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TO Hospital Advisory Committee

FROM Lareen Cooper
General Manager
MidCentral Health

DATE 20 February 2009 MEMORANDUM

SUBJECT MidCentral Health General Manager’s Operations Report
for January 2009

SECTION 1. OVERVIEW

1.1 Overview of production and finances

MCH is showing a positive variance for the month of $0.975m and a ytd negative variance of
($2.976m). It is pleasing to note that CWDs across the medical specialities, which are capacity
funded, are under budget for the month by 5.3%. However, year to date they are over budget by
11.3%. For the surgical specialties production is 10.2% over for the month and 8.8% ytd. The net
value of overproduction is now $5.7m.

The deficit ytd against the revised year end target of $4.2m is $3.439m. Efforts are focussed on
achieving the target of a deficit of not more than ($4.2m) by year end. The challenge is that on
average we have had a deficit of $0.728m per month for seven months and that for the remaining
five months we require a surplus of $0.180m on average per month.

Focussed areas for financial improvement are as follows:

Personnel costs

Expenditure on personnel for January is influenced by annual leave and is therefore not a typical
month. The result is better than budget by $0.135m. It should be noted that the accrual for the
PSA Allied MECA is a key feature and is a one-off event. A key strategy has been to reduce fte and
at present approximately 26.4 fte within MCH remain unfilled and will not be recruited to until
they have been reviewed or until 1 July.

Travel and accommodation

Staff travel and accommodation is well down on trends for both December and January. This
continues to be closely monitored to ensure savings are made against budget or any new
expenditure is deferred.

Constant Observations

Constant observations during January dropped to 595 shifts (653 shifts last month). This was as a
result of discussion about the trend and the audit of the approval process in the medical wards in
particular. The savings target for this area for the remainder of the year is $0.300m.

Duty nurse managers and nurse managers have been reminded to record their assessments for
ordering constant behavioural observation in patient progress notes to aid auditing. Particular
focus is on the wards with high use.



Deferred CAPEX

The capital budget for the year is $8.334m. The spend for the month is $0.057m and the ytd
expenditure is $0.691m against this year’s budget. Expenditure against prior years CAPEX is ytd
$1.qm. This has lessened the depreciation accordingly.

Summary

However, financial modelling has indicated the potential of a $9.4m deficit before the potential
savings indicated are actioned. Therefore a further target of $1.406m in savings has been allocated
by pro rata around all the group managers’ cost centres in MCH. Group Managers have allocated
these savings around their management teams and they, with the assistance of their management
teams and management accountants, will report weekly on their fte status and monthly overall
result in more detail as to how they are ensuring this target is met.

The following table demonstrates the ytd position and the change in expenditure required month
by month and with the above initiatives and others achieved. To achieve our goal as demonstrated
below further savings are still required of $0.744m.
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Francis Group Consultants

The Chief Executive has commissioned the Francis Group to assist MCH to meet its goal of a deficit
less than $4.2m. Their work is focussing on assisting with the establishment and formal planning
of projects and data analysis. This work is not as yet due for completion.

SECTION 2. OPERATING RESULTS

2.1 Performance to Contract — Output Delivery

Total cost weights were 1% above target for the month and are 10% ahead year to date.
Attendances were 14% above budget for the month and year. Patient months (renal services)
continue tracking below budget.
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Patient Throughput

Reflective of a holiday month there was a decline in the total number of procedures undertaken
though there were 40 (14%) more elective procedures undertaken in January 2009 than in January
2008. Daycase surgery reduced due to holiday leave and acute presentations form a greater
proportion of work.

On a per day basis ED presentations decreased by just over three per day than in December.
Relative to January 2008 there were 92 more presentations however. Triage 1, 2 and 5 targets were
met; 3 and 4 were not. The Triage 2 result of 97% seen within time is the highest result recorded for
that category, similarly Triage 5 recorded a new high result and Triage 3 had a 7% point
improvement in the month — a high result for that category. The admission rate from ED
presentations was 28%. The length of stay at the 8ot percentile for those subsequently admitted
was 7h som — a significant change — being almost one hour less than the December result.

SECTION 3. HUMAN RESOURCES UPDATE
3.1 Collective Employment Contracts

It is pleasing to note the progress on collective employment settlements.

Table 1. Collective Employment Agreements - Negotiations underway/ commencing

Agreement Status Expiry Date

Pharmacy Total FTEs 14.52 31 January 2012
MDHB has a local collective agreement for Pharmacy employees.
Nerthern Distribution Union represents staff. Negotiations have been
completed and ratified by unien members. The Collective Agreement has
been signed by the union and will be signed by the CEQs mid February.

3.2 Staff Recruitment

The Director of Nursing and Group Manager, HR travelled to the UK in late January 2009 to
conduct interviews for prospective nursing and midwifery personnel. Interviews took place in
London, Manchester and Glasgow. Interviews were held with 19 nurses and at this stage we have
made offers to 13, with three pending. Interviews were also held with three midwives, and one
Radiation Therapist, Clinical Psychologist, Occupational Therapist and Physiotherapist.

SECTION 4. OTHER ITEMS
4.1 Improving Quality and the Measure of Quality

The Emergency Department has submitted a response to the Ministry of Health with regard to this
document, which contains 14 recommendations. The first key pages of the document are attached
for members’ information (appendix 5). Although MCH’s ED supports the document and its
recommendations, there are concerns regarding its practicality and the ability to implement them.
This is largely around bed capacity. It will be difficult to improve patient flow times from ED to
wards if bed capacity is unavailable. The current average time that patients wait for admission or
discharge is 4 hours and 45 minutes (this includes those patients in the Emergency Department
Observation Areas (EDOA) who are planned to stay there for up to 23 hours.) Of patients admitted
to an inpatient ward, the average wait time measured at the 80t percentile is between 8 -9 hours. It
will be a significant challenge for a meaningful national target to be arrived at as EDs and their
supporting EDOAs, Medical Assessment Units ete vary tremendously. Developments will be
reported over the next few months.
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4.2 Australasian College of Emergency Medicine - Registrar Training

The ED was examined in detail late last year by the College’s Board of Censors. The Australasian
College of Emergency Medicine (ACEM) recognised its “high regard for the standard of patient care
and teaching in the Department” with an Accreditation Certificate presented to MidCentral Health
last week.

The inspection team noted the regard with which the Emergency Department was held within the
hospital, and the strong and stable Emergency Department nursing workforce. It also noted the
vacant SMO positions but that support to recruit to these vacancies was in place.

The ACEM accreditation is a solid endorsement of the quality of care delivered in a broad case mix
including trauma and emergency procedures by the ED team.

4.3 Official Information Act request — Mental Health

The Ministry of Health transferred to the 21 DHBs a request by a reporter from the Herald on
Sunday under the Official Information Act 1982 (the Act) for summaries of the 183 cases cited in
the Office of the Director of Mental Health Annual Report 2007 and copies of the audited action
plans related to the cases.

District Health Boards New Zealand (DHBNZ) is assisting both the requester and the DHBs in
coordinating a response on a national basis. The template is similar to that used for the Sentinel
and Serious Events; however the information required is different.

a. The Herald on Sunday has requested the 183 cases cited in the report of the Director of
Mental Health Services

b. Not all the events reported to the MOH by Mental Health Services as serious and sentinel
events qualify for the QIC serious and sentinel event report. The new national Severity
Assessment Codes (SAC) have, for example, only suicides of inpatients or patients seen
within the last 7 days as SAC 1 or 2, whereas mental health services actually report many
more events to the Director of Mental Health services, including all suicides no matter
how long ago they saw them, and all deaths of anyone under the Mental Health Act. This
OI1A is about all those reports.

c. The OIAis for all in calendar year 2007 (this is the timeframe covered by the Director of
Mental Health Services), whereas the national release on 23 February of sentinel and
serious events release is for July -2007 to June 2008.

Responses from DHBs on the OIA are due to DHBNZ by Wednesday 18 March 2009. DHBNZ will

then collate all responses from the individual DHBs. The final collated version will be sent to the
herald on Sunday on Wednesday 15 April 2009.

4.4 Health Voluntary Bonding Scheme

Attached in appendix 6 is a copy of the press release relating to the recent announcement on the
Health Voluntary Bonding Scheme.

4.5 The following letters have been received from the Minister and Ministry
and are attached for members interest (Appendix 7)

Letter of Expectations for 2009/10
Elective Services Funding for 2009/10
Elective Services Funding for 2009/10 — further detail

Paao A



RECOMMENDATION -

It is recommended

that this paper be received.

ﬁ* C)QCL‘;« - %P

Lareen Cooper
General Manager
MidCentral Health

APPENDICES TO OPERATIONS REPORT

Scorecard results, trends

Variance analyses — financial performance

Financial performance statements

Responses to Hospital Advisory Committee Enquiries

Improving Quality and the Measurement of Quality - Emergency Department
Health Voluntary Bonding Scheme

Letter of Expectations, and Elective Services Funding — Minister of Health
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Appendix 1
MicddCentral Health Scorecard Report Period: 1 to 31 January 2009

Customer Patisnt

5 52% 5347 %

% complaints resolved within 15 warking days

% of inpatients who develop >= one pressure ulcer 0.13% 0.22%

during their admission

% patients discharged without incident 82.88% 97 95% > 97.50%

Y patients waiting greater than & months for FSA 4.99% N < £.00%

% Patients who were acute readmissions within 7 day 4.31% 4.36% < 5.00%

of previous discharge

% Unplanned retums to theatre within the same 0.48% 0.57% < 1.00%

admission

Bacteraemia rate per 1,000 inpatiants 274 253 «2.50

Patients Ovarall Satisfaction BE8.90% 87 43% » 85.00%

Triage 1 ¥Wait Times 100.00% 100.00% = {00.00%,

Triage 2 ¥Wait Times 82.90% 052.72% > B0.00%

Triage 3 Yait Times b7 39% > 75.00%

Financial

Budget variance (§000) - Expenses ' %BQ?,E} —3 ,35,45 T ..

Budget variance (3000} - FTEs 5302 052 U 0
Budget variance (3000} - Operating Surplus # {loss) $E75 134 -2 978 326 §0 50
Budget variance ($000) - Revenue $167 936 §350,123 $0 30
Clinical Supply Costs / HSRavenue 10.43% 1.52% 12.28% 12.28%
Costs per bed day it 5472 $422 $437
Health Senice Revenue f FTE $10,093 BB AR §78,732 5135 319
Personnel Costs as a Proportion of Total Expenditure RS 56.27% 56.17%
Personnel Costs / FTE PA $44 577 A

lternal Process and Operations

% Bed day usage 85.49% . 91 E5%) . > 85.%
% eligible elective daycase surgery 74.34% T AR = B0.00%
% of patients who did not attend haoked outpatient 861% 8.73% =< 7.00%
clinic appointment

% Patients admitted on the same day as surgery 33.69% H3.61% = 00.00%
% patients given certainty of ireatment waiting greater 17 B5% WA < 14.00%
than & months

Average length of stay (day case inclusive) 402 385 <4.20
Average length of stay (inpatient only) 486 5.8 <550
Beddays per caseweight 4.18 405 < 3.80
Day case surgery as a proportion of total elective 59 704% 55 10% » 55 0%
surgesy

Length of stay in ED at BUth percentile, for those 75000 i < 8:00:00
patients who are subsequentiy adrmitted (hrs.ming)

Deeurrence rate of selected incidents per thousand bed 2141 742 < 4,00
davs

Ferformarce to contract ratia f = 1.00
Organisational Health and Learning h 3

% sick leave rate 1.74% A 3% < 3. 20%
% staff stability rate 99.78% 93 75% = 99.00%
% staff turnover rate (voluntary) ave per month 1.27% 0.78% < 1.00%
% staff with leave entitiernent in excess of two yrs 8.47% BAA < 9.50%
Workplace injuries par million hours worked, ¥TD 0 5.92 < 15.00
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APPENDIX 2

SCORECARD RESULTS AND TRENDS TO JANUARY 2009

» Customer / Patient Perspective

Overall Patient Satisfaction Rate

Occurrence Rate of Selected Incidents

Overall Patient Satisfaction Rate, to January Occurrence rate of selected incidents per 1000
00.0% 2009 bed days, to January 2009
12.00
95.0% 4- p D00
—_ )
E‘i 80.0% g 8.00
e 4
& e5.0% g 6.00
2 400!
80.0% - - E
3 200 ¢
75.0% t T T r
2 3§53 3% 5858 228§ e
-0 - 3 248 2 4 5 5 2 2 £ 3
Month
———2007/2008 s e = 2008/2009 TREND Month
e 2008/ 2009 TARGET ———2007/2008 o = 2008/2009 TREND
aseprares 2008/2009 TARGET
Bacteraemia Rate per 1,000 Inpatients
Jan| Feb | Mar | Apr | May | Jun Jul | Aug| Sep| Oct| Nov | Dec | Jan
08 08 08 08 08 08 03 08 08 08 08 08 09
MCH Rate 171 29 17| 40| 393 21 19| 24| 18| 23| 14| 39| 27
Target 241 2.1 21 2.1 21 2.1 25| 25| 25| 25| 25| 25| 25
YTD 34| 33| 31 3.1 33| 32| 31 30| 29| 28| 25| 251 28
Number of Jan | Febi Mar | Apr| May | Jun Jul | Aug | Sep| Oct| Nov | Dec| Jan
Patients 08 08 08 08 08 08 08 08 08 08 08 08 09
MCH Total 3 5 3 7 7 4 4 5 4 5 3 8 5
Jan | Feb | Mar i Apr | May | Jun | Jul | Aug | Sep | Oct | Nov | Dec | Jan
Number of Events 08| os| o8| 08| o8| o8| 08| 08| 08| 08| 08| 08| 09
MCH Total 3 i) 3 7 7 4 4 5 4 5 3 8 5
OncologyHaematology 0 0 0 2 2 1 0 1 0 2 2 3 1
Surgical 1 2 2 4 2 0 3 1 2 3 0 4 1
Other 2 3 1 1 3 3 1 3 2 0 1 1 3
Emergency Medicine Wait Times and Volumes
Comparison of ED Volumes, from .July 2005 Percentage of Triage Category Patients
{(Projected to end of 08/09) Attended by a Doctor or Nurse Within
gggg _ " Expected Times, Rolling 12 months, from Jan
w gﬁgg E 100.0%
6 83000 4 P owon e _
E ggggg ) g 80.0% § [ 1R
€ 22700 B 7po0% H- g OB,
Z 22600 ‘i . EHEHEE 1 3 Al
B 2500 - R /| 7 5 : el ¢
2400 - D s0.0% B i B % g | B
D e B0 ¥ HHE R i
5 D o ¥ T Ow S & B 5 = £ b o L BT ] W 1 H HL B B B $H B
_:; g ‘g 8 g 8 i‘; ‘E g % g E" ) 0o e o k i = £ T D o >
« @ & o ® I 5 3 @ o
Month ™o =2 L5 B I O Z 0
2005/06 2006/07 8 Triage 2 {1mins) Triage 3 (30 mins}
2007/08 e 2008/ 09 0 Triage 4 {60mins) 0 Triage 5(20mins)
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Number of ED Patient Presentations Admitted

Percentage of ED Patient Presentations
_ Admitted, from July 2005

050 — —Permonth, fromJuly2005 _ 40 - o o
800 |- - = F 3
6 8501 E 2 1|
-‘EJ 800 T - E g H |
5 70 g i |
Z 70 - a2 i ’
600 - — - +% Iz ? | | ? .
550 e el e et e e e e e 41 E
500_.@;{11 ‘>.o.:}n. - g>‘.:. 2 2 3
5 b’ ™ T O
3§38383588¢%8¢%3 <4 5
Month on
—2005/06 ~———2006/07 2007/08 —g@—2008/09 B82005/06 ©O2006/07 B2007/08 0O 2008/09
Number of Emergency Dept Attendances by District Over the Last 12
1800 Months
16800
o
31400
£ —— Palmerston North
'g 1200 —— Horowhenua
g 1000 - -~ Manawatus
< 800 —&— Non MidCentral
] 1 -~ Tararua
E 400 |
Z 200 -
0 :
o b e o = 5 =] =3 +2 = 5] c
e 2 2§ 33 2 388 2 8 3
Month/Year
Emergency Department Activity Overview
Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun YTD
Target ED
Attendances 195 1235 1192 £145 1150 1226 1207 7,145
EDOA Assessment | 276 285 275 264 265 283 279
Admissions to ED
{Funded as CWD) 480 480 480 480 480 480 480
Target ED
Discharged 1951 2000 1947 1889 1895 1989 1965 11,67t
ED Admissions to
IP (Funded as
CWD) To7 817 795 T2 774 812 803
Target ED
Presentations -
MCH Discharge 2748 2817 2742 2660 2669 2801 2768 16,437
Inpatient Admission
Rate 29.0% 29.0% 29.0% 29.0% 29.0% 28.0% 29.0%
Actual ED
Attendances 1831 1938 1720 1801 1833 1838 1888 10,963
EDOA Assessment
Admissions to ED
(Funded as CWD) 434 120 0
ED Discharged 21265 2058 1720 1801 1835 1838 1888 11,469
ED Admissions to
IP (Funded as
CWD) am 994 925 865 889 887 860
Actual ED
Presentations -
MCH Discharge 3165 3856 2645 2666 2724 27358 2748 16,933
Actual Inpatient
Admission Rate 28.5% 32.5% 35.0% 32.4% 32.6% 32.6% 31.3%
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Elective Services
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Number of Patients Waiting Greater than 6

000 - Months for Surgical {inc Gynae) FSA
000 b - . - L e
L] J I
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-]
o 600
5 500
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End of Month

Number of Patients Waiting Greater than 6
Months for Medical FSA

5]
3
[=
2
i
o
£ ]
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o
o
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£
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o+— : :
o & o 6 B @8 @m o 9o ¢ 9 D o
? % 9 R g g & e 8 5 0 & 5
£ O 5 /5§ » £ I 9 B 5 3 § 5
S &z < x4 > 42 0 2 48 3

End of Month

Percentage of Patients Offered Treatment (Given Certainty) Waiting Greater than 6

¥ (| T 7 1

months *
:-Jan-08-| Feb-08 | Mar-08 | Apr-08 | May-08 | Jun-08 | Jul-08 | Aug-08 | Sep-08 | Oct-08 | Nov-08 | Dec-08 | ‘Jan-09
16.69% | 16.42% | 15.54% | 17.90% | 18.82% | 17.83% | 19.79% | 19.70% | 19.19% | 20.09% | 21.02% | 19.47% | 19.09%
% of Patients Offered (Given Certainty) Treatment Number of Patients Given Certainty of Treatment
Waiting Greater Than 6 months Waiting Greater Than 6 months
25.0% “E_, %gg
£ 200% L & 553 ]
= 5 1751
B 15.0% - ; 1508
o £ 181 -
S 10.0% | - ¥ E 754 e
& Zz 50 -
5.0% - 28 .
0.0% e ‘ '?ﬁ 5 92 ; <
+#333

Jul Aug Sep Oct Nov Dec Jan

Feb Mar Apr May Jun

2008/07 wemethmeeee 2007108 remeenlp = 20008/09

Feb-08
Mar-08
Sep-08
Oe2-08
Nov-08
Dec-08 1
Jan-03

End of Month

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

Day Case Surgery
Number of Elective Day Cases from July 2006
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E 250 + &
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3198338888883
—&— Elecfive Day Cases 200607 —#— Eleciive Day Cases 200708
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Percentage

Proportion of Elective Surgery Undertaken as Day

Cases, from July 2006
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Percentage of Eligible Elective Surgery Undertaken

asa Daycase, over the last 13 months

80-3=q
B0-46N
80-10

g0-des

8p-fny

eo-1y

Target >80.0%

h

Note: one menth’s time lag for this indicator

Elective Volumes

Acute

o B0-uep » BO-uer
g5 j 90-0%0 E 80030
e 2 BO-AeN g K B £0-ACN
29 o0 § 2 80100
M ﬁm.. go-cag m M 0 | gp-des
g3 805NV o m ao-fng
oy s S g £ s §
2 m go-ure m 2 agunp =
2g ey ° M ap-<ei
M 5 80-1dy 5 | gg-aty m
m W a0-RiM m ..m_ a0-lep M
c @ _ wwed < g g 603
£¢ e 8a-uiar E g on-er
€2 g888¢88 _

JequinN Jaquinn
5 60-LRP 5 go-vep
e g09eg o 80-280
m BO~AON .m m 80-A0M m
m\m,, 80-120 % W o <mm.ﬁ_ﬁ_ %
@ 2 gp-dag B 2 m po-dag 5
i m a0-Bry 3 M 80-8ny
ws a0-ne W o
23 ag-unp 85 agrune
< m 0w <= e
s oy 3 m«nm sy 3
mm IS 5 = il P
..m ao-ge< "m . a0-ge4
m. ” s a0-uEr W : gg-uer
* §REEEREEREER s §gEseggec

Jaquiny

JsquinN

TS e



>

Internal Process / Operations

Performance Against Provider Arm Volumgﬁchedule ($ value YTD)

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

Variance (%)

=1 o 2 s 3] % Ea] ] B >
- 2 a 0o z2 8 3 f = < g
Month YTD

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

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

T

Case Weighted Discharges (CWDs)

8 ssin . Month = Janaary: S <2 Year to Date, January 2009 7500
Medical Specialties Actual Budget var | %var Actual | Budget | Var | % Var
07/08 08/9 | - 07/08 08/9 08/09
Internal Medicine 523 657 530 644 13 2.0% 5367 4635 732 15.8%
Paediatric 60 63 63 72 -9 -12.5% 634 569 65 11.4%
Neonatal 76 71 6l 75 -4 -5.3% 558 511 47 9.2%
Oncology 21 48 82 78 -30 { -38.5% 563 543 20 3.7%
Haematology 52 40 44 59 -19 3 -322% 296 409 -113 -27.6%
Total | - 792 879 781 928 -49 -5.3% 7418 6667 751 11.3%
©owh 5 Mouth < Jandiary Year to Date, January 2009 5000
Surgical Specialties Actual Budget Var Y% Var Actual | Budget | Var | % Var
0708 08/9 | @7/08 08/9 08/09
ENT 31 52 20 36 16 44 4% 359 334 25 7.5%
General Surgery 330 346 368 344 2 0.6% 2054 2848 106 3.7%
Gynaecology 32 67 34 34 331 97.1% 590 372 218 58.6%
Ophthalmology 51 50 14 22 281 1273% 332 208 124 59.6%
Orthopaedics 228 214 230 224 -10 -4.5% 2041 1878 163 8.7%
Oral Maxillofacial 4 10 5 4 6 150.0% 119 145 -26 -17.9%
Urology 42 39 49 60 -1 -1.7% 495 545 -50 9.2%
Total 718 798 720 724 74| 102% 6890 6330 560 8.8%
Non CWD Purchase Units
Attendances Moenth - .}'am.lary Year to Date, January 2009 - -
Actual Budget Variance % Var Actual Budget Var % Var
Emergency Department 18R% 1207 681 56.4% 12794 8352 4442 53.2%
Oncology 654 875 =221 25.2% 5086 6127 -1041 | -17.0%
Radiotherapy 2535 2714 -179 -6.6% 19140 19188 -48 -0.2%
Haematology 307 228 79 34.6% 2414 1992 422 21.2%
Medical {IM) outpatient * 1824 1944 -120 -6.2% 15413 15358 15 0.1%
Surgical outpatient * 3048 30671 -23 -0.7% 25915 26362 -447 -1.7%
Gynaecology outpatient 292 230 62 26.9% 2289 1844 445 24.1%
Paediatric outpatient 310 321 -11 -3.5% 2697 2704 -7 -0.3%
Dental outpatient 219 158 61 38.4% 1661 1245 416 33.4%
ATR outpatient (elderly) 313 285 28 9.9% 2525 2342 183 7.8%
ATR outpatient (physical} 111 105 6 5.9% 1226 1236 -10 -0.8%
(* excludes Nurse-led clinics)




XX

.. s Meonth' = January Y Year to Date, January 2009
Contacts / Visits -
Actaal Budget Variance % Var Actaal Budget Var % Var
Sexual health 229 263 -34 -13.1% 1926 2189 2263 1 -12.0%
Community services 4385 4128 257 6.2% 30730 30621 109 0.4%
ATR (physical) 30 108 -78 -72.3% 187 997 -810 -81.2%
Dietetics service 139 60 79 132.5% 1052 645 407 63.2%
Qcc therapy service 177 96 81 85.1% 1106 853 253 1 29.7%
Physiotherapy service 621 745 -124 -16.6% 4983 6907 -1924 1 27.9%
Social work service 144 214 =70 -32.7% 1357 1793 436 | -243%
Speech therapy service 39 23 16 72.1% 192 274 -82 | -30.0%
Paediatric community 156 140 16 11.5% 1774 1278 496 38.8%
ATR (elderly) domiciliary 236 345 -109 -31.6% 2030 3131 -1101 | -352%
A (i Month = January o w2 Year to Date, January 2009 ¢
ssessments -
Actual Budget Variance % Var Actueal Budget Var % Var
Medical Assmt Unit 0 33 -33 -100.0% 71 282 <211 | -74.8%
Paediatric Assmt Unit 57 61 -4 -6.2% 458 564 -106 | -18.8%
EDOA 0 279 -279 ~100.0% 0 1928 -1928 -100%
Accredited Equipment 241 183 58 3L.7% 3449 1803 1646 91.2%
Needs assmt - elderly 23 25 -2 -9.7% 217 222 -5 -2.3%
Bed days . Month=January Year to Date, January 2009-
Actual Budget Yariance % Var Acfual Budget Var % Var
ATR (geriatric) 1065 807 258 31.9% 7133 5948 1185 | 19.9%
ATR (psychogeriatric) 367 378 -11 -3.0% 2894 2772 122 4.4%
Specialist Rehabilitation 184 134 50 37.0% 1643 1417 226 15.9%
.| Rural inpatient 73 52 21 39.8% 195 362 -167 -46.2%

Contacts/Visits
ATR Physical
Occupational Therapy
Social Work

Speech Therapy

ATR Elderly Domiciliary
Assessments

Accredited Equipment
Medical Acute Assessment
Bed Days

ATR Geriatric

Specialist Rehab

Rural Inpatient

Attendances
Gynaecology outpatients

Surgical Specialties
Gynaecology

Ongoing impact of change to counting method

Continuing impact of changes to counting and some impact
of vacancies

Over production for the month related to filling of parental
leave vacancy, note YTD remains under

Ongoing impact of therapy vacancies

Ongoing impact of changes to counting method
Demand driven

Increased demand along with some counting adjustments
Historical overproduction despite efforts to manage closer to
target

Overproduction for January although continues significantly
under YID

Reflects level of demand and the benefits utilising available
capacity.

Reflects level of demand and the benefits utilising available
capacity.



Average Length of Stay (ALOS)

Average Length Of Stay (daycase inclusive)
200672007 - 2008/2009
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Outpatient Clinic (Clinician only) Attendances — DNAs
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Percentage of Booked Outpatient
Appointments Not Attended (DNAs) 2007/2008 -
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¥» Workforee Capacity
Staffing Numbers
JANUARY lL.ast Month This Month Year To Date
2009
FTEs Actual Budget Actual Budget Actual Budget | Variance \Ianar(n;g
Medical 289.5 233.3 261.5 233.3 255.9 233.3 -22.7 9.71%
Nursing 938.5 026.8 965.2 926.8 923.0 926.8 3.8 0.41%
Allied Health 328.0 340.6 331.5 3406 325.8 340.6 14.8 4.35%
Support 29.7 33.4 28.6 33.4 28.0 33.4 5.4 16.17%
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Staff Turnover Rate Staff Stability Rate
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i January 2009 January 2009
Tl 100.0%
o 99.6%
— 1.4% 09.4% - - -
£ 12% 1 T £ oe2% | -
g 10% 1 ©  99.0% |-
S 08% + S 988%
0.6% 98.6% -
0.4% - 08.4% 4
0.2% 4 - o e e e e e e e e e e e e e e e 98.2% - . C e e e e e e e e
L e T e 88.0% A e
== T - T - - T~ - S R~ M =t TF D oW 2 o E o Lk o5 o &
Sigs8ctgEges i3 238888585283
——f=——2007/2008 == = =2008/2009 TREND ——o——2007/2008 — — -2008/2009 TREND
memagdgmannn 2008/ 2009 TARGET sosnsfiprcazs 2008/ 2009 TARGET
Sick Leave Rate Sick Leave Hours » _
Staff Sick Leave Rate - Annual Comparison, fo Total Number of Sick Leave Hours Taken
January 2009 {Paid and Unpaid),MidCentral Health, to
6.0% January 2009
50% |
? 4[}06 g
&
@& 30%
. g
2.0% 2
10% -
0.0% e
=2 3 @ 6 =) o 0§ o g 4 i 5
—o—2007/2008 g 2008/2000 z 0 2 0 3 & 2 € F =
e e == 2008/2009 TREND TARGET e 2007/2008 e 2008/2009
Total Number of Sick Leave Hours — last 12 months
Feb 08| Mar08| ° Apr08| May08|  Jun08|:  Jul08|: Aug08|: Sep08|  Oct08| Nov08: Dec08j Jan09
5953.0( 85941 - 729971 77339| 112958| 9665.2| 11453.1| 91434| 7000.2] 94086, 67165 55405

Workplace Injuries
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Number and YTD Rate of (Lost work time) Workplace Injuries

“Feb 08| Mar 08| Apr08| May 08| Jun 08| Jul 08| Aug 08| Sep 08| Oct 08| Nov 08| Dec 08| Jan 09| = YTD
Number 4 2 1 0 2 2 3 1 1 4 2 0 13
Rate, YID | 911 | 885 | 841 769| 752| 838| 9541 779| 691| 816] 810| 7.08
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Appendix 3
FINANCE REPORT
1. Summary
1.1 Result
MidCentral Health - Provider Division
Statement of Finaneial Performance
Year-to-Date to: Jan-09
Month Year to Date Annual
Actual Budget Variance Variance Actual Budget Variance  Varfance
000 $000 $000 % $000 $000 $oo00 % $oo0
Surplus/(Deficity] {10643 {20503 975 {48%3 (,149) {078 {2.076) 137% (2,490]

Activity was at a lower level in January due to high levels of annual leave, but the revenue remained
at a reasonably high level. Costs were kept well below budget for the month and the result was a

$975k positive variance.
1.2 Key Highlights

1.3

1.4

1.5

Settlement of the Allied health MECA during the month at a slightly lower level than that
accrued has driven a favourable variance for the month ($396k). The position to date is now
$564k under budget, which aligns with the vacancies held in this area.

Key Issues

MidCentral Health is under producing in paid throughputs (surgical} and overproducing in
some areas where throughput is capped under the contract, the net value of this
overproduction to date is $5.7m ($3.4m excluding Emergency department component).
The CWD volume of work outsourced to private providers is approximately $2.2m year to
date.

Key Risks

Elective throughput — Surgical Services is not able to achieve the increased elective
throughput targets, even with the increased use of outsourced facilities. Use of outsourced
elective capacity is increasing costs.

In order to achieve the level of (unfunded) activity MCH is incurring high levels of
personnel costs with no revenue to offset the costs.

Key Future Issues

MCH is working to achieve the elective volumes in order to treat patients and access
revenue from the MoH initiatives. This is resulting in additional cost which is being
carefully reviewed at present. The implications for the new financial year are also being
considered as part of the planning and budgeting for the year ahead.
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2. Line Reporting

2.1 Summary by Line

Surplus/Deficit by Line — Year to Date

By Line - Ranked by YTD Cost Variance Revenue  Expenditure Surplus/(Deficil)
Paid
Line Actual Budget Var
L13 Internal Medicine 25,056,455 25,492,820 {436.366) 390,233 (826,599}
L20 Mental Health 15,351,761 15,907,125 (555.364) {54,380) (500,034}
Lio Child Health 6,801,066 6,271,179 530,787 576,315 {45.528)
L31 Rural Health 1,429,902 971,199 458,703 454,645 4,058
122 Public Health 3,830,341 3,765,481 64,860 {33,961) 118,821
L21 Dental Health 1,594,691 1,742,735 (148,045) (305,015} 157,570
Lo2 ICU / Anaesthetics 238,275 109,106 129,168 (103.091) 232,259
Li1 Women's Health 9,400,902 9,794,619 {393.7:8) {642,028} 248,310
L35 Rehab & Therapy 8,448,505 8,986,462 (537,957) {801,437) 263,480
L1z Clinical Support 4,528,438 4,606,917 {(78.479) (362,804) 284,325
L3o Elderly Health 8,380,910 8,261,388 119,522 (261,216) 380,738
Loz Regional Cancer Treatment Serv 18,641,258 17,505,535 1,135,723 645,704 490,019
Lo4 Surgical Specialties 33,816,672 33,881,619 {64,947) {1,307.974) 1,243,027
Loi Emergency 9,061,208 7,105,513 1,955,695 (317.902} 2,273,597,
146,581,283 144,401,699 2,179,584  {2,143.511) 4,323,095
Support Lines
Ls5 Hospital & Associated Services 2,748,330 4,582,270 {1,833,035) 327,299 (2.161,238)
Lso Intellectual Disability 172,186 200,342 {28,156} 50,092 (78,248)
L40 Commercial Support 3,029,579 2,791,670 237,909 {201,607} 529,516
L4s Human Resources 38,018 76,778 {37,860} {114,810} 76,050
|___ 5,950,005 7,574,282 (1,662,047) (29,026) {1,653.021)
[Total - All Lines | [ 152,531,378 151,975.980] 517,557 (2,172.537) 2,690,074
SLA adjustment (Funded underproduction) {5,666,387) {5,6066,387} {5,606,387)
[Total - All Lines after SLA adj 146,864,991 _151,975,980] (5,148,850) _(2172,537) (2,976,313}
2.2 Year to Date Result- Including ID
MidCentral Health - Provider Division
Statement of Financial Performance
Year-10-LJanuary-09
MTD Actual MTD Variance Varlance YTID Actuzl YTD Budget  Varianee Variance Annual
Budget Budget
So00 $000 $000 % $o00 $000 3000 % So00
Revenue
Govt. & Crown Agency Sourced 18,080 18,955 25 % 143,121 143,400 (285) (a%) 246,476
Patient/Consumer Sourced 53 55 (3} 5% 430 385 45 12% 661
Other Tacome 555 409 146 36% 3.353 2,762 591 21% 4,807
Total Revenue 19,587 149,419 168 1% 146,904 146,554 350 0% 51,044
Expenditure
Personnel 1L,650 11,785 35 1% 83,734 81,195 {2,540} {5%) 138,648
Outseurced Services 1,603 1,619 15 1% 12,548 11,330 (1,218) {11%) 19,422
Clinical Supplies 2,862 3,383 520 5% 22,802 23,405 693 5% 40,306
Infrastructure & Nog-Clinical 3,800 3,936 137 3% 27,819 27,557 {z62) {1%) 47,229
Total Expenditure 19,015 20,728 8o 4% 146,003 143,576 {1,026) £2%) 245,606
Operating Surplus/(Deficit) {328} {5,308} 975 {75%) i 2,078 (2,570) (100%) 6,338
Corporate Services 736 736 o o% 5,150 5,150 [} 0% 8,829
Surplus/{Deficit} {16617 T2 0391 975 18%) 15,149} 2 v73) {2,976} 137% [ERTT))

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

3.1 Operating Surplus / (Deficit)
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The graph shows that MidCentral Health has incurred high deficit levels over recent months, and a
significant turnaround is required in the second half of the year to minimise the negative impact on
the overall DHB financial position.

4, | Schedule of Variances - Year to Date (incl. Intellectual Disability)

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

T YID- [YTD- B |
- | Variance | Variance (%) | = R
| | ($000) | - | Explanation
REVENUE:
Govt.&Crown | (285)|  (0.20%) | o ($6.278m)— Hospital and Associated
Agency services (HAS), mainly the wash up

~ ATR inpatient bed days overproduction

balancing figure, relating to
over/underproduction for each line
($938k)- Regional cancer treatment
services (RCTS), mainly driven by CWD
underproduction and the change in
Pharmacy cancer treatment (PCT)
funding, which has a cost offset
$2.318m- Emergency, mainly driven by
higher revenue linked to changes in
counting methodology, the offsetting
debit entry is within HAS

$1.169m- Women'’s health, mainly driven
by inpatient gynaecology CWD
overproduction. This includes production
outsourced to private providers, which is
incurring additional cost

$815k- Elderly health, mainly driven by

TPacga 10y
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YID-
Variance

($000)

Variance (%)

Explanation

sourced

Patient/consumer

‘Other Income |

590 |

14.26% |

, 1891% B

$392k — Internal Medical, mainly driven
by CWD overproduction

$1.129m- Surgical specialties, mainly
driven by overproduction on orthopaedic
volumes during the month

$631k — Clinical support, mainly driven
by higher breast screen revenue than
budgeted

$382k- Child health, mainly driven by
inpatient CWD overproduction

$586k — Commercial support, mainly
driven by additional revenue claiming
relating to offsetting costs incurred within
community pharmacy

Number of smaller variances make up the

_balance

Non residents $48k ahead of budget.

Revenue to offset Trust funded

expenditure ($367k)

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

Total Revenue

182

0.14%

EXPENDITURE:

Personnel Costs

Allied Health
Personnel

Medical Personnel |

Nursing Personnel

3 upport Ty

095% -

45%

0.66% |

IOy R

‘Payroll’ costs ($436Kk)
‘Non-payroll’ costs - $260k

FTE 30.3 under budget- mainly key
(25.22) SMO positions (Including

‘Payroll’ costs 10k

Non Payroll costs — $361k, including $54k
redundancy

FTE 4.08 under budget- due to staff
shortages/recruitment, and holding
vacancies in Theatre and wards pending
medical staff recruitment.

‘Payroll’ costs $465k

‘Non-payroll’ costs $9g9k

FTE 14.80 under budget

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

_offsetting.

‘Payrd]l’ costs$75k TSR
‘Non-payroll’ costs ($5k)

FTEs540underbudget
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S YTD- [ YTD - L
Variance | Variance (%) .
($000) T Expl@a?mn
Management/Admin (259) (3.25%) e ‘Payroll’ costs ($135k)
Personnel » ‘Non-payroll’ costs $1k
e FTE 0.95 over budget
» (Costs are now being incurred at a level
1.3% higher than budgeted, due to meca
e implementations
Personnel vacancy (3,181) (100%) e Expectation of achievement of vacancy
expectation factor across all personnel lines ($4.959m
and 52.99 FTE).
Total Personnel (2,539) (3.13%)
QOutsourced Variances mainly costs offsetting savings
Services from vacancies indicated above -:
i ° e Medical Personnel - ($310k), mainly
Personnel (446) (20.89%) SMOQ’s, in Mental Health and Radiology
o Nursing Personnel ($89k), mainly
Internal Nursing bureau for wards in
b vl Medical and Surgical Services
Clinical Services (v87) (10.40%) Qutsourced orthopaedic initiative and other
Medical/surgical work has driven an
overspend of $1.35m1.
Outsourced RCTS treatment costs to other
centres is $197k unbudgeted spend
Offset by reduction on Hawkes Bay Pharmacy
costs of $655Kk, netting off against revenue
shortfall noted from change in PCT process.
Total
O::t:ourced (1,233) (12.70%)
Other Expenses
Clinical Supplies 693 2.95% Larger Variances include:

¢ Implants and Prostheses $1.065mk- due
to elective initiative joint procedures
being below budget

e Patient appliances $274k- due to renal
and audiology volumes being below
budget.

» Depreciation, and repairs for the oncology
service being below budget $395k, likely
to be driven by the timing of the linac
installation

e RCTS pharmaceuticals - $413k below
budget, for lower volumes

s Net outpatient pharmacy drug costs
($586k above budget, offset by revenue
claims)

» Reduced recharge on sterile supplies
(8157k)

e Patient transport expenses ($426Kk),
including RCTS ($289k) for patients sent

Paoe 21
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YTD -
Variance

($000)

YID-
Variance (%)

Explanation

to Melbourne/Hamilton. Balance of cost
is offset by revenue claims to MoH.

Air ambulance charges ($310Kk)
Treatment supplies 146k- due to mix of
production, incorporating savings being
incurred in blood product utilisation
{280k YTD)

Number of smaller variances make up the
balance

Infrastructure &
Non Clinical

(261)

(0.95%)

Larger Variances include:

$629k favourable Cost of Capital charge
allocation

$318k favourable variance on building
and plant depreciation — Deferred bunker
capitalisation.

$110k variance on utilities, particularly as
savings occurring in gas costs..

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

($119K) staff accommeodation and meals,
mainly driven by locums

($125k)- variance on external rents
($256k) variance on interest charges,
which is an offset to the favourable cost of
capital variance

($216k) net sundry expenses- (exchuding
transfer to reserves), mainly relating to
allocated procurement project targets
($579k) transfer to reserves, revenue
offset

Number of smaller variances make up the
balance

| Total Other

Expenses

432

(0.52%)

Total Expenses

(3,326)

(2.32%)

Operating Result

(2,976)

(137%)
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5. Comparison between Years (Year-to-Date) - Excluding ID
MidCentral Health - Provider Division
Statement of Financial Performance - Year to Date
Jan-06 Jan-o7 Jan-08 Jan-og % Variance
$o00 Actual Actual Actual Actual 07/08 to o6/orto  os5/06to
08/0y o7/o8 _ o6/o7
Revenue
Crown Revenue 110,239 121,004 129,835 142,949 10.1% 7.2% 9.8%
Funding support - - 2,158 -
Other Revenue 2,811 3,132 3,515 3,783 7.6% 12.2% 11.4%
113,050 124,205 115,508 140,732 8.3% 9.1% 9.9%
Expenditure
Personnel 65,400 71,731 74,721 83,733 12.1% 4.2% 9.7%
Outsourced Services 8,352 9,304 11,158 12,548 12.5% 19.9% 11.4%
Clinical Supplies 18,421 20,432 21,689 22 802 5.1% 6.2% 10.9%
Infrastructure & Non-Clinical 19,856 23,087 25,404 27,620 B.7% 10.0% 16.3%
Total Expenditure 112,037 124,554 132,972 146,702 10.3% 6.8% 11.2%
Op. Surplus/(Deficit) ex ID 1,013 (328) 2,537 2g (58.8%)  (87a.0%) (1324%)
Op. Surplus/(Deficit) ID 1,713 1,370 597 (=% (104.7%] {56.5%} {20.0%
Op. Surplus/({Deficit) Total 2,720 1,042 3,134 1 {100.0%) 200.8% {61.8%)
Corporate Services Total . 5,068 5,221 4,843 5,150 6.3% (7.2%) 3.0%
Surplus/(Deficit) (2,342) (4.179} (1,705} (5,149} 201.3% (59.1%)  78.4%
Year-end Surplus/(Deficit) ex ID (4,153} (9,133} (7,087}
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6. Capital Expenditure

The table below shows the current capital program for MidCentral Health.

Capital Programme . Amtin Not yet
(‘000's) Principle Approved approved

as at 31 January 2009

> Prior Years

> MidCeritral Health
S5U Computer Sterile systems Tracking Systems 220 - 220
Upgrade of Electrics for Theatres (Dept) 110 ~ 110
New Cyto Suite room 300 - 300
Child development building-Relocation CDServices 200 - 200
Anesthetic Patient Monitors (Replacement Programme) 150 150
Electrical upgrade (Operating Theater) Stage I 100 100
Homodynamie Monitoring System (card) v 171
Reconfiguration/Accommeodation Options {CAFS) 200 200
SSU Pre-Vacuum Sterilisation Steris machine 200 200 -
85U Computer tracking system 120 120
IV Pumnp replacement programme 300 173 127
ltems <$100k 3,156 1,053 2,103

Total Revised Balance Brought Forward from Previous Years 5,227 1,426 3,801

> 2008/09 (DAP Summary)
> MidCentral Health

Mohile Unit Breast Sereening 1,000 - 1,000
Ultrasound GE Logic 9 350 - 350
Gamma Camera 800 - Boo
Anaesthetic Machines 500 - 500
ICU Patient Monitors 400 - 400
Ttems <$300k 5,284 748 4,536
Total 2008/09 Programme 8.334 748 7,586

Cash Requirement

Capex Requests Approved but not spent as at 31 January o9 (Prior Years) 4,057
Capex Requests Not Approved as at 31 January 09 (Prior Years) 3.801
Capex Plan 2008/09 Approved but not spent as at 3i January 09 342
Capex Plan 2008/09 Not Approved as at 31 January 09 7,586
Total PotentialCash reguirement 2008/09 15,786
Depreciation Funding 10,864
Sale of Horowhenua 2,200
Total Funding Available 13,064
Funding Shortfail 2,722
NOTES

1} MCDHB have accepted funding from the Ministry of Health of $3.89m for the Investment in Child &
Adolescent Health Services Project which will cost $4.203m over three years. This is not shown above
as the final funding streams have yet to be signed off. Once this is done any aspect relating to 2008/09

will be incorporated. However whtever is expended will be matched by a contribution from MOIT)

7. Cash Position

MCH started the year with an overdraft of $0.4m after allowing for funds owing from the Funding
Division. The current position is $18.7m overdrawn, with $2.4m owing to MidCentral Health from
the Funding Division, giving an adjusted cash position of $16.3m overdrawn. This represents a
significant deterioration in the cash position, although it looks as if there were a number of adverse
timing issues in January. The position will be kept under close review.
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As reported previously, MidCentral Health will be recapitalised from the Treasury Division.

8.

841

Other issues

Statement of Financial Position

NS

MidCentral Health - Provider Division

Statement of Financial Position (summary)

Movement
Jun-0y7  Jun-08 Jan-O In Year
Assets Employed

Current Assets 10,716 10,447 11,273 826
Liahilities {33,625) {30,305) {28,109) 2,202
Fixed Assets and Investments 143,752 142,553 144,725 2,172
120,823 122,695 127,895 5,200

Funds Employed _
Equity 65,157 59,410 54,336 (5,074)
Bank Loans 49,111 54,943 54,898 (45)
Bank Overdrait 6,555 8,342 18,661 10,319
120,823 122,605 127,895 5,200
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o Appendix 4
" RESPONSES TO HOSPITAL ADVISORY COMMITTEE ENQUIRIES

1. Dominion Post article re Rescue Helicopters

Background

The Central Region CEQ’s have required that a regional approach be taken to air transport and Bob
Phillips from Corporate Services is the MDHB representative. Mr Phillips has provided the
following background information regarding a recent article published in the Dominion Post as
requested by members at the last meeting.

The meeting between the Civil Aviation Authority (CAA) and Wellington Hospital was initially
convened to establish operational guidelines for using the single helipad at Wellington Hospital
and to determine whether a second helipad is required due to the volume of traffic currently using
this facility.

However, it is our understanding that Westpac/Lifeflight has raised concerns with the CAA that
rules governing the use of the helipad were being ignored and that patients and the local
environment were being exposed to increased risk as a result of these activities, The CAA Rule
s.13A3 states that only helicopters in the category of Performance Class 1 can use the helipad

facility unless “where an emergency (not being an emergency that arises in flight) necessitates the
urgent transportation of persons or medical or other supplies for the protection of life or property,
the pilot-in-command of the aircraft or the operator of the aircraft may breach the provisions of the
CAA Act or regulation or rules made under the Act”.

A Performance Class 1 helicopter is a helicopter with the performance characteristics such that in
the case of a critical power-unit failure it is able to land on the rejected take-off area or safely
continue in flight. Clearly a single engine helicopter is not a Performance Class 1 which means that
only twin engine helicopters have the ability to comply with this standard. [Note:
Westpac/Lifeflight operates a twin engine helicopter].

However, changing to a twin engine helicopter will not necessarily ensure compliance as the all-up
weight at any specific time and flight profile ete, may mean that they do not meet the criteria. Our
current Provider Philips Search & Rescue Trust have submitted a document to the CAA
recommending that there be a change or an exemption to the Rule, a precedent for such a change
already exists and it is hoped that the recommendation will be considered by the CAA.

Impact for MidCentral

The majority of air transfers to Wellington Hospital are related to cardiac conditions, some of
which require immediate transfer to the specialist facility when a bed becomes available. Road
transfer takes longer, and in many cases we have only a small time window in which to gain access
to a treatment slot which makes helicopter transfer the only option. In order to satisfy the CAA
that these patients meet the CAA criteria for exemption to the Rule, MidCentral must develop a
protocol/system that identifies these patients as being of such urgency that they require direct and
immediate transfer to Wellington Hospital. All other cases will need to be flown to Wellington
Airport and then transferred by road to the hospital.

There will be additional costs associated with the road transfer; however Philips Search and Rescue
Trust are examining the prospect of supplying their own ambulance/vehicle to carry out the
transfer using their own pilots to drive the vehicle. This will reduce the costs and ensure that a
vehicle is always available to transfer the patient and medical team, though it needs to be
understood that the cost will be higher than that currently incurred.
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At this moment the status quo remains until the CAA have completed their negotiations with air
ambulance providers, the National Ambulance Support Organisation (NASQO) and DHBNZ.
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[. Introduction

The Mandate and Scope for This Report

This report includes advice and recommendations for the Minister of Heatlth,
produced by the Working Group for Achieving Quality in Emergency Depariments.

This Working Group has received endorsement from the previous Minister of Health,
and represents the latest stage of a workstream which began with investigations into
emergency department (ED) quality and performance requested by successive
Ministers of Health.

The Working Group has a dual role. First, it has been established in order to refine
and progress the recommendations that were discussed during a workshop on ED
quality, co-sponsored by Counties Manukau Disfrict Health Beard (DHB)} and the
Ministry of Health (Ministry), and held on 13 May 2008. That workshop, which was
atiended by about 70 sector representatives, both clinicians and managers,
supported the notion that a smaller expert group should be charged with this role.

Second, both the initial workshop and the resulting Working Group are seen as the
principal contribution by the sector to a service review of hospital-based emergency
services being undertaken by the Ministry, which will report findings to Cabinet
during 2009. The purpose of service reviews is to examine system performance in
particular service areas, in order to determine if the services are being delivered in
the most clinically effective and cost effective manner possible. Outcomes of service
reviews have included recommendations for reconfigurations of existing services,
improvements to performance monitoring and management, reducing spending on
less effective services, and, in some cases, investing in new interventions that are
deemed cost effective.

These dual roles for the Working Group are complementary. The key themes of the
initial workshop centred on concemns over quality of services, ways in which quality
could be measured, and the need for DHB accountability for ED performance, and
therefore mirror the objectives of a service raview,

The workshop raised a wide range of legitimate issues pertaining to ED service
quality and performance, but the discussion was dominated by concerns about a set
of interrelated problems that are particularly acute for large EDs in urban centres:

e overcrowded EDs

» use of informal spaces to freat and house patients

* long patient stays in ED

+ long patient waits for freatment or analgesia.

This set of problems forms the main focus for this report.

Structure of the Report

Advice about the state of ED services in New Zealand, and recommendations for
aclion, are presented in Section li of this repori. Section lil provides justification and
turther detail to substantiate the key points made in Section 1.

Recommendations 1o improve Quality and the Measurement of Quality in New Zealand Emergency Departments
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ll. Advice and Recommendations for the Minister

Advice

1.

Many New Zealand EDs experience problems of patient overcrowding, long
patient stays, patients kept on frolleys in corridors and freated in informal
spaces, and long waits for patient assessment and freatment. These problems
are interrelated.

intemational literature’ links overcrowding and long patient stays fo higher
levels of pafient moriality, longer inpatient length of stay, and financial losses.

The underlying causes of these ED problems span the whole health care
system. One cause is access block, that is, an Inability o admit ED pafients
into inpatient wards. There is a consensus in the sector that this is an important
issue, and it is well attested in the intemational medical and nursing literature.

A secondary cause is fikely to be increasing numbers of attendances to EDs.
Further investigation is reguired to determine the drivers of this growth; there is
some evidence that the causes of observed increases may vary by DHB or
region. Attendances to EDs, and the total hours spent by patients in EDs, are
increasing in almost all paris of the country. Increases are being sustained at a
rate faster than the rate of population growth, the rafe of medical and surgical
admissions, and the rate of outpatient hospital visits. Increases are particularly
apparent in mid-sized and small DHBs,

Sclutions to ED problems will need to address the underlying causes, and
therefore span not only the ED, but the whole of the hospital and indeed the
whole acute care system.

Gains in efficiency can be applied within EDs in order to minimise overcrowding
and waiting by patients, and thus mitigate the impact of access block and the
growth in patient numbers on the ED.

Recommendations

Those in senior DHB management and govemnance posifions are best placed to
implement the whole-of-system and whole-of-hospital solutions required to improve
ED services, and DHB Chief Executive Officers (CEQ) should be encouraged to give
greater priority fo ED service quality. Recommendations 1 to 5 are designed to
increase CEO awareness of and accountability for the performance of EDs and the
wider acute care system.

1.

A Health Target? should be introduced as a formal accountability measure of ED
performance.

This Health Target, which would constitute the principal Ministry measure of ED
quality and performance in New Zealand, should be based on ED length of stay.
An ED length of stay measure will provide a proxy measure of access block

Recommendations o Improve Qualify and the Measurement of Quality in New Zealand Emergency Departments
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(refer o Key Concepis and Definiions, page 8), and is therefore closely
connected with the principal barrier {o ED service quality that hospitals need tfo
resolve. The preferred form for this measure would be the percentage of
patients admitted, transferred, or discharged from the ED within six hours.

The current triage rate measures should be retained for benchmarking pumposes
and extended to friage category 4 and § patients.

It is not acceptable for patients to be freated and kept in ED corridors or other
informal ED spaces due fo overcrowding. In order to address this, it should be
mandatory for each hospital to develop a full capacity plan -- that is, an
escalation plan that describes how patients throughout the hospital will be dealt
with once the ED reaches a point of overcrowding. Rather than retaining all
patients in the ED when hospital capacily is reached, plans need to give due
consideration to minimising clinical risk by best use of inpatient wards for patient
care.

Similarly, it is not acceptable to ramp ambulances (refer o Key Concepts and
Definitions, page 8) in order fo address ED overcrowding.

The implementation of an integrated programme of performance management
{based on the framework ouifined above) and associated quality improvement
activities, will require the establishment of a suitable organisaticnal infrastructure.
This is covered by Recommendations 6 and 7,

6.

A locus should be established within the Ministry for the performance
management of the quality of ED services, and for facilitating the recognition and
sharing of good practice across the sector.

A corresponding clinical network within the seclor is required that provides
formal liaison with the Ministry locus.

Recommendations B and 9 indicate a direction of travel for New Zealand that will
help improve quality in EDs, as they are implemented by DHBs, facilitated by the
Ministry.

8

10.

EDs should be primarily a service for dealing with emergencies. Following
triage, stable GP referrals should be immediately directed to, and treated by,
inpatient services.

EDs should be primarily a service for dealing with emergencies. Strong
refationships with primary care should be developed to provide strong pathways
for acute care, the management of chronic conditions, and care at end of life,
outside hospital. Social marketing may be useful in minimising non-emergency
attendances to EDs, but should be used with circumspection.

DHBs should adopt techniques of ongoing data analysis that identify pressure
points within the hospital system, and assist DHB management in prioritising
areas for action. One recommended possibility is 3-2-1 analysis of ED length of
stay data {explained on page 54).

Recommendaftions fo Improve Quality and the Measurement of Quality in New Zealand Emergency Departmenis
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Future planning, research and investment in infrastructure should be consonant with
the intent of the recommendations given thus far.

.

12.

13.

14,

integrated strafegic planning: In view of the extensive inferactions between EDs
and other providers of acute care such as ambulances and paramedics, nursing
homes, and GPs and accident & medical clinics, the development of integrated
plans to defiver acute care at local, regional and national levels in New Zealand
would be a natural next step following this report.

Development of slaffing models: Further work is required to understand and
develop appropriate workforce models for acute care beoth within and ouiside
EDs, encompassing possible roles for advanced emergency nursing, and

_ determining the right primary care workforce for the provision of strong acute

care outside the hospifal.

Capital developments: Bids for funding to build and upgrade EDs should be
evaluated by the Ministry in light of the advice and recommendations contained
in this document, such as the desire fo see GP referrals streamed directly to
inpatient specialties.

Research: Further knowledge about the drivers of growth in ED attendances
would be particufarly valuable. Integrated service planning would benefit from
greater understanding of the complex mix of factors involved. The impact of
overcrowding and long patient stays on mortality and hospital efficiency should
also be studied in a New Zealand context.

Recommendations o Improve Qualily and the Measurement of Quality in New Zealand Emergency Departments
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Hon Tony Ryall

Minister of Health

Minister of State Services

23 February 2009

Health Voluntary Bonding Scheme

Background
Who is eligible for the scheme?

The voluntary bonding scheme is primarily designed for New Zealand graduates who are
starting out in their first year of postgraduate training. However, as part of a transition phase,
the 2009 scheme will be opened up to any New Zealand trained doctor, nurse or midwife who
has graduated since 2005 but it does not apply retrospectively.

Doctors who graduated in 2008 will need to be willing to work in a hard-to-staff hospital for
their first two work years. Then in their third year they will have to commit to a hard to staff
specialty. It is recognised they may need {o move to another hospital to train in that specialty.
Therefore the specialty training required for the voluntary bonding scheme could occur
outside the designated hard to staff locations.

Nursing graduates will need to be willing to work int a hard to staff specialty irrespective of
location and midwifery graduates will need to be willing to work in a hard to staff location for
three to five years.

Full details about the eligibility criteria are at www.moh.govt.nz/bonding
What are the hard to staff areas and specialties?

These vary according to the profession and were defined after receiving feedback from the
health sector. They may change as the scheme responds fo changing needs.

For Doctors in their first two years after graduation hard to staff areas are: Southland
DHB, West Coast DHB, Whanganui DHB, Northland DHB, Wairarapa DHB, Lakes DHB,
Tairawhiti DHB, Wairau Hospital (Nelson Mariborough DHB) Whakatane Hospital (Bay of
Plenty DHB) and Thames Hospital (Waikato DHB)

For Doctors in years 3, 4 and 5 after graduation hard to staff areas are: General
Practitioner, General Surgeon, internal Medicine Physician, Psychiatry and Pathology.

For Nurses hard to staff specialties are: Theatre, Intensive Care (ICU) and Cardiothoracic
nursing.

For Midwives hard to staff communities are: Southiand DHB, West Coast DHB,
Whanganui DHB, Northland DHB, Wairarapa DHB, Counties Manukau DHB, Capital Coast
DHB, Tairawhiti DHB, Dargaville (Northland DHB) and Taupo (Lakes DHB).

What will eligible people be entitled to?

Paee o
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Individuals who are confirmed in the scheme will receive their first payment after three years
of working in hard to staff areas. Per annum payments will apply for the following two years.

For 2005 to 2008 graduates the following payments will apply:
Doctors $15,873 a year ($10,000 after tax)

Midwives $5,224 a year ($3,500 after tax)

Nurses $4,229 a year ($2,833 after tax)

The scheme will cost $7m in 2011/12 — the first year when payments will be made from the
scheme, growing to $10m in 2013/14 for each year after that.

How will payment be made?

The first payment will be made at the end of a 3 year period — for graduates entering the
scheme in 2009, the first payment will be in 2011/12 financial year.

What were the payments based on?

The bonding scheme is designed to provide sufficient payment to allow a doctor, midwife or
nurse to pay off their loan between four and five years including the graduate’s compulsory
repayments.

How do people find out more?

individuals can register interest in the scheme from today (23 February) until the end of May.
Registration and enrolment is available electronically.

To do so go to: www.moh.govi.nz/bonding
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Chalr
MidCantral District Health Board
PO Box 2058

PALMERBTON NORTH 4440

Gear Mr Wiison
Lzrter of Expectations for 2009710

This letter sets out the new Government's expactations for Ristrick Health
Baards {DHBs) and thalr subsidiery enkities for 2009710,

The new Goverrgment wanks the publie health system to dellyer beffer,
soanet, more convanfent hogtheare for all Rew Zealanders, We want
shorber waiting fimes, less bureavcracy, and a tructed and motiviated
Resxlth workioree,

Mew Zealanders mada It cear durng the general clzction that they ame
concernad abgut the availability and quality of hogpital services. Reflectng
this widespread concern, the public health service’s priorities this year will
be sharply focused on hosphal services,

HMaving sakd that, commitmert to the Pamery Heshh Care Strategy
{FHCS) is bi-partizan and remains Importsnt. In 2010711 we expect to
bulld on the PHCS by shifting some secondary services o more
onvenient primary care setings {at no cosk to patients), and establishing
multi-disciphnary Integrated Famlly Health Cantres. Activities during the
next year chould sy  appropriste foundations for the  speoesshul
irnplementation of these initistives in 20160,/11,

The new Government ntends to hold you, along with all other DHB chalrs,
directly acoountable for your perfermanoe. We expedt Boards, in tum, ko
hold Chief Executives and management teams accountable for improved
perfariance within each DHA.  We wil meet with vou bwice a yaar 10
discuzs performance, We will be jeaking particularly clasely at your ability
to dellvaer In the Government's privrity areas, while keeping within budget.
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Expectations of all District Health Boards:
Imprdve service and reduce waiting times

New Zealanders should have timely, high-quality access to healthcare services when
they need it. For many, confidence in the health system over recent years has been
damaged by excessive waiting and delays. Resources shouid be moved away from
the back-office and from poor quality spending into frontline services. We must
improve patient outcomes and satisfaction. :

Specifically, we expect you to:

» Increase elective volumes year on year -~ we expect improved volumes of
both first specialist assessments and elective surgery. These improvements
should achieve genuine reductions in waiting times for patients.

» Improve emergency department waiting times — We expect improved
service in ED's in relation to both the current triage time indicators and the new
emergency department length of stay target.

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

Improve workforce retention

High diinical staff turnover rates exacerbate workforce shortages. Trustmg,' v}alumg,
and fuily engaqing health professionals will improve patlent care and job

‘satisfaction, and assist recruitment and retention. -

" Specifically, we expect you to:

+ Improve clinical staff retention - We expect you to adopt good staff practices
aimed at deveioping cultures that value employees and promote trust. This will
be clearly demonstrated through measures of increased retention, genuinely
reduced vacancy rates and greater staff satisfaction.

« Faoster clinical leadership - clinical leadership is internationally recognised as a
fundamental driver for improved care. We expect that you will actively foster
the development of a culture of clinical leadership within your DHB Induding
supporting the development of clinical networks and regional co-operation.

As the. Ministers of Finance and State Services advised in December, the new
Government eéxpects all crown entities - including DHBs - to maintain a strong
focus on improving productivity and value for money. The deepening world financial
crisis and the impact it is having here in New Zealand means all crown entities will
have to look at their performance very hard, to make sure every dollar spent is well
spent, .

While the new Government is maintaining the future health funding track set out by
the previous Government, the priorities signalled in this letter will need to be met
through your existing resources. You will need to maintain strong financial discipline
to ensure resources are available to meet expectations.

Pooea 0R



Increased regional' ¢o-operation is an essential part of our future direction. You
continue to have operatiénal fiexibility to re-prioritise efforts and costs internally to
achieve these objectives.

In your District Annual Plan and Statement of Intent for 2009/10 we look forward to
your plans to progress these priorities — plus the initiatives set out in the December
funding letter. ‘

We recognise the huge challenges faced by DHBs and want to thank you for your

assistance in meeting the public’s priority for improved service in key parts of the
public health service. - - .

Yours sincerely _
—_—y T -

Hon Tony Ryall
MINISTER OF HEALTH

Page 29
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Office of Hon Tony Ryall

Minidster of Heaith
Minister of State Services

20 February 2009

M Ian Wilson

Chair

MidCentral District Health Board
PO Box 2056

PALMERSTON NORTH 4440

Dear Mr Wilson
Elective Services Funding for 2009/10

The Government wanis the Ministry to have a different relationship with the sector - one that from the outset
engages more responsively with you and your clinical staff.

To this end, a new approach is proposed to the elective services funding round for 2009/10. Rather than
sending you targets and budgets and expecting you to meet those targets, without regard to your elective
capacity, we are setting the electives base, the prices for 2009/10 and some minimum volumes that will need
to be met. You then come back with your plans for the clective volumes.

The Government wants a less bureaucratic and more flexible approach. The Minisiry has established more
flexible criteria for those plans that provide a high degree of certainty around elective volumes; a sustainable
increase in public capacity; better use of private capacity; higher quality of service; greater involvement of
clinicians in planning and delivery of electives; and a greater use of regional collaboration and clinical
networks.

Over the period 2000/01 — 2007/08, the number of elective discharges has grown by an average 1,432 per
annum, or 1.3%. This is less than population growth let alone taking into account increasing need due to
population ageing. We aim to grow eleclive surgery discharges each year by 4,000, a rate that exceeds
population growth and aging and begins to address unmet need. You should be able to meet your share of
this requirement within your overall responsibility to balance local community meed and clinical
prioritization.

Your plan should include a statement about the degree of involvement of clinicians in its formulation, and a
commitment from senior clinical leaders to the type and mix of procedure by specialty that is included m if.

Your plan should also include a description of the initiatives underway to promote a sustainable increase in
the DHBs capacity to supply increased clective volumes, for current and future years. This should include
initiatives to improve productivity and increase regional elective capacity.

The detail of this new approach is appended as a letter from the Ministry to your CEO.
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Yours sincerely ;

Hon Tony Ryall
Mingister of Health

Private Bag 18041, Parliament Buildings, Wellington 6160, New Zealand. Telephone 64 4 817 6804 Facsirmile 64 4 817 6504
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20 February 2009

133 Molesworth st
" PO.Box 5013

Wellington 6145
New Zealand
: Phone (04) 496 2008
Mr Murray Georgel Fax (04() 4;6 7340
Chief Executive Officer
MidCentral District Health Board Ref. No
PO Box 2056
Palmerston North Central

PALMERSTON NORTH, 4440

. Dear Mr Georgel
Elective Services Funding for 2009/10 - further detail

The Minister of Health has outlined the governments’ expectations for a new
approach to elective services in his letter to District Health Board (DHB) Chairs of
20 February 2009, ,

Each DHB is required to submiit a plan that describes how you will achieve the
new expectations. Your draft plan is required by 3 April 2009. The Ministry will
provide feedback during Aprif and your plan is expecied o be inciuded in the
second draft of your District Annual Plan (DAP) due with the Ministry in early
May. The plan will be approved by the Minister as part of the DAP process.

Foliowing agreement of your plan, your elective services funding for 2009/10 will
be finalised, taking into account your Population Based Funding Formula (PBFF)
allocation sent fo you on 22 December 2008, as well your plans and planned
commitments on service and supply quality. Any issues that concern you about
your ability to deliver your elective volumes need to be resolved before your
elective services plan is finalised.

1)}  Total Elective Discharges for 2009/10

There is an expectation that the sector can deliver an extra 4000 elective surgical
discharges this financial year, or 122,052 against the 2007/08 total of 118,052,
The new government is committed to delivering a minimum additional 4000 {or
about 3.28 percent) elective surgical discharges in 2009/10.

These 4000 discharges will be in addition to any recoding of freatment not -
previously recognised as elective discharges. Your DHB's contribution of the
expected national increase of 4000 discharges will need to be based on your
assessment of your local community need, clinical pricritisation and your
organisation’s resource capacity. We are confident that DHBs will make
decisions based on a balance of need, priority and resources available rather
than just focusing on getting more discharges.

" Total Elective Surgical Discharges (excludes Dental & Cardiology ) for 2007/08 extracted from the live

NMDS on 18/12/2008 e
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The information on where your DHB stands against national standard
intervention rafes for each specialty is available as a benchmarking tool. As part
of your plan, we would like your DHB's comments on any specialty that will
remain above or below the national level and any plans (where appropriate) to
get to the national level. ‘

2)  Revised Electives Base - A Transitional Approach

Some of the demegraphic funding DHBs receive should have been used o meset
the increased elective services required by a growing population. This has not
oceurred in the past and needs fo oceur annually from now on.

Because of past practice, a big gap has opened up in the service volumes
provided to different DHB populations. Altempfing fo close this gap by increasing
the base for 2009/10 would place too much of a strain on DHB budgets. We do,
however, need o stop this gap from growing. This requires an increase in the

‘elective bases for 2009/10 for DHBs where there has been greater than

one percent growth in population since the former 2005/06 base year, who have
received a demographic funding adjustment in 2009/10 and where the 2008/09
base volumes are low on a populafion adjusted basis.

The Ministry has identified nine DHBs that fit the above criteria. For the purpose
of their draft plan, these DHBs should start with the 2008/09 base increased by
this demographic factor and we will discuss with you a fransitional appreach fo
revising your base, if required.

3} Prices for 2009/10

Payment for all activity will be for delivery of service additional to the reworked
base volurmes and at nationat prices, through the Eleclives and Ambulatory
iniiafive framewarks.

4}  Your Commitment on Elective Volumes

In line with the new approach from the government outlined in the ietter from the
Minister of Health to DHB Chairs on 20 February 2009, the Minisiry is expecting
each DHB to submit a plan that sets out the total elective volumes that you are
able to supply for 2009/10, given the prices set out in 3) above.

a)  Minimum Discharge Volumes

Each plan should show clearly

i) A 3.28 percent increase in tolal additional elective discharges,
deliverad either by your DHB or across the region within which the
DHB operates. [f this is met via a regional agreement, that regional
agreement should (with ciinical and management sign off) be attached
o your plan.
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#) Total elective discharges for each specialty set out in the schedule,
including orthopaedics and ophthalmoiogy, at no fess than last years'
levals, as the Orthopaedic and Cataract Initiative funded activily is no
longer included in your base. The curent focus on joints and cataracts
is suspended if the relevant specialties will deliver the same or more
discharges and case-weighted discharge (CWDs) for different
procedures, based on prioritised locat need. Discharge rates for joints
and cataracts will be monitored through the Endlcators of DHB
Performance.

b) Total Discﬁarges and Case-weighted Discharges for 2009/10

Each plan should inciude the addiiional elective discharges and CWD discharges
that the DHB is able to supply over the reworked base. It should describe the
type and mix of procedure by specialty that the DHB intends to supply to meset
both (a) the minimum volumes described above and (b} the highest priority local
elective needs. There will be flexibility on the actual procedures provided (&) and
{b) are met by the DHB.

¢} Anlindicative Discharge and CWD frack for 2010/11 and 2011/12

Each plan should also include an indicative total additional elective discharge and
CWD track for 2010/11 and 2011/12, assuming prices paid in those years are
sufficient to maintain the same level of surp[us over cost as implied by the -
2009/10 prices above. :

Your pilans should assume an ongoing national increase of approximately 4000
discharges per annum in total additional elective discharges in these two out-
years. Please note that the specific level of increase will be agreed with each
DHB, with the increase delivered either by your DHB or across the region within
which the DHB operates.

Your plans should also indicate the source of any increased capacity required
over the current year and two out-years in order to meet this discharge growth
{eg, productivity improvements, increased staffing, facilities investment, use of
surplus capacity in other DHBs and the private sector and so on).

While you are only being asked to provide an indicative track for the out-years,
the government is looking for elective funding fo become more of a rolling
exercise and, therefore, expects to receive a more detailed plan for 2010/11 in
the second half of 2008/10.

8)  Sustainable Increase in Public Capacity
The plan should include a descripfion of the initiatives underway fo promote a

sustainable increase in your DHB’s capacity to supply increased elective
volumes, for current and fufure years. This should include initiatives to:
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a) Improve productivity: identify where the productivity of your elective service
delivery is behind best practice (by either other DHBs or private elective
providers) and how you will improve elective productivity at the DHB
{eg, by improvements in organisation, processes and work pracfices; by
strengthening clinical leadership and networks and by more productive use
of primary services). The plan should include the agreement of the relevant
clinical staff and/or primary providers, where such agreement is required fo
deliver the improvements identified.

b} Investin staff and physical capacity: identify any planned increases in
staffing that does not disadvantage other DHBs, and agreed invesiments in
physical capacity dedicated fo increasing elective capacity.

c) Increase regional elective capacity: for example via greater collaboration
and cooperation amongst DHBs.

6)  Befter Use of Surplus Public and Private Capacity

The plan shouid identify both (a) the surplus capacity you have available to meet
elective demand from other DHBs, and (b) the extent fo which you will need tfo
rely on another DHE's capacify. You should also identify any impediments you
may faces in either making surplus capacity available, and/or in uilising the
surpius capacity of other DHBs.

H your DHB has surplus capacity, options to undertake further additional work
may be explored. This additional work wouid only be agreed i there is funding
available from an unused elective funding pool identified when we get all the
plans back from the DHBs. Once agreed, the DHB of domicile will receive
specific funding tagged fo these volumes and the DHB providing the service will
be paid by way of Inter Disfrict Flows.

The plan should also include the degree of reliance on privafe eleciive capacify
and the scope for better use of private capacity now and in future, without adding
to pressure on costs and prices. The govermment is advising that the total price
paid to private providers for CWDs or First Specialist Assessments {FSAs)

should not exceed the national price, unless there are exceptional circumstances.

In addition, use of private capacity should not result in a reduction of public
hospital resources for existing acute and elective capacity. The plan should
autline the type and mix of procedure by speciaity that the DHB intends source
from private capacily and what has been done to ensure quality. it should also
include initiatives to ensure that, where the same staff are working in both public
and private sectors, their productivity in the public hospital matches that in the
private hospital.

Prooe A4



7} Improved Service Quality _

The plan shouid include a commitment fo the three dlinical quality standards that
you consider most impoeriant and to identify:

a) your current performance against those standards
b) your target performance for 2009/10 against those standards
¢} what you have planned in order to achieve those targets.

An independent review of the Continuous Quality Improvement (CQI) facilitator
rofe found that, in most cases, the funded role has not achieved the intended
outcomes and so should be reconsidered. Funding for the CQI facilitator will not
continue in 2009/10.

Instead, the $1million (based on PBFF shares) will be available to DHBs on achieving
substantial improvements in the three clinical quality standards you identify.

8) Aless Bbreaucratic and More Flexible App:;oa'ch for Quality Plans

For those plans that can meet the commitments in sections 4 fo 7 above, the
govemnment has agreed to apply a less bureaucratic and more flexible approach.

The Orthopaedic and Cataract initiafives can be amalgamated with the Electives
Initiative to form a single initiative funding line for additional elective inpatient
sarvices. All outpatient FSAs and non-CWD funded procedures can be
purchased solely under the Ambulatory Initiative.

Automatic funding for two follow ups is posing problems and will be discontinued
with the funding remaining within the Electives Initiative. If discontinuation of
follow up funding is going to create some specific dlinical problems, then these
should be highlighted in your plan, and will be considered on a case-by-case
basis.

9)  Flexibility Around ESPI Compliance

While funding will remain on a CWD basis, the government is looking for ways to
be more fiexible in the appilication of the Elective Services Patient flow Indicators
(ESP!) rules. Your plans should identify if (and where) the current rufes are
causing real problems from a clinical perspective.

10} Flexibility Around Discharges/CWD Wash-up

The government is also locking to provide greater flexibility in the “wash-up”
process. For those DHBs who are on frack to deliver their minimum discharge
volumes new “safe harbor” rules will apply at a DHB level:

a) If discharges are achieved at or above agreed level, but CWDs were below
the agreed level by less than %' percent then payments will be made based
on the agreed level.

5
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b} If discharges are under-defivered by less than 'y percent of the agreéd level
but CWDs deliverad to agreed level, CWD payments will be based on CWD
delivered.

The percentage for 'x' and 'y above will be part of the discussion with you in
finalising your elective services plan. This flexibility is being offered fo give DHBs
more cornfidence that they will not be unduly penalised for unintended emrors and
unforeseen events such staff iliness. The government has advised that attempis
fo “game” this flexibility will put this aspect of the new approach at risk.

For cases outside of these safe-harbor provisions, the normal wash-up rules will
apply. This includes a presumption against payment in the case of under-
delivery uniess the DHB can prove, to the safisfaction of the Ministry, sufficiently
strong mrtlgat;ng circumstances.

11) Increased Freedom to Provide Clinical Incenfives

The government will support and consider programmes that increase productivity
and invest rewards back into services, as long as that does not increase the cost
structure of DHBs at a local, regional or national level.

12) Timetable

We wilt commit to finalising your plan and associated budget as part of the DAP
timetable.

The aim is to have all plans deliver the commitments set out in the Minister's
letter and, therefore, benefit from the less bureaucratic and more flexible
arrangements in Section 8. The Ministry will do all it can to help DHBs meet
these requirements,

We will provide detail in the Elective Services price volume schedule using the
Elecfives and Ambulatory Initiatives because there is a high level of confidence
that, with our help, all DHBs will meet the requirements.

If you have any guestions about any of the changes, please contact Kieran

McCann, Manager, Elective Services Phone 04 486-2306 or your DHB/Regicnal
Relationship Manager.

Yours sincerely

=

John Hazeldine
Acting Deputy Director-General
Sector Accountability & Funding

Prgn AL
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TO Hospital Advisory Committee

Ao CeniRaL DisTRICT HEALTH BOARD

Te Poe Houoro o Ruehing ¢ Torgmne

FROM Chief Executive Officer

DATE 24 February 2009

SUBJECT 2008/09 Work Programme M E M ORAN DU M

The Committee’s work programme for 2008/09 is attached. This has been updated to show
progress as at the end of February.

Reporting is occurring in accordance with timeline with one exception.

The report on “Alignment of Service Needs to Revenue”, which is part of the Clinical Services,
Plan and broadly focuses on medical assessment and high dependency units, was presented in
draft form at last month’s workshop. It is now being updated to incorporate members’ feedback
and will be submitted to the Committee in April.

In April, the second draft of the 2009/10 District Annual Plan will be presented for the
Committee’s consideration. Updates on the dermatology service reconfiguration, the internship
programme for allied health staff, and the medical school placements will also be provided.

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

Recommendation

1t is recommended:

that the updated work programme for 2008/09 be noted.

Chief Exgcutive/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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