Surplus / (loss) F2 276 65y FEAE7 185 30 §0
Budget variance ($000) - Revenue F1.681,219 $1,191 620 30 30
Clinical Supply Costs fHSRevenue 1227% 1217% 12.68% 12.87%
Costs per bed day P54 F551 $477 $476
Heaith Service Revenue 7 FTE $12.213 Fog 488 §47 465 §71.789
Personnel Costs as a Proportion of Tatal Expenditure 50.84% 57 B9% 57.73%
Personnel Costs fFTE [R171 F56 245 $25,100 MEA

Figure 1. Performance Against Provider Arm Volume Schedule ($ value YTD)
Percentage _YTD Variance to Plan, from July YTD Variance from target volumes of elective
? . 2009 (Price Volume Schedule - $ Value) 7000 - surgery discharges
5 6000 -
9 2 5000 -
g 3 4000 -
(%]
s % 3000 -
=
S ol 2000
-1 1000 |
:%: o=
— — o o o o o o - — - - v
5 2 & 8 3 8 § 3 B 5 T < T I OYTONOYT YT OTOST IY
S 2806248385 ¢2 8 8 3 3 2385385858 5585
Month YTD 2 . O 2z a 5 b = I 3
& Total MCH (%) 2009/ 10 8 Total MCH (%) 2010/11 wg--Actual YTD  —#— Target YTD.

Refer to other parts of this report for information regarding financial performance.

Page 20




C-2

MidCentral Health Scorecard Appendix 3
Internal Process and Operations Performance Summary (1 — 28 February 2011)

Internal Process and Operations

% Bed day usage & S g 85.00%
% ED patientz diacharged within § hours o4 48% a5 20% = 95 (0%
% of patients who did not sftend hooked cutpatiert cfinic Ercs 70 = 7.00%
sppoirtment

% of target elective surgery discharge volumes delivered 106.29% = 100.00%
% Petients (Elective & Arranged) admitted on the same day = 90.00%

23 SUrgery
% Patierts given a commitment to treatment but not treated PEE MI&, = 5. 00%
swyithin &ix morths

% Patients waiting = B weeks for Radigtion Cncology = O2.00%
Trestment at MOHE Cancer Centra

Acute inpatient Lenath of Stay (davs) = 4.00
Beddays per cazevweight = 3.50
Day case surgery as a progortion of total elective and = B0.00%
arranced surgery

Elective and Arranged Inpatient Length of Stay (days) 443 418 = 3.50
Oczurrence rate of selected incidertz per thousand bed 595 £.44 = 4.00
cavs

Performancs to cordract ratio 105 1 =1 .00
Proportion of hospitalized smokers provided with help to quit BlL7a% 65 37% = 90.00%

Figure 1: Average Length of Stay (ALOS) Figure 2: Outpatient Clinic (clinician only)
Attendances — DNAs

Average Length Of Stay (daycase inclu'sui'\'/e)‘ - .
2008/2009 - 2010/2011 Percentage of Booked Outpatient
5.00 Appointments Not Attended (DNAs) 2009/2010
0.00% -2010/2011
2]
> 4.50 -
S g 800%
o 400 S eoo%
(@] c
3 8
< 350 5 400%
o
2.00%
3.00 :
3 v 2 9% 3 8 58 8 5 & § 0.00% -
- 3 @ [e) o 3} o 3 a © =3
<@ 205 L=<z Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Ju
s 2008/2009 o mons 20D/20MTREND M
e 2009/200 wnsongwssas 200/2011 onth
TARGET ) | 2009/200 EEEEIEN201/201 mewesseesesen TARGET

Refer other sections of this report for information regarding health targets including help for
current hospitalised smokers to quit, radiation oncology wait times and elective surgery volumes.
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MidCentral Health Scorecard Appendix 4
Organisation Health and Learning Performance Summary (1 — 28 February 2011)

Crgandsational Health and Learning

% zick leavwe rate ] 0%
W statf stability rate 04 89% 95 34% = 95.00%
o staff turnover rate (volurtary) ave per month (LBESS 0.B4% =1.00%
% statt with leave entitlement in excess of two yrs 10.85% M8, = 5.50%
Wiorkplace injuries per million howrs vearked, Y TD 0 &.54 « 700
Figure 1: Staff Vacancies Figure 2: Staff Sick Leave Hours
Staff V;%:Fc'e:sby Statr: Group - Staff Sick Leave Rate - Annual Comparison,
ollin months
70 9 to February 2011
s " . % 6.0%
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o 40 R*
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Figure 3: Workplace Injury Rate per Million Hours
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TO Community and Public Health Advisory
Committee
Hospital Advisory Committee

FROM Mike Grant
General Manager, Funding ME [\ 0 RAN DU M

DATE 23 March 2011

MiDCENTRAL DISTRICT HEALTH BOARD

Te Pae Hauora o Ruchine o Tararua

SUBJECT Cardiology Landscape Report

Purpose

The purpose of the Cardiology Landscape project was to complete an assessment of
cardiology service provision across MDHB and deliver a report for internal planning,
funding and investing purposes.

Summary

The landscape project identified that the issues for cardiology services are significant
and lie across the continuum. The major finding was that improvement in cardiology
outcomes is less than that being achieved nationally — MDHB is an outlier.

Resources alone will not improve outcomes and new ways of working will be crucial. It
is important that the proposed investment is made within a framework of clinical
governance to ensure an integrated practice model of care, that the service providers

work together to ensure that resources are targeted appropriately and that the
effectiveness of service provision is evaluated.

Recommendation
It is recommended:

that this report be received.

COPY TO: Corporate Services
Heretaunga Street

P O Box 2056

Palmerston North

Phone +64(6) 350 8912

Fax +64(6) 355 0616
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The purpose of the Cardiology Landscape review was to complete an assessment in
response to concerns raised internally and also regionally and nationally that the level
of cardiology service provision at MidCentral Health might be inadequate. Intervention
rates for cardiology procedures and cardiac surgery are monitored nationally and it was
pointed out that these had been low over time and needed to be raised.

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

Recognising that interventions occur at the end of the patient pathway, MDHB
commissioned a continuum wide assessment of cardiology service provision and related
health outcomes across the district. The assessment used approaches developed
nationally (MoH led Diabetes and Cardiovascular Quality Improvement Plan) and
regionally (Key Performance Indicators published by the Central Region Cardiac
Network). This was supplemented with the views of service providers and stakeholders.

The project was undertaken between October 2010 and January 2011. The Project
Sponsor was Mike Grant, GM Funding and Corporate Services and oversight was
provided by a steering group made up of primary and secondary service clinicians and
managers. Dr Mark Beale, Clinical Leader Internal Medicine chaired the group. Dr
Mark Simmonds, Head of the Cardiology Department at Capital & Coast DHB and
regional Clinical Director of Cardiology received all project information.

About 50 stakeholders across the district were interviewed during the project and many
others provided information, most notably other DHBs and the Ministry of Health.
Examination of data and analysis was a significant part of the project involving multiple
data sources and organisations.

The draft report was received by the steering group early February 2011 and circulated
to a group of stakeholders on 16 February with a two week feedback period comment.
One response was received. The response emphasised the importance of timeframes for
action, regional service provision and ensuring services are functioning better before
considering the introduction of PCI.

Solutions require significant investment into planning, people and infrastructure. The
MidCentral Health cardiology service in particular has not been developed and the size
of the department and the facilities are less than adequate for service provision. This
affects the ability to attract specialist staff and achieve the critical mass necessary to
provide services at an appropriate level. This was also a finding in previous reviews.

Providing services regionally, particularly for the Whanganui population is strongly
promoted by the regional Cardiac Network. This will be possible once the capacity at
MidCentral Health is increased. As well as providing benefits for Whanganui such as
better support for physicians and providing services closer to home, this will also
improve cath lab utilisation and cost effectiveness.
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At a high level, MidCentral will need to invest $1.2m per annum to upgrade the
Cardiology Service in line with the recommendations. Management has provided for
this increase in the 2011/12 financial year effective from the fourth quarter. The full
impact of the investment will occur in the 2012/13 financial year. Management has not
included the inter district flow (IDF) revenue/expense in the financial modelling. In the
short to medium term the IDF situation should improve the financial situation. This
will be achieved by an increase in revenue from Whanganui and a reduction in outflows
to Capital and Coast. Once the new service is bedded in, management will update the
Committee on the opportunities to improve the financial viability through the IDF

ke Grant
eneral Manager, Funding
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Hospital Advi C ittee
TO Hospital Advisory Committe CENTRAL HEALTH

FROM Nicholas Glubb, Operational Director
Specialist Community & Regional Services

DATE 23 March 2011 MEMORANDUM

SUBJECT Horowhenua Health Centre -
Operating Position

Purpose

This paper has been developed to provide an update on both service development and
the sustainability of Horowhenua Health Centre (HHC). It provides information
regarding financial performance and service delivery for 2009/2010 financial year,
2010/2011 year, including a year end forecast and the budget for 2011/2012.

Executive Summary

MidCentral Health services continue to be delivered at the Horowhenua Health
Centre (HHC) according to plan and within budget, balancing the cost effectiveness
of local service delivery with the needs of the local population. Previous levels of
service delivery have been maintained, with the recent introduction in March 2011 of
Intellectual Disability Dental General Anaesthetic sessions, and the Child and
Adolescent Oral Health Service commencing at the Centre in April 2011.

The proposed budget for the 2011/2012 financial year reflects a continuation of the
current levels of activity, with a slightly better financial position budgeted for 2011/12
than 2010/11.

MidCentral District Health Board (MDHB) and Central Primary Health Organisation
(CPHO) have achieved improvements with services operating from HHC. One of the
strategies has been to develop a large, well resourced practice at the health centre
that can act as the foundation for the expansion of general practice capacity. A new
nurse-led general practice team has been established to provide cover for the people
on the General Practitioner waiting list. After-hours services have been improved, as
have ambulance services with the new urgent care paramedic service.

The Better, Sooner, More Convenient (BSMC) business case’s first initiative is the
creation of Integrated Family Health Centres (IFHC). Horowhenua Health Centre is
one of these centres. In addition new services are being developed, e.g. the
community based Health of Older Persons team and the new acute demand services
(single point of access for after hours care, Urgent Care Paramedic Service and
additional District Nurse resources to provide acute after hours care) under the
Hospital Avoidance Programme (HAP).

Recommendation
It is recommended that

this report be received

N M

Nicholas Glubb Lyn Horgan Craig Johnston
Operations Director Operations Director Portfolio Manager




¢29

1. BACKGROUND

Since the establishment of the new Horowhenua Health Centre, financial analysis has
been undertaken to ensure that the most effective services are delivered to the people
of Horowhenua/Otaki in the most efficient manner. In previous reports comparisons
were made with the 2003 Business Case, and subsequent financial year budgeted and

actual results.

Following the September 2009 HAC paper, further reports were requested to focus
on an accurate analysis of HHC against budgeted resources, as it is currently
configured with the existing levels of service delivery.

Financial information in its entirety for the services provided by MidCentral Health
at HHC are compiled in a virtual sense as services are managed as part of the relevant
“line”, e.g. Horowhenua/Otaki maternity services are part of the wider Women’s
Health Service. This arrangement provides benefits in terms of managing the
continuum of care and clinical governance but does present a challenge as the HHC
does not operate as a business unit in and of itself.

In 2009/2010 as part of the financial recovery programme MDHB conducted
financial service reviews across the organisation. As part of that programme a service
reconfigurations was proposed for the Assessment Treatment & Rehabilitation (ATR)
beds at HHC, were the service provided was to be reclassified as general
purpose/rural inpatient. While changes were made to the level of funding for the
service, following careful consideration MDHB made the decision not undertake the
service reconfiguration and continue status quo service delivery at HHC.

Work continues to be progressed with primary care, the community and staff to look
at the future of the HHC, with the focus moving to support the development of an
Integrated Family Health Centre (IFHC) at HHC. This will see improved integration
between the HHC and primary care. Currently several organisations, including
MidCentral Health, work from the HHC but operate very separately, with their own
information systems, booking systems and staff. An IFHC will have shared systems,
including management, administration, clinical records and clinical governance.
Increasing facility utilisation has been a high priority along with supporting increased
general practice within the facility.

2. FINANCIAL COMMENTARY

Table 1 below is provided to demonstrate the financial performance of Horowhenua
Health Centre for the 2009/2010 financial year (actual versus budget) and the
current financial year (year end actual forecast verse budget). The 2011/2012
financial budget is also included, with a slightly better financial target than the 10/11

budget.



Table 1: Financial Performance

Hbrowheknu‘a Health Centre - Statement QfFinancial Pérform ance
2009/10,2010/11 & 2011/12 Financial Years

2009/10 2010/11 2011/12
Actual Budget. Forecast. Budget Budget
Revenue
DHB Funded $4,899 $4,933 $2,093  $2,133 . $2,233
ACC Funded $914: $823 $511 $620 $631
Other $249 $257 . $269  $221 $313
TOTAL Revenue $6,062 $6,014 = $2,874 $2,974 $3,177
_ Expenditure
Personnel $3,821  $3,803 $3,720  $3,815 $3,798
Outsourced $144 $139 $126 $150 $150
Clinical Supplies $247 $239 $194 $228 $235
Infrastructure , $2,643 $2,747 $2,789 $2,942 $2,909
Total Expenditure B $6,854 $7,019 $6,829 $7,135 $7,091

Operating Surplus/(Deficit) - before adj.’ (8792) (81,005) (83,955) (84,160 _ (83,914

,‘Add Recoveries (Community + MH) k $529 ‘$549‘ $558 $‘588 $582

Operating Surplus/(Deficit) ($264) ($455) ($3,398) (83,573) _($3.333)

Please note:
. the 2010/2011 forecast is based an extrapolation of the YTD actual to
February 2011.
. Corporate overheads are not allocated to the facility, rather to each service.

2.1. Contribution

The contribution in 2009/2010 was a deficit of $264k which was $191k or 42%
favourable to budget result. This better than budget position was a result of slightly
higher revenue than budgeted and contained expenditure.

The budgeted contribution for this current financial year (2010/2011) is a significant
deficit of $3,573k. This change from the previous year predominantly is due to the
change in purchase units from ATR to general purpose/rural inpatient beds, reducing
revenue associated with the HHC. Purchased ATR beddays decreased by 4,826(paid
at $690 per bedday) with a resultant increase in the Rural Inpatient general purpose
beddays to 6,416 paid at $157 per bedday. The efficiencies, which were part of the
financial recovery programme for MDHB, were anticipated in this current financial
year. However, following MDHB consideration and the support of the National
Health Board the reconfiguration of inpatient beds was deferred.

The forecast contribution for 2010/2011 is expected to be favourable to budget by
$175k or 5%, albeit it remains a deficit result of $3.3m.

2.2, Revenue

As mentioned, revenue for STAR 4 was reduced this financial year with the change in
purchased services from ATR to general purpose/rural beds.

In addition ACC revenue has reduced, as a consequence of a reduction in the number
of approvals for extensions of care under the ACC non-acute inpatient contract.



‘Other’ revenue is for rentals which are contributed to by (but not limited to)
Compass, Horowhenua Health, Tararua Pharmacy, Bay Audiology, Medlab, Denture

Care, PN Xray.

2.3. Expenditure

Expenditure for 2009/2010 was $165k or 2% better than budget. This was
predominantly within infrastructure and due to laundry and meal costs being less
than budgeted.

The year end forecast position for 2010/2011 is also under budget by $306k or 4%,
with all areas returning a better than budget result.

There is potential for the 2011/2012 budget to change prior to July 2011 as the ‘700’
codes (e.g. meal, laundry, IT costs) have yet to be fixed.

2.4. Recoveries

The financials are costed on the basis of taking into account the funding and
associated costs of the services operating out of the facility, with the exception of
Community Mental Health, which are ring fenced and have been treated on a
recovery basis, which is consistent with previous costings.

3. THROUGHPUT

A comparison of production outputs is shown in Table 2, comparing the 2009/2010,
2010/2011 and 2011/2012 financial years (actual and budget). It should be noted
that these are the key services delivered by MidCentral Health at HHC, being easily
identified through the Provider Arm Schedule as dedicated to Horowhenua. In
addition there is an extensive list of outpatient services delivered from other Service
Lines, e.g. Mental Health General Adult, Community & Support services, Dental, etc.
Please refer to Appendix 1 for a list of services available. What is delivered at HHC is
a sub-set of MidCentral Health's overall service delivery.

The following information is consistent with that provided in previous reports.

Table 2: Production Qutputs

Horowhenua Health Centre - Com parison between the Production Qutputs

2009/10,2010/11 & 2011/12 Financial Years

2009/10 2010/11 2011/12

Actual Budget Forecast Budget Budget

HOP214 - ATR Inpatient 6,194 . 5,366 o] o o)
DSS214 - ATR Inpatient < 65's 109 193 165 174 174
RU104 - Rural Inpatients 291 200 5,939 6,416 6,416
Sub Total 6,594 5,759 6,104 6,590 6,590
Wo02007 - Labour and delivery in a primary maternity facility 125 88 126 88 113
Wo02008 - Postnatal stay in a primary maternity facility (mother) 166 90 136 90 117
‘Wozo10 - Labour, delivery and postnatal stay in a primary facility 37 91 50 91 44
Sub Total 328 269 312 269 274
AH01003 - Occupational Therapy 356 285 339 367 376
AHo1005 - Physiotherapy 983 687 717 707 755
AHo1007 - Social Work 134 140 96 89 116
HOP2004 - Needs Assessments 63 90 69 49 49
HOP215 - ATR Outpatient - Clinics 1,481 594 1,177 1,143 1,165
HOP217 - ATR Outpatient - dom ass. & ed sessions 949 941 958 889 1,000
Sub Total 3,966 2,738 3,356 3,243 3,461
ACCNon Acute Bed Days 1,363 1,540 902 1,094 1,112
TOTAL 12,251 10,306 10,674 11,196 11,438




3.1. Inpatient Services

3.1.1. ElderHealth

The change from ATR services (HOP214) to general purpose/rural services (RU104)
is reflected in Table 2. While the overall targeted throughput has increased, the
associated revenue has decreased. Reduced demand for STAR 4 beds is reflective of
the lower bed occupancy throughout Palmerston North Hospital.

As previously mentioned, ACC Non-Acute throughput has dropped, as a consequence
of a reduction in the number of approvals for extensions of care under the ACC non-
acute inpatient contract. This has reduced the contracted beddays able to be claimed.

3.1.2. Maternity

The maternity unit in Horowhenua has on average 160 births per year. Of these
approximately 30 per year are transferred to Palmerston North. Conversely there is
an average of 100 patients per year that transfer to Horowhenua following delivery at
Palmerston North. Of note is that the Horowhenua maternity facility has achieved
and maintained Baby Friendly Hospital Initiative accreditation.

4, STAFFING

The below table reflects the FTE required to provide the services at HHC. Staffing
has remained relatively constant with little change.

2009/10 2010/11 2011/12
Actual Budget . Actual Budget. Budget

By Staff Type ‘ ‘
Specialist Medical Officers 060 0.60  0.50 0.50  0.50
MOSS ; ‘ 3.85 3.73 __ 3.47 3.73 3.08
Medical Personnel 4.45 4.33 3.97 4.23 3.58
Senior Nurse , 1.69 1.93 1.81 1.93 1.93
Registered Nurse 14.67 13.99 13.31 13.50 13.68
Enrolled Nurse 8.59 9.93 8.58 9.13 9.28
Midwives 5.87 5.55 5.21 4.93 5.08
Health Care Assistants 3.42 3.50 3.72 3.56 3.64
Nursing Personnel 34.24 34.90 32.63 33.05 33.61
Physiotherapists 1.23 1.23 2.00 2.00 2.00
Assistants 1.77 1.77 1.88 1.88 1.88
Occupation Therapists 1.80 1.80 2.00 2.00 2.00
Social Workers 1.00 1.00 1.00 1.00 1.00
Allied Health Personnel 5.80 5.80 6.88 6.88 6.88
Manager ; ; 0.56 0.50 0.46 0.50 0.50
Admin, Clerical ~ 1.53 2.33 1.03 2.33 1.17
Admin/Management Personnel 2.09 2.83 1.49 2.83 1.67
TOTAL 46.58 47.86 44.96 46.99 45.74




4.1. STAR 4 Medical FTE

The STAR 4 inpatient setting is staffed by two medical officers 8 hours a day Monday
to Friday. In addition to this they provide on call cover 24/7 and in accordance with
the MECA should only be on call for one night in every four and one weekend in every
four.

4.2. Rostered Nursing/Care Assistant/Charge Nurse Fte

There has been a change in purchase units for the 24 bed inpatient ward from ATR
beds to general purpose/ rural beds. This has resulted in a significant decrease in
purchase unit price from $717 to $156.

While there has been a change in the purchased beds affecting funding, MDHB
agreed at the time to continue providing the same level of service delivery. This has
meant that while the beds are funded at a different level, patients are provided with
ATR level of service if appropriate.

The nursing roster for STAR 4 includes Registered Nursing, Enrolled Nursing and
Health Care Assistants. The nursing ratios, including health care assistants, are
largely worked on a 6:4:2 (am: pm: night shift) roster for 24 beds. There is a Charge
Nurse who works eight hours a day, Monday to Friday. There are no other senior
nursing roles on the site, with other senior nursing functions being supported from
Palmerston North Hospital as required.

Compared to STAR 2 (Palmerston North Hospital) the nursing staff levels in STAR 4
are consistent and at a slightly lower level, in keeping with patient complexity. It
needs to be noted however that whilst complexity may be less, these patients may be
in this setting for rehabilitation and as such require the correct ratio of nursing hours
per patient day. Nurses need to work along side patients to progress rehabilitation
rather than doing everything for the patient, which would be quicker.

4-3. Maternity FTE

There is a budget for 4.93 midwives rostered to the maternity ward in HHC (one per
shift), supported by a 0.80 FTE charge midwife. This FTE manages the four
maternity beds.

The appointment of the charge midwife in January 2009 has enhanced relationships
between maternity providers, particularly primary Lead Maternity Carers and the
Horowhenua Maternity core midwives. This arrangement supports staff working
more effectively, providing effective service delivery through the continuum of care.
The local leadership structure and accountability that better supports clinical service
delivery and meeting established standards of midwifery practice.

5. GENERAL PRACTICE AND THE DEVELOPMENT OF
SERVICES

5.1. Background

Better health outcomes, better health service delivery efficiency, easier patient access
to after hours services, and more assured medical staff recruitment and retention
were some of the values expected from the integrated primary/secondary care model
proposed in the business case for the Horowhenua Health Centre. The proposed
model of care, written in 2002/3 was ambitious for the time given the established,
small, private general practices operating in the Horowhenua.



Specifically the business case envisaged:

. a minimum of eight general practitioners providing services from the centre;

. sharing common reception and information systems with MidCentral
Health;

. providing a Level 1 Accident and Medical Service with extended weekday
hours and full weekend and public holiday cover;

. utilising the treatment space on the eastern side of the building; shared with
MidCentral Health;

. strengthened professional relationships between MidCentral Health and

general practice clinicians due to closer working environment and easier
access to support services.

Achieving the benefits of the proposed model required a change to the way general
practice had operated in the Horowhenua. This has proved difficult to achieve
because of the very challenging general practice environment in the Horowhenua.
Over the intervening period the DHB and the PHO have invested considerable
resources into developing primary health care capacity (particularly general practice).
The situation is now much improved with a comprehensive range of services available
in the community, but over the years forward momentum has been regularly
punctuated by crises within general practice teams (GP resignations/retirements/
illness, and practice closures) which have left the PHO struggling to maintain service
coverage.

5.2. General Practice Coverage July 2007

At the opening of the Centre it contained six GPs operating under two general
practice teams (Horowhenua Community Practice (HCP) and Tararua Health Team

(THT)).

HCP moved into purpose built facilities with their own patient waiting area while
Tararua Health Team moved into the internal general practice clinic space. Tararua
Health Team patients use the main waiting area of the Health Centre. Both practices
had access to the treatment area, including plaster room, clinic and patient treatment
and clean and dirt utility spaces.

The Tararua Health Team relationship did not last with one GP (along with a full
time locum) withdrawing from the Centre after three months. The suitability of the
general practice space was undoubtedly a major reason for the split (and the reason
why other GPs would not relocate to the facility), but there were other factors also. In
particular, the split highlighted the importance of developing effective GP
relationships and agreed ways of working is a precursor to the Centre operating as
envisaged.

Telephone and information systems were not integrated, with HCP using its own
telephone and computer systems while MDHB provided Tararua Health Team a
virtual private phone system through the Health Centre’s main PABX and HPHO
provided the practice management system on its own computer network.

With the exception of the plaster room neither practice utilised the treatment space,
largely due to it being disconnected from the practice rooms themselves and the
inability therefore of clinicians being able to effectively operate across the two areas.

5.3. Recent Developments

The DHB/PHO strategy for the Horowhenua has been to develop a large, well
resourced practice at the health centre that can act as the foundation for the

6.32



expansion of general practice capacity. This practice would act as the hub for local
general practice services. To move this vision forward, the PHO purchased
Horowhenua Community Practice in 2010. The PHO has been successful in
recruiting an experienced New Zealand GP to provide leadership for Horowhenua
Community Practice. The Practice has also been able to recruit locums to cover its
GP vacancies. The net effect has been to stabilise the practice.

In early 2011 the PHO moved with DHB support to establish a new nursing-led
general practice team to provide cover for the 1,700 people on the GP waiting list.
Also in early 2011 the PHO had to take over Tararua Health Team in order to prevent
its closure when its sole GP became unwell. This now provides the PHO with a very
strong platform for creating a foundation general practice team for the district, based
in the Health Centre. The PHO’s intention is to eventually consolidate these different
practices into a single general practice entity. In doing so, it is looking to create a
model general practice team and to integrate it with other primary and secondary
services operating from the Health Centre.

Amongst the improvements achieved over the years are improvements to after hours
services. While the concept of permanent after hours service provided from the
health centre remains un-realised, there have been improvements. GP on call
coverage is now more organised and is more accessible as a result of improvements to
telephone systems. Ambulance services have also been enhanced recently with a new
extended paramedic service.

5.4. Better, Sooner, More Convenient Business Case

The Better, Sooner, More Convenient business case features four headline
initiatives, all of which involve the Horowhenua. The BSMC business case was
prepared on behalf of MDHB’s PHOs and the DHB. It was one of nine approved by
the Ministry of Health and implementation began in July 2010. It comprises a
combination of ongoing strategic activities (such as the work in Horowhenua) and
new ideas and concepts. It extrapolates this mix across the district and across the

continuum of care,

The first initiative in the business case is the creation of Integrated Family Health
Centres. Horowhenua Health Centre is one of these centres. There are currently four
separate tasks underway:

. Establishing a Clinical Governance group at the Health Centre to drive
change in local services, particularly integration of services and
improvement in patient journeys.

. Shared management/administration across organisations at the Health
Centre.
) Information technology enhancements to provide shared access to clinical

information with the possibility of a single patient record in the future.

. General Practice capacity, embracing the practice and facility developments
that have been underway over recent years.

In addition, new services created as part of the other BSMC Business Case
workstreams are also being implemented in the Horowhenua. Of particular relevance
are the creation of a community-based Health of Older Persons team and new acute
demand services (single point of access for after hours care, Urgent Care Paramedic
Service and additional District Nurse resources to provide acute after hours care).
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6. FACILITY UTILISATION

Attached as Appendix 1 is a list of services provided from the Horowhenua Health
Centre. There continues to be ongoing interest in using the facility as is noted by the
range of services provided.

7. STRATEGIES TO ACHIEVE FINANCIAL AND CLINICAL
SUSTAINABILITY

MidCentral Health’s clinical services at Horowhenua Health Centre are managed as
part of MidCentral Health in terms of achieving financial and clinical sustainability
and cannot be separated from an organisation wide approach.

It is widely accepted that services provided from HHC will not be financially
sustainable due to the high overhead cost of the facility, however strategies are
continually explored to ensure service delivery is both as financially and clinically
sustainable as possible.

MDHB’s Funding Division, alongside the PHO, will continue to progress the
integration of improved services and increased after-hours capacity.

8. CONCLUSION

The sector has struggled to realise the benefits for primary health care that were
envisaged in the Horowhenua Health Centre Business Case. A huge level of resource
has been invested by the DHB and the PHO in developing the capacity of general
practice against a background of great fragility. In general the situation in the
Horowhenua has improved with more services and better after hours cover.

Recently the PHO has acquired the two general practice teams operating out of the
Health Centre and has established a nursing-led service for patients on the GP
waiting list. This will enable the PHO to establish a central, well resourced
foundation practice that can act as a hub for the other smaller practices. The PHO
would not have been able to do so without the Health Centre.

The BSMC Business Case has picked up the development work in the Horowhenua
and has taken it to the next level. As well as providing some new service elements
addressing priority health needs, the BSMC Business Case has provided a framework
for realising the vision of integrated services.

MidCentral Health manages its services at Horowhenua Health Centre balancing the
needs of the local population with the cost effectiveness of local service delivery,
recognising that the services are part of a wider continuum. Horowhenua Health
Centre capacity is critical to ongoing service delivery as there is not the capacity for
these services to be provided elsewhere.



Appendix 1

SERVICES AVAILABLE AT THE HOROWHENUA HEALTH CENTRE

MidCentral Health’s Outpatient Clinics

MidCentral Health’s Inpatient Services

Alcohol and Drug

Antenatal

Colposcopy

Colorectal

Continence

Diabetes

Dietician

District Nurses Wound

Ear, Nose and Throat

Elder Health Assessment
General Surgery

Gynaecology

Hearing (Children)
Lymphodema Therapy

Medical (Elder Health)

Medical (General)

Mental Health

Occupational Therapy
Orthopaedic

Orthopaedic Joint Replacement Review
Orthoptic

Orthotics

Paediatrics

Palliative Care

Physiotherapy

Podiatry

Psychogeriatric

Radiotherapy

Respiratory

Rheumatology

Sexual Health

Speech Therapy

Universal New Born Hearing Screening
Urology Clinical Nurse Specialist
Visiting Neuro-developmental Therapy
Wound Specialist Nurse

Youth Clinic

Rural Inpatients / General Purpose
Primary Maternity

Assessment, Treatment & Rehabilitation (AT&R)

MidCentral Health’s Dental Services

Dental G A sessions (ID) Day case

Child & Adolescent Oral Health commencing at the Health Centre April 2011.



MidCentral Health’s Mental Health Services

Aleohol and Drug Service

Child, Adolescent, Family and Co-existing Disorder Service.
Community Mental Health

Early Intervention Service

Intensive Rehabilitation Service

Oranga Hinengaro

MidCentral Health’s Community & Support Services

BreastScreen Coast to Coast — three mobile BreastScreen sites in the
Horowhenua —not at the health centre. These are in Foxton, Levin and Otaki
Diabetes Nurse Educator

District Nursing

Meals on Wheels

Occupational Therapy

Physiotherapy

Public Health School Based Health Service to Horowhenua. Manawatu and
Waiopehu Colleges, and to be established at Horowhenua Alternative Education
site

Social Work

Supportlinks

Services provided by other (non-MidCentral Health) providers:

Mobile Surgical Bus

Support Services

- Laboratory

- Pharmacy

- Radiology

- Spotless Services (Café)

Outpatient Clinics

- ACC Assessments

- Problem Gambling Services
- Relationship Services

- Cervical Screening

- Dental

- Bay Audiology

- Whakapai Hauora

First Contact Primary Care
-~ General Practice
- Nurse Led Practice

Central Primary Health Organisation- Horowhenua Locality
- Podiatry

- Dieticians

- Community Cardiology

- Smoking Cessation

- Healthy Lifestyle Group

- Physical Activities Education

- Diabetic Clinics



Ly7

Respiratory Nurse Clinic
Cancer Nurse Clinics

Primary Mental Health Clinics
Cardiac Rehabilitation
Community Cardiac Clinics
Health of Older Persons
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TO Hospital Advisory Committee
D CENTRAL DistRiCT HEALTH BOARD

Te Pae Hotiora o Ruahine o Taroruo

FROM Chief Executive Officer

DATE 28 March 2011
SUBJECT Committee’s Work Programme, M E M O RAN D U M
2010/11

1. Purpose

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

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

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

General Manager’s Operating Report

Contracts Update

2010/11 District Annual Plan: Quality Update

Workshop on Primary/Secondary Integration (with Community & Public Health
Advisory Committee)

3. Recommendation
It is recommended:

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

57 Murray Georgel
Chief Executive Officer

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