








1.3
3. Diabetes management
Numerator: The number of people with type | or type il diabetes on a diabetes register that had an
HBA1c of equal to or less than 8% and at their free annual check during the reporting period (reparted for
Maori, Pacific, and Other ethnic groups).
Denominator:  The number of people with type | or type [l diabetes on the diabetes register, whose date
of their free annual check is during the reporting period (reported for Maori, Pacific, and Other ethnic

groups).

1. CVD Lipids Tests:

. Jul-Sep09: - MDHB Target
‘MidCentral | NZTotal | 2009/10
Maori 73.2% >70.3%
Pacffic 69.7% -
Other 84.4% >811%
All 82.0% >78.5%

Data is for July to September 2009 period

2. Diabetes detection and follow-up:
Eficity | Type 1 | Typs2 | Total Patients | Expeck
G " reviewed (Qt) | (ann:

Maori 6 | 156 162

All Other | 75 889 964
Pacific 2 36 38
Total 83 1081 1164

Data is for July to September 2009 period

3. Diabetes management:

“Maori 70.0%

Pacific 38 -
Other 964 739 76.7% 79.0%
TOTAL 1164 848 72.8% 78.0%

Data is for July to September 2009 period

In quartér 1, the number of Diabetes Annual Reviews was down slightly on the same period
last year, but early indications are that this has been more than compensated by October
and November 2009. '

Diabetes Management statistics are stable at 73%.

MidCentral has been renegotiating the Get Checked contract with the provider. This has
included agreeing new targets. There has been a significant improvement in DAR stats over
the last two years — reflecting the fact that the priority was placed on this indicator. The
improvement was the result of the DHB’s extensive investment in diabetes services in
primary care and the move to a new Get Checked provider. For the new contract the DHB is
looking to see continued growth in DAR rates, with particular emphasis on lifting Maori and
Pacific rates. The DHB also wants to see improvement in the diabetes management — again,
particularly the Maori and Pacific rates.
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Numerator

Part B: Indicators of DHB Performance IDPs

HKO-01 Local lwi/Maori are engaged and participate in DHB decision-making and
the development of strategies and plans for Maori health gain

Measure 1: Percentage of PHOs with Maori Health Plans (MHPs) that have been agreed to by the
DHB:

Measure 2: Percentage of DHB members that have undertaken Treaty of Waitangi training:

Measure 3: Achievements against the Memorandum of Understanding {MoU) between a2 DHB and

its local Iwi/Macri health relationship partner, and describe other initiatives achieved that
are an outcome of engagement between the parties during the reporting period. Provide
a copy of the Memorandum of Understanding (MolJ).

Measure 4: Report on how (mechanisms and frequency of engagement) local lwi/Maori are
supported by the DHB to participate in the development and implementation of the
strategic agenda, service delivery planning, development, monitoring, and evaluation
(include a section on PHOs).

Measure 5: Report on how MHPs are being implemented by the PHOs and monitored by the DHB
(include a list of the names of the PHOs with MHPs)

Measure 6: Describe when Treaty of Waitangi training (including any facilitated by the Ministry) has,
or will, take place for Board members.
Measure 7: Identify at least two key milestones from your Maori Health Plan to be achieved in

2009/10. Provide a progress report on the milestones

1 Total number of established PHOs 4
Agreed Maori Health Action Plans 4

7 Non Maori representatives
Denominator 11 Total numbers of DHB Board

82% of Board members have attended ToW training. During quarter two the Chair’s
position was taken up by a new appointee and another new member was appointed.

3 Three reports supplied. These are
i,  The November 2009 report on achievements against the Manawhenua Workplan
aligned to the MOU
ii. Maori Health Gains report (October 2009} by the Maori Health Adviser which
described other initiatives achieved that are an outcome of engagement between
the parties
iti. The July 2009 updated MoU between MDHB and Manawhenua Hauora

4 MidCentral DHB has developed a number of pathways that allow for greater
involvement by Iwi /Maori service Providers into the development and implementation
of its strategic agenda. Maori participation in various committees and groups is as
listed:

Ageing In MidCentral Kaumatua Group

Cancer Disease Management Group (DMG)
Cardiology

Child and Adolescent Oral Health Steering Group
Child Health

Clinical Governance Council
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Community & Public Health Advisory Committee
Cultural Competency
Depression DMG
Diabetes DMG
Disability Support Advisory Committee
Enable Governance
Ethics committee
Family Violence intervention Program Steering Group
Health Survey
Hospital Advisory Committee (2 members)
Immunisation
Immunisation Stakeholder Group
Kaitohutohu Maori Advisory Mental Health (2 Members)
Local Advisory Group (2 members)
Maori Health Responsiveness Plan (2 members)
Maori Workforee Group (2 members)
Maternity Service Strategy Reference Group
MidCentral Clinical Council
MidCentral DHB Board (2 members)
Renal Services
Respiratory DMG

5 All PHO Boards have Maori representation from Iwi and Maori Providers. All
representatives are nominated by Iwi
Quite extensive linkages developing between PHOs and Maori organisation e.g.
Manawatu and Otaki PHOs have Maori Liaison Officers on staff
All PHOs have a Maori Health Action Plan in place
All Maori Health Action plans have been audited by an external provider

6 At an annual governance evaluation hui held by MidCentral DHB Board, members

stated that they would like more professional engagement around specific kaupapa

Maori frameworks and how they apply to governance. Namely

+ Te Reo me ona tikanga

e The strengthening of relationships, tikanga and kawa between MidCentral Board and
Twi partners Manawhenua Hauora

e Greater application of Te Tiriti O Waitangi and how that equates to action in the
workplace

Opportunities for course delivery and timing are currently being explored.

7 1) Hato Paoro College

The initiative relating to the College is that the school health services should be
coordinated and representatives should meet regularly with the school leadership to
review activities and undertake planning. Activities to be advanced in that forum
will include:

appointment of a nurse for 2010

engagement with a suitable health provider to provide service

the overall health status of students

policies and plans for meeting identified and potential threats to health

the health curriculum needs of the students, and

training needs of the teaching / hostel staff

In line with the initiative the Funding Division continues to work with Hato Paora
College to explore the current health issues facing the population base at this college.
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Discussions began in 2006 when the College approached MidCentral District Health
Board regarding health concerns for their students. Many of the identified health
concerns were pertaining to personal health services. In 2008, Hato Paora College
qualified for MoH funding under adolescent health. In the first quarter of the new
financial year dialog from MoH have pulled the funding, citing that Hato Paora
College are no longer eligible applicants for this funding stream. 2009 has seen
meeting between the stakeholders develop to a degree where in 2010 the students of
the school can now be registered and serviced by a local GP and will have the services
of a Nurse for at three days of the week. These services will recommence with the
new term in 2010

(ii) Cultural Competency for GP Practice

The delivery of care in a culturally appropnate manner determines both the
willingness of people to access services and the success of any treatment or care
delivered. This is so for Maori where data suggest that near on 16% of Maori access
generic health care services. Therefore, improving cultural competence in General
Practice service provides can reduce delays in seeking care, and enhance better and

improved communication between iwi/Maori clients and health care providers,

ultimately improving health outcomes.

The objectives of this initiative include:

i. To develop an MDHB-wide Maori Cultural Responsiveness in Practice
Knowledge and Skills Framework

ii. To support PHOs and Te Puna O Te Ora to work with local Iwi/Maori health
providers to develop rohe/area specific competencies

ifi. To support the development and implementation of Tikanga Best Practice
Guidelines through PHOs

iv. To support the development of tools and resources for providers to develop
Iwi/Maori Health Action Plans

v. To evaluate outcomes in practice (e.g. through self audit)

vi. Contribute to the vision of Whanau Ora: Maori Families supported to achieve
their maximum health and wellbeing.

Following a literature review, the Project Team has developed draft competencies,

indicators and toolkits, from beginner to expert levels of competence as follows:

i. Acknowledge, and be aware of, the broad areas of Maori cultural responsiveness
as being: Maori Health, Treaty of Waitangi and Cultural safety

ii. Demonstrate an understanding and application of Maori Health, Treaty of
Waitangi and Cultural safety in own work and encourage others to do so

ifi. Participate in changes in the practice setting that recognise and integrate an
application of Maori Health, Treaty of Waitangi and Cultural safety

iv. Guide others to gain confidence and competence in the application of Maori
health, Treaty of Waitangi and Cultural safety

A planned approach to disseminate content and information has been developed.
MPDS funding was sourced to assist with three marae based consultation hui with
iwi/Maori at Ngati Kauwhata, Makirikiri in Tararua and Motuiti in Horowhenua. A
parallel engagement and consultation process with non-Maori service providers and
staff will oceur across the same period from November 2009—-April 2010.

In November 2009, the design team held its consultation hui at Ngati Kauwhata
Marae. Stakeholders across the Maori Health sector attended the hui to support the
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strategic direction taken by design team. The agenda included: objectives of the
initiative and the literature review undertaken by the design team.

HKO-03 Improving mainstream effectiveness

Provide a report describing the reviews of pathways of care that have been undertaken in the last 12
months that focused on improving Health outcomes and reducing health inegualities for Maori.

An outcome of the reviews of pathways of care was the identification of several initiatives which
would improve health outcomes and reduce health inequalities for Maori in the MDHB district.
Two of these initiatives, and the progress to date against them, are as listed;

1) Outpatient Clinic Attendances

This initiative has the DHB monitoring attendance rates at outpatient clinics and liaising with
Maori providers to find mechanisms to improve attendance rates at selected clinics.

The measurement for this reporting period was that the attendance of Maori at Outpatients
clinics will reach 65% by August 2009. Results for the period 1 July 2008 — 30 September 2009
showed most clinics have achieved an attendance rate by Maori of over 65% for the financial
year to date.

The Colposcopy clinic however continues to evidence very high DNA rates. From January to
October 2009 the average attendance for this period was 60.02%. The level achieved was due to
low DNA rates for the months of July (28%) and August (16.7%). The DNA Outpatient
Colposcopy rates indicate that Maori women are at least twice as likely not to be seen as non
Maori. The DNA rates continue to be monitored.

2) BreastScreen Coast to Coast (BSCC) coverage rates for Maori

This initiative has the DHB working with BreastScreen Coast to Coast to increase coverage rates

for eligible Maori women so as to achieve 70% coverage rates for Maori in three years (to
2011/12).

Progress to date has seen BSCC increase its coverage for women 50-69 years in MidCentral
Health from 41.6% (2007), which was under the national average, to 52.2% which is 3.6% points
above the national average of 48.6%.

Although BSCC screen from 45 years of age, statistics are only counted for women from 50 - 69
years when measuring coverage (due to its priority focus).

PCP-08 Improving the heaith status of people with severe mental illness

The average number of people domiciled in the DHB region, seen per year rolling every three months
being reported (the period is lagged by three months) for:

e child and youth aged 0-19, specified for each of the three categories Maori, Other, and in total

o adults aged 20-64, specified for each of the three categories Maori, Other, and in fotal

« oider people aged 85+, specified for each of the three categories Macri, Other, and in total.
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Overall targets are being met. Some improvement required in 0-19 age groupings to ensure
child and young persons’ data is captured.

POP-07 Alcohol and other drug service waiting times

Longest waiting time in days for inpatient detoxification specialist prescribing, structured counseliing, day
programmes’ residential rehab.

Maori ethnicity

Service type Ta

Inpatient Detoxification <7

Specialist Prescribing <7 0 0 o 0 0 0
Structured Counseiling <30 7 23 71 58 36 8
Day Programmes <7 0 0 ¢] 21 0 4]
Residential Rehabilitation <28 82 59 26 0 0 55

Other ethnicity S o
Service type Target |

Inpatient Detoxification <7

Specialist Prescribing <7 1 0 1 bh 0 0
Structured Counselling <30 16 35 64 69 30 22
Day Programmes <7 73 33 0 30 0 63
Residential Rehabilitation <28 26 44 20 0 85 65

The medical detox service is under review in terms of limited capability for service
provision. A reference group has been established to specifically look at medical and social
detox in the Central region, with a significant focus on the MidCentral DHB situation.

Day programmes and residential rehabilitation services have fluctuated over the quarter
and interesting to note a high demand for residential services by Maori population. There is
acorrelation with a number of the residential rehabilitation services closing down several
years ago, this has put increased pressure on those few remaining residential services.
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POP-10 Chemotherapy treatment waiting times

Templates supplied monthly — qualitative comment on reasons {and management plans} for people with
chemotherapy waits longer than 6 weeks to be supplied in quarterly reports.

Templates supplied each month as required.

Treatments by actual walt times (excludes category D patients)

< 24 hrs

0 - 2 weeks

2 -4 weeks

4 - 6 weeks

6+ weeks
Total

Of the 51 total patient treatments provided over the quarter, two patients waited more than
six week for treatment. One patient had been a private patient and MidCentral did not
commence that person’s phase of treatment until toward the end of the treatment regime.
The other patient delayed treatment due to their own personal commitments. Therefore
100% of patients received treatment within six weeks.

POP-15 Ambulatory sensitive {(avoidable) hospital admissions

Numejator: The total number of annual hospital discharges, considered to be ambulatory sensitive, in
identified age bands, as they result from diseases and conditions sensitive to prophylactic or therapeutic
inferventions deliverable through primary care and are, therefore, avoidabie for - Maori / Pacific peoples /
Other. Pacific peoples defined as below under ‘Interpretation issues’.

Denominator: The total expected number of annual ASH hospital discharges.

95.5 <05
95.1 <85
90.3 <85

Year to end September 2009

Target met for Maori, slightly over target for the Other o - 74 years age group and o - 4 years.

pPoP-17 Improving mental health services

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

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

» The number and percentage of long-term clients with up to date crisis prevention/resiliency plans
{(NMHSS criteria 16.4), and describe how this is assured.

' Meﬂmdology for - Number -of ?E,O_P_l_e_ w;th _.% ofpeople w1th up to: s
up to date erisis' -date crisis . o
: preventlon/ res:hency E prevenhon j reslhency f S

1 Koowing People’ .
Plannmg (e. g KPP)

Maori_'f G
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20 vears plus
{excluding
those with 314 42 Keyworker Audit 276 34 88% 81%
addictions
only}

20 years plus

3 0, Q.
Addictions only 115 21 Keyworker Andit 108 19 094% 90%

Child & Youth | 66 7 Keyworker Audit 53 4 80% 57%

Total 495 70 Keyworker Audit 437 57 88% 81%

Target of 0% has not been met. The lower rates for Maori are particularly affected by small
numbers. Where plans have been found to be out of date they have been referred to the
Keyworker and they have been asked to update these.

QUA-03 improving the quality of data provided to National Coliections Systems
(NCS}

NZHIS will provide feedback to DHBs as to their achievement against the following measures and,
therefore, DHBs will not need to submit any additional reporting for this indicator. However, DHBs may be
required o explain the ratings that they receive for a particular measure, if requested by NZHIS.

Collection period: July — December 2009

Measure . Tofals | Result | Rating

(1) National Health index (NHI} duplications 4571434 3.14% Partial

(2} Non-specific NHI Ethnicity 24 71433 1.67% Qutstanding

(4) Standard versus specific descriptors in the | 5370/ .
National Minimum Data Set (NMDS) 12728 42.19% Achieved

(5) NMDS timeliness {July — November 2009) | 376/ 15477 | 2.43% Achieved

With the exception of NHI duplicates, the results for the quality of data measures have been
achieved or exceeded for the period ending December 2009.

Monitoring of NHI duplicates continues. Errors are identified and followed up with staff
directly to minimise recurrence (including patient registrations generated by screening
services that have been attributed to MidCentral). An alternate process for patient
registrations in the Emergency department is also under consideration. Further,
procedures for NHI searches have been modified following an examination of the PIMS set
up. Clerical staff continue to receive feedback on the results of these measures and receive
advice and support to minimise errors.

RiS-01 Service Coverage

Report progress achieved during the quarter towards resolution of exceptions {o service coverage
identified in the DAP, and not approved as long term exceptions, and any other gaps in service coverage
identified by the DHB or Ministry through:

. analysis of explanatory indicators
s media reporting

® risk reporting

. formal audit outcomes
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. complaints mechanisms 15
. sector intelligence.

No Service coverage issues identified.

SER-07 Low or reduced cost access to first level primary care services

Part 1 100% of fee increases that should be referred are referred to a regional fee review commitiee
and 100% of practices comply with the recommendations of the regional fee review
commitiee, and in all cases, where practices fail to comply, the DHB applies appropriate
sanctions.

Part 2 100% of PHO practices ensure public access to local information on the fees PHO practices
are charging patients.

All fee increases were managed in accordance with the fees policy. No fee increases were
above the Annual Statement. '

Part C: Additional Reporting Requirements

Reducing Inequalities achievements (self assessment)

DHBs identify one or two examples of initiatives or services that are working well for their populations
with regards to reducing inequalities, and tell the Ministry about them. Self evaluation reports should be
brief, providing a high level summary of DHB activity (maximum two pages).

Reducing inequalities is one of two dual goals of the NZ Cancer Control Strategy Action
Plan. Maori registration for cancer is greater in contrast to non Maori, Specific data from
local DHB Health Need Analysis information shows that Maori male registrations rates for
Tung cancer are three time higher than non Maori males. Maori women also present high in
lung and breast cancer which accounts for high mortality rates among Maori. The Central
Cancer Network (CCN) management group have an opportunity to take a proactive
leadership, facilitation and coordination approach to ensure all providers of cancer care in
the network area work together with the Iwi/Maori and local communities to achieve
whanau ora.

The Cancer Control action plan 2005-2010 outlines numerous actions with respect to
reducing inequalities across the cancer control continuum to be undertaken at a national,
regional and district level. The Central Cancer Network (CCN) management group seek
advice/ participation and counsel from Iwi/Maori stakeholders across levels to establish an
appropriate partnership model that will facilitate effective functioning of the CCN network
todeliver a culturally appropriate work plan that will contribute to addressing inequalities
for Maori.

The CCN has implemented the following actions in this fiscal year to date:

i. Employed a 1 FTE position to carry out the strategic direction of CCN for inequalities —
Inequalities Service Improvement Facilitator

ii. Completed consultation with Manawhenua and Tangatawhenua Maori in MidCentral
and Kahungungu, Whanganui communities

iii. Has partially completed consultation with Manawhenua and Tangatawhenua in the
Taranaki

fv. Goal for quarter 3 and 4 will be to complete all engagement with Iwi/Maori and have a
set of recommendations that represent Iwi/Maori voice
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The Maori Health Advisor from Funding in the MidCentral DHB has been working to
support the CCN management group to establish a Maori Cancer Reference group across
the sector to support the facilitation of the CCN strategies and to deliver an appropriate
action plan that will contribute in reducing inequalities that impact on Maori whanau, hapu
and iwi.

The intention is that in forming the group:

e Members come from across the CCN region and have strong links to their local Iwi

e Members come from a range of cancer service providers eg primary, secondary, NGO
and cover a variety of professions e.g. medical, nursing, allied health

e Consumer representatives are included on the group
Members have knowledge of the different parts of the cancer control continuum

Proposed role of the group:

Provide input at all levels of CCN dec151on making

Identify specific issues relating to Iwi/Maori

Provide guidance regarding cultural competency of service provision
Identify areas for research

'The next steps to be taken by the CCN are to:

Develop a partnership model! with Maori

Agreement of an overarching approach

Situation Analysis that will identify main areas of inequalities
What activities are proposed to address existing inequalities
Identification of an initiative for immediate implementation

Contribute to the development of the regional strategic plan which will be occurring in
parallel to CCN projects

o Development of a prioritised action plan to form the basis of phase 3 of the CCN strategy

e & & & & 0

Over time, the gain for whanau, hapu and iwi living with cancer will have a greater advocacy
voice of leadership inside the system that creates inequalities. Ongoing discussions with the
CCN management group will lead to the expansion of an Iwi/Maori Leadership Advocacy
Group which will provide an influence to promote priorities and objectives to reduce the
incidence and impacts of cancer with respect to cancer activities within the Central Cancer
Network Region. The group will address key strategic, operational and managerial issues
relating to such activities and discuss and provide actions as required to address and reduce
inequalities amongst the target group.

Delivery of DAP Key Priority Areas

DHBs are o report confirming, by priority/health target area, that all the key services, actions,
programmes or initiatives identified in their DAP linked to the progression of health sector targets and
ministerial priority areas, are progressing according to plan

Shorter stays in Emergency Departments ' B .Interdepartmen tas orce established
with the objective of meeting Health
target. Additional FACEMs yet to be

employed
Improved access to elective surgery Confirmed
"Shorter waits for cancer treatment Confirmed
Increased immunisation Confirmed
Better help for smokers to quit Confirmed
Better diabetes and cardiovascular services | Confirmed
MidCentral District Health Board Page 15 of 25

Non Financial Performance Indicator and Confirmation Report, Quarter 2 — 2006/10



%)

I Confirmed
-~ Foster clinical leadership _ Confirmed
Improve productivity and value for money | Confirmed Phase two of Optimising the Patient
g Journey will not be progressed
_Increased regional cooperation Confirmed
_Boost funding for medicines Confirmed
Improve quality of supervision and nursing | Confirmed In line with available funding resource,
in rest homes | Health Care Development have launched
the Registered Nurse Care Guide for
Aged Residential care. This initiative is
a parinership with Waitemata DHB. A
pilot project will ran over the next 12
months to support the full uptake and
utilisation of the care guide as an aid to
enhanced practice
Kick start the devolution of service to Confirmed MDHB’s devolution initiatives have
primary care largely been picked up by Manawatu
PHOs LOI process
Respite care Confirmed Service Start up date expected by April 1
Post natal stays Confirmed '

DHB Self Evaluation - Provider Arm Efficiency

Each quarter, DHBs are to provide a high level summary report (suggested maximum one page) on the
results of a self assessment in one of the areas of focus, include:

e A brief description of the initiative/programme and its aims

s An outiine of how the DHB has assessed the impact of the initiative/programme

« A brief description of what has been learned

« Anoutline of how learning is intended to be applied

In October 2008 the theatre department started the Whai Manaaki pilot project to implement
lean thinking and lean business practices into the Operating Theatre environment. The objective
being to equip staff with the skills required to improve the quality and efficiency of surgical
services. The project, named “Whai Manaaki ~ More time to care”, has focused on eliminating
wasteful activity, problem solving, workplace control and a disciplined approach to analyzing
and implementing process change. This report outlines the pilot’s progress to date.

Assessment

As part of the Whai Manaaki programeme of work a case study was completed to summarise the
work and outcomes of the programme. This has been sent to the National Quality Improvement
Programme (NQIP) team for collating with other District Health Boards (DHB’s) who have
participated in this work.

This assessment has been completed following discussion with staff involved in activities and
pulling information from reports and presentations completed as part of the programme of
work.

Results

. Completion of initial 55 (Sort, Set, Shine, Standardise, Sustain) activities in at least four key
areas of the theatre complex.

. Reduction of linen supplies in theatre with freeing up of one storeroom.

. Change in linen set-up for patient trolleys, saving approx $16K annually and two weeks
orderly time.

. Increased awareness of lean thinking and key tools, with increasing use of problem solving.

. Identification of several key areas for further improvements, namely the preadmission
process, and sterile instrument storage and set up process. Also examined consent process
and theatre start/finish times. These will be explored further later in 2010.
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+ Implementation of Time-Out as safety check prior to surgery commencing with 95%
compliance within two months, and ongoing sustainable process.

Learnings

Introducing Lean Thinking into the operating theatres has been a valuable learning experience

for both theatres and associated staff.

« Working with experts in their field (KM&T) has provided excellent support, challenge, and a
framework for future work.

« The challenge of freeing up clinical staff time to carry out the required activities is an
ongoing issue across healthcare, not just in theatres. Clinical staff must have a mandate,
support and commitment to ensure the value that’s been created in the organisation is
sustainable.

« Executive and senior management support is critical to the ongoing success of this
programme of work.

« The programme is not a “one off” improvement project, it is a whole new way of working

that empowers and respects the workers, and supports the leaders to lead, rather than fire
fight.

Application
In addition to the Pilot site work there has been a number of other activities carried out or still
in progress where the above learnings have been applied:
« Releasing Time To Care (Productive Ward Series)
« Referrals guidelines project involvement
« Emergency Department (ED) 6hr target taskforce
» Colorectal Cancer Care project
» Design and implementation of Women’s Surgical Unit
. Design and implementation of Medical Assessment and Planning Unit
« Value Stream Mapping
« Stroke pathway
¢ Acute Medical Patient
« ED inpatient process
+ ED minor condition process

Good progress has been made on the OPJ journey with foundations now becoming evident in
the organisation.

Delivery of Personal Health Services and Mental Health Services Volumes

Each DHB must monitor, evaluate and report on the delivery of Mental Health Services set out in its DAP
Price Volume Schedule (PVS).

For Mental Health Services provided by the DHB’s provider arm, the DHB must complete the Mental
Health Volumes Reporting template that is provided by the Ministry, and included with the main quarterly
reporting template.

Personal Health and Mental Health Templates supplied as requested

DHB Confirmation and Exception Reports — Risk management
DHBs are to report confirming:
¢ the DHB uses a formal risk management and reporting system to manage DHB risks and report them

to its Board

« the system meets current Australia / New Zealand Standard requirements relating to risk
management

« how frequently the DHB submits formal risk report updates to its Board (or a Board approved sub-
committee).
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Confirmed .
» MDHB has a formal risk management process reporting to the Board

+ MDHB's risk management processes comply with the AS/NZS 4360

» Papers are submitted monthly to Board Committees

Status updates - Service change & management of service risks

1. Service change proposals _

Each DHB to indicate the status (according to the criteria as outlined in the template below) of each
service change proposal identified in its 2009/10 District Annual Plan, or formally identified to the Ministry.
Check the appropriate category for each service change.

2. Management of service risks

Each region {All DHBs need not report one DHB can supply on behalf of region) to indicate the status of
its management plan for each service identified as vulnerable as part of the stocktake of vulnerable
services conducted in early 2009, or subsequently identified to the Ministry — DHBs to provide a status
update by checking the appropriate category(s) for each service identified..

1) The review of the clinical and financial viability of continence lymphodema, and sleep
services (district wide) and AT&R and maternity services at Horowhenua is underway.

2} Two documents supplied by Central TAS, the quarter 2 status update for the regional
Strengthening Hospital Services (Vulnerable Services) project and a memo sent to Central
Region DHB Boards 29 October 2009 regarding the Strengthening Hospital Services
documents, were supplied to the Ministry.

Post natal stays — confirmation and exception report

Each DHB to report confirming that it is:

« Identifying women who meet the clinical criteria set out in the Maternity Facility Service specification
who should be offered a longer post natal stay.

« Offering these women a longer post natal stay

Confirmed. Women who meet the clinical criteria are offered a longer postnatal stay either by
their LMC or by the hospital midwives or Charge midwife. MidCentral Health has developed the
means to collect and report on this information and has developed a survey to meet the Ministry
of Health’s new requirement.

MidCentral Health has established a system to monitor the length of stay for first time mothers
and women having a caesarean section. MidCentral Health has also developed a formal
mechanism for identifying length of stay satisfaction. The new survey measures the satisfaction
of mothers, particularly new mothers, within MidCentral Health and has been designed to meet
Ministry of Health requirements. Excellent results have been received to date with 97% of
respondents stating their length of stay was ‘just right”.

The survey has been in place since early October and 32 completed surveys have been returned.
Of the thirty two respondents who have completed the survey to date, 31 respondents (97%)
rated their stay “just right”.

Kick start the shifting of services to primary care
Each DHB to report briefly outlining:

e how secondary care and primary health care clinical leaders are involved in the planning and change
management process, how the engagement is occurring, and how agreement will be reached as to
services to be shifted and processes to be followed

e which services are to be shifted from secondary care settings to primary care by 1 July 2010
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)
s once a decision has been made on the service to be shifted, the DHB is fo provide an outline
summary identifying - a description of the fransferred services, the new provider, the setting in which

the shifted services will be delivered, and the anticipated date of commencement of the service.

The 2009/10 DAP included a number of initiatives that considered the shift of services from
secondary care to primary/community care settings. These related to diagnostics (particularly
radiology), some specialist services and community nursing and public health services. These
initiatives have now been overtaken by Manawatu PHO’s Expressions of Interest (EOI) process
in response to implementing Better, Sooner, more Convenient, primary health care. The EOT,
focussing on developing integrated Family Health Care Centres, was successful and the DHB
and PHOs are now developing this to a business case proposal. Clinical leaders are actively
involved in the process in both governance and developing concepts of the service delivery
model as well as identifying particular services that cannot be transferred to primary care
setting.

"The DHB is actively supporting the EOI process. A wide variety of DHB staff are participating in
the development of the Business Case. This includes clinical staff (including clinical directors).

MidCentral DHB'’s Chief Medical Advisor is sitting on the Steering Group, alongside several
other DHB staff.

Part D: CFA Variation Reporting

Electives Initiative and Ambulatory Initiative — All DHBs

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

Any DHB that has access to Total Electives Funding, or Agreed Service Funding withdrawn will be
required to provide the Ministry with an ESPI Recovery Plan ("ESPI Recovery Plan”). The ESPI
Recovery Plan will outline the actions being taken, and the expected timeframe, for the DHE or Agreed
Service to return to ESPI compliance.

If a private hospital is being utilised to deliver the Agreed CWDs; or if a private hospital or primary care
facility is being used to deliver the Agreed FSAs, Agreed NAPs or Agreed Tests, the DHB is to provide
relevant details to the Ministry.

Meeting requirements in all initiatives — no report required.

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

in addition to the reports required under the Principal Agreement, the DHB will report six monthly fo the
Ministry’s Sector Accountability and Funding Direciorate. Reports are to be submitted through the

Ministry’s web-based DHB Quarterly Reporting Website, on the:
Total volume of:

¢ agreed base PPE and CCS; and

» national reserve PPE and CCS

» purchased and held by the DHB; and

« status of expired and expiring PPE and CCS held by the DHB.

CODE - 7 1 CODE .. . DESCRIPTION. = .. I STOCK: i "MEASURE ' 1 STATUS . .
CONSUMABLES
12701 660054 | Microshield handrub 500m| 1728 | bottle in date
12C08 661054 | Microshield pumps 1728 | ea in date
. 05R10-24A03 547002 | 3mi syringes 3300 : ea in date
MiclCentral District Health Board Page 19 of 25
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13601 547042 | 10m! Syringes 6700 | ea in date
04R02-24A07 548346 | 20mi Syringes 480 | ea in date
| 02F14- 547060 | 30ml Syringes 325 i ea in date
02A12-26A01 547080 ;| 50ml syringes (60cc) 240 | ea in date
 05G11-24C06 548119 | IV giving sets-smartsite 1000 | ea in date
04H11-24A10 547447 | add on burette-smartsite 220 : ea in date
02B08-24B03 543117 | smarisite short ext #30201E 1000 { ea in date
02HoY 543112 | vial access pin -smartsite (bx/50) 6| bx in date
01709 543106 | individual luer - smartsite bx/50 26 | bx in date
02B14 545080 | Micropore tape 12mm 240 | ea in date
. 01F01 547530 | Needle 18g 10 | bx in date
01M05 547540 : Needle 20g 10 ¢ bx in date
01R05 547545 | Needle 229 10 | bx in date
01F12 547550 ; Needle 23g 10 | bx in date
01HO1 547560 | Needle 25g 10 | bx in date
06R02 952765 | blunt fill needle vial access cannula 20 | bx in date
16004 752217 | Sharps bin 5.1k 60 | ea in date
01P12 544560 | Toumniquet stretch latex (1roli=25) 4 ! roll in date
01Q04 535016 | insyle 16g 300 | ea in date
01PO1 535006 | insyie 20g 650 : ea in date
D4F09 535010 | insyte 22g 350 | ea in date
04B05-12C07 542315 | injection swab (bx/200) 300 : bx in date
01D02 540879 | Dressing Tegaderm IV 13 | bx in date
16K04 752006 ; biohazard bag 710x360 150 | bdls of 50 in date
21A06 752009 : biohazard bag 650x1000x25 2875 | ea in date
18L03 752171 | body bags 60 | ea in date
12D06 660033 | NaCl 10ml amps (bx/50) 10 b in date
PPE
16E07-BASEM 54334 | Isolation gowns 41200 | ea in date
03R02 542414 | Surgical mask duckbill 1752 | ph/50 in date
15U07-BASE -A
90A 54333 | Earloop masks 12000 | bx/50 in date
04J08 546005 : N95 masks (bx/20) 5200 ; bx in date
05806 540300 | fluidshield face mask (bx/25) 166 . pk/25 in date
16502 753061 | Goggles-eye protective 1000 : ea in date
12B04 542731 | Gloves Small {bxs/100) 470 | bx in date
15216 540465 | Gloves Med (bxs/100) 2100 ; bx in date .
12501 542796 1 Gloves Large (bxs/100) 1250 | bx in date
IV FLUIDS
14C01 761011 | NaCl 1Lt 3600 | bag in date
13F01 761001 | Dextrose 5% 1k 540 | bag in date
Antivirals
OSELO1 | Tamiflu (bx/10) 780 : bx Nov-10
Relenza 20 | bx in date
imated | Estimated
e % stock | MidCentral
G ate o Number. G s i s i turnover - Annual s
_____ S Pack k . iofpacks ' Batch ' | Expiry. - lpriorto . Usage . -
Ustrength: " i Supplier | Size = ‘received. . 'Teceived ' : number  Date - "expiry . - :(Packs) -
Amoxycillin
Clavulanate 500
mg with
potassium 20
clavulanate 125 capsulie
mg tablet GSK blister : 20-Dec-06 | 11682 261441 30/09/2009 | 10% 1365
20-Dec-06 : 2504 262062 30/09/2009 | 0%
Amoxycillin
Clavulanate 1g | GSK 10 vials | 20-Dec-06 1 681 255951 | 31/07/2008 . 210% 1430
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with potassium
clavulanate 200

_mg vial
Armoxycillin
Clavulanate 250
mg with
potassium
ciavulanate 62.5 1x100
mg per 5 mi oral mL

liquid Douglas : bottle 1-Dec-06 | 5648 1688651 : 31/08/2008 : 14% 481

1-Dec-06 1168 1688652 : 31/08/2008 | 0%

Flucloxacillin
Sedium 1g vial Douglas : bwials { 1-Dec-06 681 BG23HH | 31/05/2009 | 300% 1785
Cephazolin Multiche
Sodium 1g vial m 10 vials | 15-Dec-06 ! 341 Z005 31/10/2009 | 0% Nil
Flucloxacillin
Sodium 250 mg 1x100
per 5 ml oral mlL '
liguid AFT bottle 6-Nov-06 2027 0BF098 30/06/2008 : 5% 106
Flucloxacillin
Sodium 500mg 250 tab
capsule Total AFT bottle 6-Nov-06 418 06G036 : 31/07/2009 : 8% 33
Co-Trimoxazole
trimethoprim 40
mg with
sulphamethoxaz 1x100
ole 200 mg per mbL
5 mi oral liquid Pacific bottle 17-Dec06 | 1013 H1008 31/10/2008 : 1% 10
Co-Trimoxazole
trimethoprim 80
mg with
sulphamethoxaz 500
ole 400 mg Tab
tablet Pacific bottle 17-Dec-06 | 132 H10234 | 30/09/2010 : 9% 12
Doxycycline 250
Hydrochloride Tab
100mg tablet Pacific bottle 17-Dec-06 | 189 H11252 | 30/11/2008 : 11% 20

Funding for the Development and Maintenance of PHO Planning and Response to Local
Regional or National Health Emergencies

Confirmation that the service requirements are being met and mainiained, in accordance with clause 4.1
of this Schedule, and the Funding spent in providing the Services.

Confirmed.

Funding for the Service Agreement for the Provision of Oral Health Services for
Adolescents and Special Dental Services for Children and Adolescents

Brief written report confirming the DHB has implemented the new CDA fees identifying any issues or risks
arising with the provision of adolescent dental care under the CDA.

Confirmed. MidCentral DHB implemented the latest version of the CDA price schedule on 1
July 2009. No risks have been identified.

Health assessment for children and young persons who enter care

Written report(s) to the Ministry, as part of the DHB's routine quarterly report to the Ministry. The reports
are to contain information regarding children and young people referred from Child Youth and Family to
the DHB for the Pilot,
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referral for a Health Assessment and io receive any
follow-up treatment that is identified as being required
through the Health Assessment.

Number of children and young persons referred to the | Maori 18
service, by ethnicity European 28
Number of Health Assessments completed by Maori 5
ethnicity European 12
Number of Health Assessments completed, by Paediatrician 14
practitioner type GP/Youth spec 3
Number of children and young persons who were 30
identified as being enrolled with a Primary Health
_Organisation (PHO) .
Number of children and young persons who were not
enrolled with a PHO
Number of children and young persons who were able
to be enrolled with a PHO
Reasons why each child or young person could not be
enrolled with a PHO
Type of health needs identified for each child and Age: Ethnicity: | Health needs:
young person, by ethnicity and age group Euro-3 | Deve-3
Data base Euro-1 | Asthma—1
incorrect Euro - 1 Behaviour,
Age 18+ emotional
Maori - 1 | Chest infection
Maori -1 | Chromosome
Test
Dental
Euro -1 Enuresis
Macri- 1 | Learning diff
Euro-1 Intellectual
Mental health
Maori - 1 | Hearing
Euro - 1 Hearing
Vision
Euro -2 Allergy
Maori- 1
Euro-3
Euro- 1
The average length of time taken to complete each GP: 3 hours

30 minutes reading time

1 hour client consult

1 hour report/follow up

30 minutes — dictation & reporting etc

Paediatricians: 3 hours { approx) and travel
1 hour: preparation

1 hour consult
1 hour report / follow up

Additional information

GP ~ Youth doctor.

Youth health issues appear to be more
complicated and can take longer to follow up
information. 3 hours may be unrealistic at
times. Data base not really user friendly for
reporting. Can be time consuming.

The Children in Care project coordinator resigned as of the 31 December 2009, CYFS have

been formally informed of this. The Portfolio Manager Child & Youth Health MidCentral

District Health Board and CYFS agreed for the Nurse position to be filled by a senior Social
Worker for the remaining six months of the contract. The Social Worker is in position and
will commence formally in 2010. Assessments will continue through the holiday period by
the Paediatricians supported by the Community Paediatric Service.

MidCentral District Health Board
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Implementation of the B4 School Check

For reporting purposes only, where the DHB has reached twenty five percent of its high needs target and
twenty five percent of its total population target within each quarter a confirmation statement will be
required. An exceptions report is required if the DHB has not met twenty five percent of its high needs
coverage target and twenty five percent of its eligible population target within each quarter the DHB must
provide an exceptions report outlining any risks or delays to meeting the high needs target and total
eligible population target, and steps taken to mitigate these risks/delays.

| Total Papul

Total target

551

1313

Percent achieved this
quarter towards total

target

231 completed checks = 41.9% total
target or 167% of quarterly target
138

620 completed checks = 47.2% of
total target or 188% of quarterly target

329

The B4SC team continue to provide an extensive one stop shop approach to these checks
where all service providers are available within the one venue. The checks continue to be
held in a variety of venues such as community health venues, schools, and early child
education and community halls around the MidCentral district.

The total population target for this quarter has been exceeded, with 167% of the high needs
target for this quarter achieved and 188% of the total target for this quarter. The total
number of high needs population who have received checks to December 09 is 310 which is
56.2% of our years target. Every effort has been made to engage these families and
encourage them to the checks.

Cral Health Business Case for Investment in Child & Adolescent Oral Health
Quarterly Progress Report detailing:

e The progress in implementation of the Services;
+ The planned implementation of the Services for the foliowing gquarter,;

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

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

and

for the Capital investment, a Letter of Assurance signed by the Chief Executive of the DHE which
addresses each of the points in clause 6.2 of this Schedule and identifies any significant variations and/for
risks and how these variations and/or risks are heing managed;

The progress report has been submitted as required

Regional Cancer Networks

Report on progress to stakeholders within the Network.
Report on progress to the Ministry.

The Cancer Control Network report on progress against the CCN Annual Work Plan 0g/10
for the period July - December 2009 has been submitted. The Summary of key activities is

provided below.

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

e Governance Group — Aug / Sept / Nov / Dec
¢ Central Region Palliative Care Network — Jul / Nov
« Consumer Representatives Group — Sept / Nov

MidCentral District Health Board
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» DHB Cancer Managers Group — Dec

s Lung Steering Group - Aug / Dec

» Meetings with stakeholders to promote the findings in the Regional Lung Report were
held in Wairarapa, Hawke’s Bay, Tairawhiti, Taranaki

e Bowel Steering Group — Aug / Dec

The CCN team also attended local cancer network meetings, as requested and able, to

provide updates on CCN activity and to support the work of these groups.

CCN Strategic Plan 2009 - 2014 and Annual Work Plan 2009/10 were developed
and endorsed by stakeholders. The plans were provided to the Ministry of Health as
required in the regional cancer network’s Crown Funding Agreement.

MOH Cancer Service Development Funding was secured to support the following
projects identified in the work plan:

Cancer Centre Collaboration Project {($30k)

e Regional Multi-disciplinary Meeting (MDM) Development Project ($30k)

e Pacific Communities Addressing Inequalities initiatives ($13k)

e Regional Lung Cancer Clinical Nurse Specialist (CNS) Model project ($10k)

Cancer Centre Collaboration Project scoping commenced in November. This project
aims to identify opportunities for the two specialist cancer centres to work more
collaboratively to better meet the needs of the region. The first phase of this project will run
through to May 2010 and will result in the development of a transition plan.

Multi-Disciplinary Meeting (MDM) Framework implementation continues. In
November a sub-project commenced to support the development of regional MDMs,
initially focussing on developing the lung and bowel MDMs in the region and the infra-
structure required to support these, e.g. video-conferencing facilities.

Cancer Medical Imaging Guidelines were completed and disseminated to regional
stakeholders in December. The purpose of this project is to promote a consistency of
practice and reporting across the CCN region for imaging cancer patients at the time of
diagnosis, staging and surveillance. An implementation plan will commence January 2010
to support providers to implement the guidelines.

Lung Tumour Stream activity continued with meetings with stakeholders to promote the
findings in the Regional Lung Report being held in Wairarapa, Hawke’s Bay, Tairawhiti,
Taranaki - meetings in other districts will be held early 2010. At a national level a Lung
Cancer Working Group has been established to lead activity around clinical guideline and
indicator development.

Bowel Tumour Stream activity commenced with the establishment of the Steering
Group and mapping of the bowel cancer pathway across all DHBs - the report will be
available early 2010. CCN is working closely with the MOH Bowel Team to identify capacity
issues.

Addressing Inequalities Pilot Funding activities continue:
» 08/0g funding round ($81k) — the following three projects have commenced and are
due for completion early to mid 2010:
o HVDHB / CCDHB - Pacific translations for patient information and service
directory development
o Te Aitanga a Hauiti Hauora — targeted approach to support increased Breast
Screening rates in Tairawhiti
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o Mary Potter Hospice —development of generalist palliative care services for Maori
and Pacific
» 09/10 funding round ($80k) ~ letters have been sent to the local cancer networks in
each DHB outlining the availability of $10k per district to support activities aimed at
addressing inequalities. CCN will be facilitating workshops in a number of districts in
2010 to support them to identify how they could most effectively target the funding.

Pacific Communities Stocktake Report and draft implementation plan were
completed and disseminated to stakeholders in December. This report identifies the
current situation with respect to Pacific Communities and cancer control and recommends
activities aimed at addressing inequalities.

Consumer Representatives Regional Forum brought together consumer
representatives from across the region to gain an increased understanding of the aims and
activities of the network and the developing role of the consumer representative.

CCN website went live in November — www.centralcancernetwork.org.nz. A quarterly
newsletter will commence January 2010.

School Based Health Services

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

A quantitative report, every six months

The planning and preparation for the MidCentral District Health Board’s School Based
Health Services (SBHS) programme is underway. The December 2009 MDHB Board
meeting agreed that the contract for this service for the first two years will sit with the
District Health Boards Health Development Team as of 1 January 2010.

Despite intensive work with local stakeholders the DHB had been unable to identify a
suitable collaborative model that is workable within the funding on offer. The contract
proposed that Health Care Development team (HCD) establish the service and transfer it to
an established health provider once it is bedded in. Developing a collaborative service
model is consistent with HCD’s skill sets and HCD is also well regarded by key stakeholders.

It is imperative that MDHB young people have the opportunity for the highest quality Youth
Health Service that can be provided within the funding arrangement. The service therefore
needs to be supported by all key providers; hence the DHPB’s strong focus on a collaborative
model. The skills and expertise the HCD can provide in support of this service will be key to
the success of the programme.

The Health Development Team is currently recruiting to the position and this should be
completed by the end of January. The progression of this work with a dynamic team who
are prepared to work innovatively to ensure the young people of our region are well served
with their School Based Health Service is keenly anticipated.
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TO Hospital Advisory Committee

* MipCentear Disreict Heartn BoaRD

Fa Pae Houors o Ruchine o Yorarg

FROM Acting General Manager, Corporate Support
Services
Group Manager, Commercial Support
Services

DATE 23 February 2010

SUBJECT Clinical Records Building M E M 0 RAN DU M

1. PURPOSE

This reports seeks a decision from the Board regarding the construction of a Clinical Records
Building. The decision includes capital expenditure approval of $2.2m.

2. SUMMARY

2.1 The Clinical Records Department is currently housed in the basement of Palmerston
North Hospital. It has been in this location for approximately 35 years. The area,
which houses both clinical and mental health records, is too small and over the years the
department has had to expand into plant room space within the basement area. It is
considered sub-standard accommodation for the current numbers of staff to work in,
and its size presents considerable difficulties in maintaining good workflow. Currently,
29 staff work in clinical records.

2.2 During the 2006 and the subsequent 2009 Quality Health New Zealand accreditation
processes it was identified as an issue requiring immediate action.

2.3 Long term, an electronic medical record will reduce the physical space requirements.
However, this does not address the immediate medinm term solution.

2.4  New accommodation for clinical records was proposed as part of the Site Redeveloment
component of the Clinical Services Plan (CSP) but this project is 5-10 years away. The
issues surrounding the department are considered urgent. Accordingly, it was decided
to proceed with this component of the Site Redevelopment Section of the Clinical
Services Plan and a business case was prepared in 2008 for the construction of a two-
storey block on Palmerston North Hospital campus. The intention was this building
could accommodate clinical records for the medium term while an electronie solution
came into being. It could then continue for clinical records use and/or office
accommodation for clinical staff.

2.5  The Board supported this option on the basis the building could be used within the Site
Redevelopment component of the Clinical Services Plan.

2.6 At the end of the 2008/09 financial year, the construction plans were delayed due to the
DHB’s financial position. The plans were re-activated in 2009 due to the increasing
risks the existing accommodation posed to staff safety. In the intervening period, costs

COPY TO: Commercial Support Services
MidCentral DHB
Private Bag 11036
Palmerston North
Phone +64 {6) 350 8800
Fax +64 (6) 350 8080
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had increased. The Board was notified of these in December 2009 and a report was
presented to the Hospital Advisory Committee in February 2010 outlining how
management would manage these costs within the original budget approved by the
Board of $2.202m.

The Department of Labour has kept a watching brief on this issue. It is concerned at the
standard of accommodation and while the DHB has plans to address this, through
construction of a new building, it was prepared not to take action. It has now advised
that remedial action must be taken within two months — either making good the current
accommodation and proceeding with plans to provide alternative accommodation of
appropriate standard. Failure to do so will result in action being taken against the DHB,
ie fines and/or restriction of use.

Clinical records staff are classified administration/management staff. However, they
provide an essential service to front-line staff and it is important that their service
continues undisrupted.

Clinical records is an essential support service for hospital and associated services. They
must be accessible 24 hours a day, seven days a week. In addition to the Monday to
Friday day shift, the service operates an evening shift to 10pm on weekdays. On
weekends, the department provides 9.30am — 6pm cover. When records are required
outside these hours, arrangements are in place with the Orderly Service for access.

Staff have worked with management to identify the most effective solution and have
shown significant goodwill. The PSA is supportive of the proposed solution, and is very
concerned at the length of time to achieve resolution.

New build remains the most cost effective option. There is insufficient spare
accommodation on campus to provide a workable solution. Remedial action was ruled
out. The basement houses the plant area of the hospital, including sewage and water
pipes. Ready access to these must be maintained. The area is sub-standard for
administrative and other uses.

Offsite location, with smaller accommodation on campus was explored but was more

expensive than a new build. It also presents logistical difficulties given the number of
record movements per year; 250,000 based on seven months to January 2010,

RECOMMENDATION

It is recommended:

that the construction of a new Clinical Records Building, at a cost of up to $2.202m, be
approved; and,

that the CEO and Group Manager, Commercial Support Services be authorised to
approve the awarding of a construction contract to the successful tenderer and signing
of all related contractual dociiments.
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BACKGROUND

The Clinical Records Department is unable to meet future growth rates of record size,
along with areas of the department being unsuitable for medical records storage. Itis
also not a safe working environment for staff.

Numerous hazards have been identified with the department. These can be summarised
into the following broad categories: cramped working conditions, below-ground
accommodation, higher than average work related accidents (tripping/falling). The
main access to the department is a spiral staircase which is not practical. There are also
risks of the records being contaminated/damaged due to water/sewerage pipes
bursting/fire and rodents. The records are stacked in basement areas which “open”
access for external contractors working in the area. The insufficient space has meant
records have had to expand into inappropriate and insecure areas of the basement/plant
area.

The Clinical Records Department houses over 360,000 records, being both general
hospital (clinical) records and mental health records. Over the years, the size of files has
increased, reflecting increased hospital productivity and an ageing population. This
trend is expected to continue.

In addition to the records on site, old files (not used for five years or more) are stored off
site. This has an annual cost of around $43k (2008. 2010 budget $60k).

Clinical records are an essential component of clinical care. They are used on a regular
basis by health professionals for inpatient, outpatient and community care. The
common measure for clinical records workload is a “record movement”, ie a clinical
record leaving the department for use elsewhere in the hospital. The level of record
movements continues to rise, being 176,642 in 2000/01. For 2009/10, it is estimated
there will be 250,000 movements (based on seven months to January 2010). In
2008/09, record movements were 242,000.

The accreditation survey undertaken in May 2006 (and again in 2009) concluded the
department did not meet the standards regarding safe storage of records. It required
MDHB to address two recommendations by December 2010, being:

» that the arrangements for the storage of medical records be reviewed and the
current issue of inappropriate storage be addressed.

» Appropriate facilities be provided for clinical records staff to undertake their work
and that plans in place to achieve this be expedited.

A Fire Engineer reviewed the department and determined major work be undertaken if
the records were not relocated. This included separation of records from working areas,
separating the main filing area into smaller fire-rated room; limits on the number of
records per room.

The Department of Labour’s Health & Safety Inspector, Workplace Services conducted a
workplace assessment in June 2009. This was following a decision to postpone work
due to the DHB’s worsening financial situation and a request by the PSA for an
independent assessment of the work area. Her findings were the work environment was
sub-standard. Work areas were over-crowded. Inadequate filing space had created
hazards. Lighting was inadequate, there was no security for staff working in areas on
their own, and the environment was unsuitable being adjacent to plant areas, exposed to
chemical fumes and with drain holes in the floor.

Following the Board’s concerns of February 2010 regarding expenditure on capital
works at this time, the Department of Labour provided an option of the implications if
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the proposed building did not proceed. It advises an in-depth inspection would be
undertaken, which could well result in restriction of use being applied. The Department
advises should the building not proceed, then we would need to provide alternative
proposals to ensure all matters of concern are dealt within an agreed timeframe. Any
alternative proposal would be expected to be actioned within the next couple of months.

The Department of Labour requires advice by no later than 5 March 2010 of what
actions the DHB proposes.

Short term solutions were put in place until such time as the building plans went ahead.
These included use of fans, relaxation of the safety dress standards due to heat, use
stronger light bulbs.

An electronic record solution is being progressively worked toward. This is part of the
national information system strategy. It is also linked to the replacement of the patient
management system. At this stage, it would be five years before an electronic record was
in place. It would then take approximately 3-5 years to move to fully integrated
electronic system.

Staff are extremely dis-satisfied with the work environment and have raised these
concerns within the organisation on several occasions. They have worked constructively
with management to find a solution, and also to help put in place work-around,
temporary solutions to address some of the issues with the current environment. The
union, the PSA, also has strong concerns about ensuring a more permanent solution. If
the situation is not resolved in the immediate future, staff and the Union will be likely to
take the matter further.

OPTIONS

Four options were explored, being remedial action to the existing area, relocation off-
site, relocation to another area on campus, and new build. (NB: the status quo was not
considered as it could not fully comply with health and safety standards.)

Relocation on site was not considered a practical solution as there was no one area of
sufficient size. The service would be spread across five or so areas, which made it
expensive (estimated at over $5m) and ineffective. In addition, the buildings identified
would require major reconstruction and strengthening,

Remedial action to the area was ruled out due to the limited space available, the
requirement to maintain the basement area for it core purpose, being plant area for the
hospital. The sewer and water pipes, chemical and other plants are located in this area
and maintenance staff must have ready access to these. It was also considered that
basement accommodation was inappropriate for non-maintenance functions.

Compliance with health and safety standards would remain an ongoing issue.

Off-site location was explored. The annual operation cost was estimated at around
$670k. This option had an NPV of $2.8m.

This option did not rate well in terms of work effectiveness. There would be a
requirement for large volumes of records to be moved between the hospital and the off-
site location on a daily basis. This option also presented risks in terms of the
safety/privacy of patient’s clinical records. Clinical staff raised serious concerns about
accessibility of clinical information under this option.

Accessibility on a 24 hour/7 days per week operation was an issue. Additional staff
would be required to man this operation (four ftes). For current records, the clinical
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staff requirement is these be available within one hour from the time of request. This
means a local location, ie use of Whanganui DHB buildings is not feasible.

Under this option, all records would be stored in the one location off-site, ie the current
storage arrangements for old records would cease.

New build was considered and a number of sites on campus were explored. The link
corridor location was selected as it was the most effective and fitted with the Clinical
Services Plan. To the north of the link corridors lies the main clinical/hospital area. To
the south is support services. It is here that clinical records would be based. The
building size was aimed at housing staff and some records, with the bulk of records
remaining in the compliant area of the basement. Access to these would be by a lift to
the basement and direct access between the old storage area and the new building.

Long term, clinical records could stay in this new area. If their accommodation
requirements reduced in size due to the introduction of an electronic record, the area
could also provide office accommodation particularly for clinical staff.

The proposal is a two-storey building block off the main hospital corridor, between the
link corridor and the blood transfusion building. This location was selected at it does
not stop future growth, is aligned to the main hospital corridors and so will be
appropriate for alternative future use. The building size of 816m?was the maximum
available in this area.

This option has an annual operating cost of $350k and an NPV of $2.7m. It was
considered the most cost effective and work efficient option. Under this option, the
current off-site storage arrangements for old records would continue until the electronic
record is fully operational and/or the Site Redevelopment component of the Clinical
Services Plan is completed.

The new building has been sited and configured to ensure it is suitable for alternative
use in the site-redevelopment plan, should clinical records be relocated to a different
long term location. It is being build to current Building Act Standards taking into
consideration the Territorial Authority requirements and design loads, etc for new
health care facilities. It is not a high specification building. Its design encourages
innovation, simplicity, low maintenance and running costs while providing a well
ventilated pleasant working environment that maximises natural sunlight, fresh air and
waste heat.

The CSP-Site Redevelopment is based on co-locating services and centralising functions
where appropriate. In respect of clinical records, proximity to clinical services,
particularly Emergency Department, is considered important. On-site, 24 hour access
to clinical records is another essential requirement.

With all options, use of warehousing technology was explored. However, the cost was
prohibitive.

The option of outsourcing this service in entirety was explored but discounted due to the
high cost and concerns around service standards.

The option of private development funds have not been pursued at this stage due to the
higher cost of such capital compared to the rates the DHB can achieve.

The cost, benefit, and risk profile of each is:
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ike Grant
Acting General Manager
Corporate Support Services
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CURRENT POSITION

Building plans will be finalised mid March. The project will go to tender at the end of
March (subject to Board approval). Building works would commence May/June, taking
eight months to complete.

The cost of the new building (capital and operational) are factored into the 2010/11
budget and beyond. Management are committed to living within the original budget as
outlined to the Committee last month. It has various options to mitigate costs.

To put in place alternative arrangements would require significant short term outlay and
diversion of resources over the next two months. Additional operational costs would be
incurred due to additional staff being required. This would require additional savings as
part of the Financial Recovery Plan. The new build option is the most cost effective.

Members questioned the opportunity cost of the new-build solution against the status
quo. The status quo is not sustainable for health and safety reasons and will require
capital and operational outlay to address. The project is top priority, both from a capital
and hospital operations perspective.

This project is a high priority under our capex prioritisation process. Capital funding
has been allocated for it, and over a five and 10 year period it has a lower negative net
present value than the other viable option, being leased accommodation. Cash is
available to cover this project.

Staff and the PSA are anxiously awaiting the Board’s decision.
The Department of Labour requires advice by 5 March 2010 regarding the DHB’s plans.
If we do not proceed with a building programme, alternative arrangements will need to

be put in place within two months, such as off site location.

The DHPE’s accreditation and certification is at risk if the clinical records issue is not
addressed by December 2010.

Management remain strongly committed to the construction of a new Clinical Records
building and seeks the Board’s support for this project.

Group Manager
Commercial Support Services

Appendices:

Letter from Department of Labour dated 17 February 2010
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17 February 2010

Mr C Stevenson-Wright
Risk Manager
MidCentral Health
Private Bag
Paimerston North

Dear Chiis

| have been asked what the implications to MidCentral Health would be if the proposed Hospital Records
building was not fo go ahead.

As you are aware, | conducted a workplace assessment of the Hospital Records in 2008 and was advised at
that time that a new records building was proposed. It was with that understanding that | did not place any
restrictions on MidCentral Health in respect of the use of this area.

I revisited the Hospital Records on 12 June 2009 and subsequently produced a report outiining the
Department of Labour's concerns. It should be noted that the issues raised at that time were from an interim,
temporary remedial aspect because of the potential for a building proposal being successful.

| am aware from MidCenfral's reporting back to me that a number of these remedial issues have been
addressed.

It is of concem to me that if the proposed Hospital Records building did not go ahead, the implication would be
that | would be required to conduct a more in depth inspection which could well result in resrictions of use
being applied. The area presently utilised by the Hospital Records is aot an acceptable level of
accommodation in this day and age even though | am advised it was purpose built fo house records in the
1970s. The number of persons working in this area now is not appropriate and the siting of records is far from
satisfactory and draconian to say the least.

A number of minor injuries have occurred during the past few years including one incident where an employee
broke her arm while retrieving files which is fotally unacceptable.

| have in the past, when carrying out my inspecfions, taken cognisance of the fact that a new building was
being proposed and more recently was advised of its proceeding from planning fo design. Should this building
not progress | will have no other choice but to re-examine the current premises in a longer term view and my
actions would well reflect that perspective.

In the absence of a new building being built | will consider any steps that may need 1o be taken to safisfy the
safety and wellbeing of the persons working in this current environment. Most certainly, considerable drastic
changes would need to be made to ensure this particutar workplace meets the requirements of the Health and
Safety in Employment Act 1992 for empiﬁyers to provide a safe place of employment

Should the new building proposal nﬁt go ahead for whatever reason, then the employer, MidCeniral Heatth,
ive proposals to ensure all matters of concern are addressed within an

will need to provide me with alternative
agreed time frame.
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In referring toa hme frame you should note that the new buﬁdmg proposal has been on the agenda for a
couple of years now and in view of this the Department has been folerant in requiring a greater effort to
address the issues. However, in the absence of a new Hospital Records building, any alternafive proposal
would be expected to be actioned within the next couple of months

tdon't need to remind you, ia am sure that the Health and Safety in Employmentm 1992 provides for a range .
of actions and penalties to be imposed to ensure compliance with the same and | would fke to think that this
- matter can be resolved wxﬂleutfurther intervention from the Deparmlent of i_abour

Could you please advise me no Iater than 5 March 2010 of what actions M:dCenﬁaI Health propose as fa as
the new Hospital Records building is concerned or, in the absence of a new building, altemative options
available and a ﬁme-frame by which the aiwnaﬁve options wilt be eompéetedr

" | am happy to meet and dlscuss with you and | can be contacted on DDI 06 9525367 or 0274 909 600 for an
appo;ntment Please note | will not be in the office till 23 February 2010

- Yours sincerely -

ingrid Cook

Health and Safety !nspector
Inspector of Machinery
Workplace Services
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TO Hospital Advisory Committee
Community & Public Health Advisory
Committee
Disability Support Advisory Committee

HDCENTRAL DISTRICT HEALTH BOARD

fe Poe Hauora o Ruchins o famrua

FROM Chief Executive Officer
General Manager, Funding Division

DATE 22 February 2010

SUBJECT Letter of Expectations M E M 0 RAN D U M |

1. PURPOSE

This report is for information only.

2. SUMMARY
The Minister of Health’s letter of expectations has been received. There are five key areas:

i Improving service and reducing waiting times
o Increase elective surgical volumes year on year.

* Improve emergency department waiting times in line with the six hour length of stay
target.
» Improve cancer treatment waiting times.

ii. Next steps in the Primary Health Care Strategy
»  Work with community & hospital clinicians to provide a wider range of servicesin a
community setting.

Provide those services at not cost to patients.

Actively investigate & facilitate opportunities to consolidate PHOs where
appropriate.

Hi. Clinical Leadership

s Strengthen clinical engagement from the governance level throughout the
organisation.

iv. Regional Co-operation
» Accelerate closer collaboration with neighbouring and close DHBs, including
Regional Service Plans and clinical networks,

V. More Unified System

+ Work with National Health Board re shared services and other improvements
flowing from the Ministerial Review Group report such as quality & safety.

MidCentral DHB’s plans for 2010/11 are in line with these expectations.

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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3. RECOMMENDATION
It is recommended:

that the Minister of Health’s letter of expectatigns dated 9 February 2010 be noted.

L4

M-’fi(e Grant

eneral Manager, Funding Division
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Office of Hon Tony Ryall N

Minister of Health 3 ael
Minister of State Services o

9 FEB 2010

Mr Phil Sunderand

Chair

MidCentral District Health Board
PO Box 2056

Palmerston North Ceniral
PALMERSTON NORTH 4440

Dear Wﬂd

Letter of Expectations for District Health Boards
and their subsidiary entities for the 2010/11 year

This Government wants betler, sooner, more convenient health care for all New
Zealanders. This means strong priority must be given to improving frontline services and to
operating within the approved financial budget,

The global economic crisls is impacting on Government revenues, New Zealand stiil faces
several years of major financial deficits, and therefore the future increases in Vote Healih will
be smalter than in previous years.

At the same time New Zeslanders understandably want better services from the large sums
of money aiready invested in the health sector, The challenge for all of us is to improve the
delivery of services at the same time as coping with ongoing fiscal restraint.

All DHBs must budget within their allocations and establish specific action plans to improve
financial performance. This means your Board should be able to clearly demonstrate how it
effectively takes ownership of financial performance and will develop and implement specific
actions to live within its means year on year.

This will require much better financial management across the health sector. The
Govemment is no longer in & position to top up DHB budgets to meet unexpected shortfalls.
Similarly, equity and debt will be more consirained, so Boards will need to prioritise capital
more closely and fund more from Internal resources. DHB deficits must be quickly worked
out of the system. We will continue to regularly discuss with your your quarterly performance.

Expectations of all Distsict Health Boards:

Improving service and reducing waifing times

New Zealanders want the public health service to reduce excessive patient waiting times.
Resources must be focused on supporting frontlineg services, so you can achieve rmore

progress in this area. You should work with the Ministry fo implement productivity and
quality and safety improvements,

Private Bag 18041, Parliament Buiidings, Wellington 6160, New Zealand. Telephone 64 4 817 6804 Facsimile 64 4 817 6504
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Specifically, we expect you to:

) Increase elective surgical volumes year on year. This includes both first specialist
assessments and surgery. While the Governmient will help by building capacity in the
public sector, we expect DHBs to move away from reliance on spot purchasing from
the private sector, instead you should consider sustainable longer-term relationships
o help grow eiective surgery.

. Improve Emergency Department waiting times. Emergency Depariments are a
barometer of how well a whole hospital is doing. We expect improved performance in
iine with the 6 hour length of stay target.

. Improve cancer treatment waiting times. We expect shorter intervais between
patients’ diagnosis and treatment, particularly radiation treatment.

Next Steps in the Primary Heaith Care Strategy

New Zealanders want better access fo a wider range of services closer to home. Closer
integration of services across the care continuum will improve convenience for patients and
reduce pressure on hospitais. Expressions of Interest have besn received, and business
cases are being developed from those selected. Those DHBs not involved in this should be
working with their Primary Health Organisations (PHOs) to advance initiatives.

Specifically, we expect you to:

. Work with community and hospital clinicians to provide a wider rangs of services in
community settings as appropriate and specify these in your DAP.

. Provide these services at no cost to patients.

. Actively investigate and facilitate the opportunities that exist in your district to
consolidate PHOs where appropriate, acknowledging existing provider networks,

Clinical Leadership

Clinical leadership is internationally recognised as a fundamenta! driver of improved patient
care. ftis also pivotal to greater job satisfaction for the health workforce.,

Feedback from clinicians often contradicts statements from DHS leaders that clinical
leadership has been achieved. Good boards understand that the best clinical environmenis
¢an only be achieved with engaged input from clinicians. We expect you fo sirengthen
clinical engagement from the governance level throughout the organisation.

Regional Co-operation

Greater collaboration between neighbouring and close Boards is an essential part of our
future direction, {o maximise clinical and financial resources, We expect you fo accelerate
closer collaboration with your neighbouring and close DHBs, including Regional Service
Plans and ciinical networks. We are not interested in process but results. We expect 10 see
real gains from this collaborative endeavour identified in your DAP. Any disputes should be
referred to the National Health Board.



More Unified system

Historically, DHBs often reinvent the wheel 21 times. That's why the National Health Board
has been established to ensure that the public health service operates more effectively as a

unified system.

We acknowiedge that yeu are working constructively with the National Health Board to mest
our expectations. We have received overwhelming support for the shared services
approach o make the most of collective procurement and back office rationaiisation. We
look forward to working with you on other improvements flowing from the MRG Report such

as quality and safety.

We look forward to receiving your DAP and Statement of Intent showing how you will
progress the expectations outlined in this letter,

The year ahead will be challenging for the public health service. The Government will

appreciate your strong focus on improving productivity and getting best value for every
health doilar, and this will be a primary accountability in our discussions with you.

Yours sincerely

T foge

Hon Tony Ryall
Minister of Health

Tl
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TO Hospital Advisory Committee

R CENTRAL DISTRICT HEALTH BOARD

Fer P HOuorn o Ruabine o farnoa

FROM Chief Executive Officer

DATE 23 February 2010

SUBJECT 2009/10 Work Programme M E M o RAN DU M

The Committee’s work programme for 2009/10 is attached and shows progress as at the
end of February 2010.

Reporting is occurring in accordance with timeline, noting that the issues around the
proposed sale of land to St John’s ambulance service in Levin the subject of the
Government’s land disposal process.

At the Board meeting held on 16 February, some questions were raised around details of
the child and adolescent oral health project, such as procurement arrangements. These
have been noted on the Committee’s work programme for April.

Next month, the draft 2010/11 District Annual Plan will be the key focus.

If there are any new items which members require, or any issues they would like
canvassed in future reports, please advise.

Recommendation
It is recommended:

that the updated work programme for 2009/10 be noted.

é -»: — 7
A V(:& S NI S .
f; .

Munfa Georgpl
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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