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MDHB will be establishing a local group shortly. The terms of reference for the group will be
developed and agreed with the RDA.

HWNZ has recently announced an Advanced Trainee Fellowship scheme which is open to up to
25 RMOs in any one year. The scheme offers RMOs funding for specific advanced training or
study overseas in a shortage specialty area and guarantees them a job on return. To be eligible,
trainees require a career plan, commitment from the relevant medical college and a specified
guaranteed job on return. The RMO is then bonded to ongoing employment within NZ for a
minimum of two years on completion of the training or study. MDHB has promoted the scheme
to our RMOs HWNZ have advised that 16 RMOs have applied for a fellowship, however, none of

these are from within the central region.

The Medical Council with support from HWNZ is reviewing prevocational training (PGY1 and
PGY2’s). This review, in the form of a discussion document, builds on the work of previous
groups charged with exploring medical workforce education and training in New Zealand, for
example, the work of the RMO Commission and Medical Training Board. The review explores
the issues and drivers behind the need for change, the purpose and objective for prevocational
training, recommends key features of a prevocational training framework and proposes a
number of possible options for change. Following discussion and feedback, the Medical Council
intends to further develop the education and training framework for all PGY1 and PGY2 doctors.
As a result future doctors may experience modifications to the curriculum, modifications to the
clinical runs and different settings for training. The Medical Council is currently seeking
comments from key stakeholders by the end of July 2011. MDHB’s Chief Medical Officer Dr Ken
Clark will be providing formal feedback on the proposed changes, as is the National Chief
Medical Officer Group as a whole. Dr Clark has also circulated the paper to all MDHB’s SMOs

who will provide feedback if they wish.

The initiatives MDHB has had in place, the work of HWNZ, together with the national initiatives

the DHBs have committed to, have led us to being very successful in recruiting to RMO roles
over the past two years or so. Vacancies have steadily reduced over the past years as follows:

Daie RMO Vacancies
April 2007 *14
April 2008 36
April 2009 13
April 2010 13
April 2011 5
(3.87% of total FTEs)

*Note — by August 2007 vacancy levels had increased to 25. 2008 was the most challenging year in terms
of vacancies. Like MidCentral, most DHBs reported high numbers of vacancies during this time

National Job Portal

All DHBs agreed to explore the concept of a national job portal and in March 2011 the Minister
of Health launched our one-stop-shop for jobs in the health sector “kiwihealthjobs.com”. The
website is New Zealand’s most comprehensive health jobsite, is a first for the sector and
provides details of clinical and non-clinical job vacancies for people starting their careers in
health or seeking further opportunities. The development of this website was a relatively low
cost initiative which will significantly increase the presence of the NZ health sector in the

international and national labour markets.

All 20 DHBs and the New Zealand Blood Service have their vacancies advertised on the site. Job

seekers can:
e Search for vacancies at one central point
e Access employer and local information
» Find out about professional registration in NZ
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e Register for job alerts and share roles with friends
» Apply directly to employers when the right job comes along. Job seekers can click
directly on a link to the DHB’s website.

MDHB'’s Medical Recruitment Consultant was part of the National Project Team. We were well
placed to implement the initiative locally and ensured our vacancies were placed on the site as

soon as it was operational.

During the month of April 2011, 7,262 people - from ¢ countries - visited the kiwihealthjobs site.
The majority were from the UK.

2.2.2  Promotion of the attractiveness of MDHB as a place to work and
Workforce Innovation

As part of the resignation process, employees are offered the opportunity to join MDHB's
Alumni programme and we are currently developing our fifth Alumni newsletter highlighting
key events and news within MDHB. Kiwihealthjobs.com will be promoted in the newsletter.

Our health professionals have recently:

» Promoted and celebrated Nursing Innovation - International Nurses Day was celebrated
within MDHB and throughout the world on 12 May. The theme for this year’s
celebration was “Closing the Gap, Increasing Access and Equity”. MDHB’s bi-annual
Nurses’ Awards was held the same day and went very well.

* Promoted Speech Language Therapy day. Staff were given the opportunity to win a prize
by participating in a “voice” quiz and were given tips for a healthy voice.

» Promoted International Midwives Day on 5 May. The day raised awareness of the global
inequalities in maternal and newborn health.

e Promoted Administration Appreciation Day to acknowledge MDHB’s administrators
who perform a wide range of essential functions and play an important role in
supporting the funding, planning and delivery of health and disability services for our
communities.

s Participated for the sixth year in Workchoice Day, with secondary school students
attending the Education Centre to learn more about health careers such as pharmacy,
nursing, dietetics, radiation therapy, medical radiation technology, social work,
occupational therapy, physiotherapy, medicine, and dental therapy. We received
excellent feedback from the students about the day.

We also intend over the next few months to promote:

+ (Occupational Therapy awareness week
s World Physiotherapy Day

» Mental Health Awareness Week

¢ National Social Work Day

Examples of new ways of working are:

MDHB’s Allied Health Director has been working with HWNZ with a view to MDHB being a
pilot site for having Allied Health Assistants working towards an approved national
qualification. The goal is to have qualified assistants who could pick up some tasks currently
undertaken by registered staff, in accordance of course, with an appropriately defined scope of
practice for qualified assistants. Skills would be transferable across the sector, including within
Primary Health. This provides a career pathway for allied health assistants, recognises the work

they are currently undertaking and gives opportunity for taking up additional tasks.
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Next year we will have dietician students on site. While these staff are employed by Spotless,
our Allied Health Director has close liaison with the dieticians and Spotless management to
support workforce development. Dieticians are also now able to prescribe dietary supplements
and four dietictans within Spotless have received this training.

MDHB’s Diabetes Specialist Service is cne of HWNZ'’s four demonstration sites for the Diabetes
Nurse Prescribing Workforce Innovation Project. Helen Snell, MDHB’s Diabetes Nurse
Practitioner was a lead and key contributor to the project. The project was officially launched
within MDHB on 21 April 2011 and recognises the recent regulatory change that has enabled
appropriately qualified diabetes nurses to prescribe a limited range of diabetes related
medications while working closely with a diabetes physician. This initiative will reduce pressure
on health practitioners and assist patients by reducing the need for additional appointments for
routine prescriptions. The other demonstration sites are Hawkes Bay, Hutt Valley and

Aunckland.

Before rolling out the initiative to other parts of NZ an independent evaluation of the project will
be undertaken looking at factors such as patient safety, clinical outcomes and patient and staff

satisfaction.

At the end of last year the DHBs” Future Workforce Nursing and Midwifery Workforce Strategy
Group (function now provided by HWNZ) completed the Midwifery Workforce Retention
Project. The project was undertaken as at that time the shortage of midwives in New Zealand
had been highlighted nationally and reflected in vacancies within DHBs. (Currently MDHB has
1.1 FTE midwifery vacancies). Aftached in Appendix Two is an overview of the project and a
summary against each of the recommendations showing the retention initiatives MDHB has
already put in place and those we intend to implement.

2.3 Workforce Education and Development

MDHB’s Education and Development programmes continue to be provided and for the year up
to March 2011 over 3,400 registrations were received for staff to attended our education
sessions (a number of staff attended more than one of the offered courses). We continue
to offer, where appropriate, sessions to people external to the organisation and employees from
other DHBs, and employees from the NGO sector regularly attend.

A room at the Education Centre has been put aside for our Trainee Interns to use for video
conferencing, training sessions and for study. Otago University has provided funding for the
equipment and furniture. This provides a quiet dedicated place for our Trainee Interns to
receive education sessions, and to study and link with Otago University.

At the end of last year our Allied Health Director and Professional Advisor Occupational
Therapy attended the Allied Health Summit held at Capital and Coast DHB. This event brought
together allied health leaders and senior allied health clinicians across the DHBs and provided
an excellent opportunity for networking and sharing of ideas both formally during presentations

and panel discussions, and informally during breaks.

Nationally HWNZ has enhanced a section on health careers on their website. The website
provides detailed information on the career planning process to support school leavers, trainees
and employers/educators. Links to resources and tools to assist at the various stages for those

planning careers is also provided.

HWNZ has recently confirmed the establishment of a New Zealand Centre of Excellence in
Health Care Leadership (the Centre) to be hosted by the University of Auckland. The Centre
aims to improve leadership at all levels within the health system and to provide a resource for all
professional groups and managers. The Centre was established to address a recognised need to
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have a national coordinated approach to bridge professional and organisational boundaries and
to support and develop the leaders our health system requires in the future.

Over the next year the Centre will engage with DHBs and Tertiary providers. It will coordinate
a range of high level leadership programmes, advise on curriculum development and oversee
research and evaluation in leadership. It could be that education programmes are provided
nationally by a number of institutions. It is not intended that “first level” leadership
programmes currently provided by DHBs cease. However, these may change over time.

Regional Training Hubs

HWNZ has worked with DHBs, education providers and professional bodies to develop four
regional postgraduate training hubs. The overall aim of the hubs is to support the development
of a suitably qualified workforee to meet regional and national service delivery needs. The hubs
will address the needs of trainees while maintaining a focus on the needs of health providers and

the communities they serve.

The planned model will feature hubs covering the upper, central, lower North Island and the
South Island. The hubs are “virtual” bodies and their initial focus is on oversight of training for
medical trainees’ PGY1 and PGY2 years with the ultimate goal of increasing vocational
registration. The hub concept follows on from the recommendations made by the RMO
Commission and the Medical Training Board reports, and will address, for example:

» Decreasing the average length of time for an RMO to move into vocational training
e Increasing RMO satisfaction that available training meets their career needs while still

delivering on service needs

All RMOs having career plans in place that inform their work placement

Trainees completing vocational training in a timely manner

Coordinating RMO progress including remedial programmes where necessary
Supporting SMO development as teachers and mentors

Clearly identifying systems and processes outlining how the regional hubs will work
together to provide the training in specialties and subspecialties with small numbers of

trainees

HWNZ is providing oversight and direction to the hubs and facilitating the sharing of
information and good practice across all regions, linking into national terms of reference. Over
time it is expected the hubs will expand to take a multidisciplinary approach. HWNZ is also
supportive of each regional hub developing programmes which meet local/regional DHB
requirements with substantial input from clinical leaders and key stakeholders. Hubs are

accountable for:

e Standardising training/education programmes using educational principles and

assessments

» Supporting trainees to develop and implement career plans

» Sourcing traditional and non traditional student placements that are accredited through
the usual channels

¢ Reducing duplication of resources

e Peer reviewing learning opportunities

» Collaborating with the various colleges and professional associations

e Ensuring workforce training aligns with regional service plans.

The benefits of the hubs are seen as improving quality and consistency of training programmes

which will enable a better use of available funding. They will also formalise career planning and
mentoring and provide support to improve the skill level of trainers and mentors.
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The Lower North Island Training Hub is led out of Hutt Valley and will have a multidisciplinary
focus. Work is currently underway to establish short term deliverables as well as longer term
priorities, and a work programine will build throughout the year. Our regional clinical
leadership group will provide the governance for our hub to ensure the work plan aligns with the

workforce needs identified in our regional services plan.

It is expected that all four hubs will be fully operational by the end of this year and further
details will be provided to the Committee as they come to hand.

2.4 Workplace Environment

2.4.1 MDHB Healthy Workplace Initiatives

The next year’s programme for healthy workplace initiatives is currently being developed. It is
intended that we will continue to support the following:

e Sports Manawatu iMove Workplace promotion being held during May. This initiative
encourages staff to walk or bike to places, rather than using their vehicle

» Sports Manawatu Bike Wise Business Challenge . A number of MDHB teams
participated in the 2010 challenge and two MDHB teams — Enable NZ and Distribution
Centre won major prizes

¢ Flu vaccinations

»  April Falls Day - raising awareness about preventing/reducing patient falls at
MidCentral and around our homes

o Promoting World Smokefree day in May and challenging our employees to go smokefree
on the day. Offering the opportunity to register with the Quit Team and receive free

patch/gum/lozenges.

We continue to expand our “Staff at MidCentral Advantage Scheme” (SMASCH). MDHB
receives other benefits from this scheme, for example, Noel Leeming is holding another evening
specifically for MDHB staff members and if enough sales are generated they will be donating at
32 inch TV to the organisation. Noel Leeming recently donated funds to enable goodies to be
handed out to our administration staff on Administration Appreciation Day.

2.5 MidCentral Health’s “Workforce” Performance

MCH’s Scorecard measures for Organisational Health and Learning Performance will be
included in the six monthly updates so that our progress against these can be measured and
compared as one “metric” on how our workforce development initiatives are contributing to the

retention of staff.

Summary information from December 2010 to April 2011:

Indicator =~ - ' - '.Decgmbcrzgf.i]_:_'___

ary. | February | March | April | - YID. | Target

% Sick leave rate 2.18% 1.6;7% 2.17% 2.44% | 2.50% 2.65% <3.2%
% Staff stability rate 099.73% 100% 90.80% 99.84% 99.95% 99.85% >99%
% Staff turnover 0.71% T7% 0.66% 0.33% 0.33% 0.58% <1.00%
(voluntary)

% Staff with leave in excess 11.21% 11.03% 10.99% 11.18% 11.35% N/A <0.50%
of 2 yrs

Workplace injuries per 811 7.33% 0 0 o 5.37 <7.00
million hours worked, YTD

Note: Staff turnover measures the number of resignations during the quarter as a percentage of staff
headeount at the beginning of the quarter (excluding casual staff and Resident Medical Officers);
the workplace injuries or illnesses indicator measures the number of work related illnesses or
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injuries leading to time off per million hours worked; sick leave measures the paid and unpaid
sick leave hours taken as a percentage of accrued FTE hours. For all these indicators, lower rates

are preferred.

Staff with leave in excess of two years is over the year to date target figure. We are currently
working on ways to address this, including considering allowing staff to buy out annual leave as
part of the changes to the Holidays Act.

2.6 Effective Relationships
2.6.1 Engagement with Unions

As part of the National Terms of Settlement agreed between the three health sector unions
(Service and Food Workers, Public Service Association, and New Zealand Nurses Organisation),
was the establishment of the Bipartite Relationship Framework (BRF). The BRF outlines
provision for a national change management framework, for dispute resolution processes and
also sets up the National and Local Bipartite Action Groups {(BAGs).

Under the umbrella of the Health Sector Relationship Agreement, the three core CTU affiliated
Unions (PSA, NZNO and Service and Food Workers), together with other unions that have
smaller health sector memberships, have been working together to prepare for the next round of
health sector collective employment negotiations. A proposal was developed by the DHBs and
Unions for the bargaining to be undertaken in a more collaborative and interest based way than
the previous traditional positional bargaining. This different approach is being referred to as
“managed bargaining”. The three unions have now received a mandate from their members to
enter into negotiations using this approach. Planning is now underway for a pre-bargaining
forum to be held between the parties with representatives from Government, DHBs and Unions
attending. A managed bargaining strategy is being developed and specific workforce objectives
for each collective agreement are being identified. These will form part of the wider strategy

being adopted by the DHBs.

MDHSB is currently working with our CTU Unions on refreshing our current Combined
Management Union Meeting (CHUMMS) to better reflect the partnership between Unions and

the DHB.

Linking in with a change to our current CHUMMS arrangements, we are also working in
partnership with the NZNO and PSA on the roll out of the Care Capacity Demand Management
Programme. As part of the roll out a staff survey was undertaken and a number of interviews
were held with staff and managers. The findings of the interviews and staff survey have been
collated. MDHB and the two Unions are working together to address these findings which
show that we can improve our partnerships and workplace relationships. Both parties are
confident that we can jointly agree strategies to address the findings.

2.6.2 Advancing Clinical Leadership

The National Health Board, partnering with University of Otago researchers, has developed a
guestionnaire for the DHBs to survey our health professionals around how we can improve
clinical leadership within our organisations. This survey is the first phase of a series of studies
on advancing clinical leadership that will extend also to the primary care sector. Over time it is
expected that DHBs will be able to use the results of the survey to improve clinical leadership
and governance, and to learn what is effective in encouraging greater clinical leadership in the
DHB’s decision-making processes. Because the survey is being undertaken nationally, DHBs
will be able to cooperate and share information on what is working for them, so that the results
can be used both to inform internal DHB processes, and national efforts to strengthen clinical

leadership.
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The survey is being directly managed by the University of Otago. The survey tool is still in draft
form and DHBs are being given the opportunity to provide comments. Following this the
survey will be sent out and a report of findings available to the DHBs in September.

3.0 OTHER REGIONAL/NATIONAL INITIATIVES

3.1 Health Workforce New Zealand

HWNZ has recently released the findings and recommendations of five of their twelve workforce
service reviews. Attached for the Committee’s information in Appendix One is a summary of
the findings and recommendations of each of the five service reviews:

¢ Anaesthesia

e Eye Health

s Aged Care

¢ Palliative Care
 Musculoskeletal.

The reviews were overseen by HWNZ and driven and managed by clinicians across the country
and have the potential to deliver some of the most significant shifts in how health services are
delivered in the future. The reviews were initiated as a result of clinicians beginning to question
the make up of the future health workforce and to suggest some options for new way of working.
HWNZ acknowledges the leadership, commitment and trust shown by members of the review
teams which have fostered new and collaborative thinking about more effective delivery of

patient-centred services.

HWNZ provided the project support to the review groups who were tasked with describing their
vision of the 2020 workforce. Operating as multi-disciplinary think tanks over a 16 week period,
each group prepared scenarios for how people will work and services will be delivered in an
environment where resources are more limited but quality and outcomes are maintained or
improved. MDHB’s Dr Nigel Waters (Anaethetist) was the joint lead of the Anaesthesia review
and Dr Simon Allan (Medical Oncologist) the lead of the Palliative Care review.

HWNZ is now seeking the wider views of the sector as to how to progress the development and
testing of the recommendations arising from this think tank stage. Contributions are being
invited from sector partners, such as those working in the specialties, professional bodies,
regulators, education and consumers. MDHB’s Senior Management Team (includes our senior
clinicians) have been provided with the findings and recommendations and will provide

feedback to HWNZ if they wish.

Following this, the next phase will involve the establishment of demonstrations of new scopes,
roles and ways of working emerging from the reviews in sites across the sector. The ideas and
recommendations will influence HWINZ’s investment strategy, leading on to longer term
changes in workforce training development and skill mix. This will also provide an opportunity
to shape National Health Board service planning and some of the work arising from this stage
will be policy issues for the Ministry to consider as part of its work programme. HWNZ
acknowledge that this work is an iterative process and that it is unlikely to be a straightforward
or easy one. They also acknowledge the projects are ambitious and each think tank has done a
remarkable job to develop a vision for the future than can now be put to the sector to provide a

platform for change.

An independent evaluation by the Australian Health Workforce Institute is underway in parallel
and will inform the process.
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3.2 Health Benefits Limited

Health Benefits Limited (HBL) has been working on an options analysis and business case to
improve efficiency across the procurement, supply chain and finance functions in DHBs. Their
work includes detailed scoping of a future shared services model, how they might transition to
the model, as well as funding options for its delivery. HBL plan to complete the business case by
the end of June and this involves working with DHBs to assess its feasibility, scope, timing and
the soundness of options. The work has included a significant information request from the
DHBs to enable benchmarking of data. Both the MDHB’s Group Manager Commercial Support
and the Lead Human Resource Consultant have been involved in various stages of the options’

analysis,

HBL advise they are also working on shared banking/treasury arrangements, collective
insurance programmes and the orthopaedics national supplier contract.

3.3 Voluntary Bonding 2011

HWNTZ is calling for registrations of interest for the 2011 Voluntary Bonding Scheme. This is an
incentive payment scheme that has been introduced to reward medical, midwifery and nursing
graduates who agree to work in hard to staff areas by helping to pay their student loans. MDHRB
has not been identified by the Ministry of Health as a “hard to staff community”. However, our
staff would be eligible for vohuntary bonding as medical and nursing are also defined within
hard to staff specialties. Currently we have 15 nurses within our DHB who have signed up to the
scheme. They are required to stay on the scheme for three years, but cannot stay longer than
five years. Those on the scheme are able to move amongst the DHBs. Net payments (Doctors
$10,000, Midwives $3500, Nurses $2833) are made to the individual, or if they have a student

loan, payment is made against the lpan.

Other occupational groups are to be considered in the years to come.

4.0 SUMMARY

Progress continues to be made in meeting MDHB’s Workforce Development Strategy initiatives,
acknowledging that these achievements need to continue to be balanced against MDHB's need
to live within its budget, and achieve and maintain financial sustainability.

Our efforts around our workforce development initiatives have contributed to our vacancy rates
remaining at low levels. We have positive results against our staff stability target of 99% on

average per month or better (tracking YTD 99.84%) staff turnover target of
< 1% on average per month or better (tracking YTD .61%), and workplace injuries target of
<15.00 (tracking YTD 5.94). Sick leave has reduced and is now below our target of <3.2%

(tracking at 2.65% YTD).

5.0 RECOMMENDATION
It is recommended

That this report be received.

Qe Gloase

Anne Amoore
Human Resources
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Appendix One

Anaesthesia Workforce Service Review
Lead: Dr Andrew Reid and Dr Nigel Waters

Anaesthesia is focused on maximising positive outcames for the patient underpinned by a
strong evidence base In science and advanced cfinical skilis. Anaesthetists are involved in
patient care from initial pre-operative assessment of the patient through to post-operative care
and pain management. They are involved in reftrieval, trauma, emergency resuscitation work

and intensive care.

This approach has informed the work of the Review Group, through a process of survey work
and evaluation of a range of options looking to sustain the anaesthesia workforce into the 21%

century and beyond.

The genesis of this review was the development of a Memorandum of Understanding (MOU)
agreed between the NZ Society of Anaesthetists NZSA and HWNZ in July 2010, in
recognition of the need to review and consider options for the future of a ¢ritical and
potentially vuinerable workforce. Since that time, the Anaesthesia Resource Review Group
{ARRG) has developed. The group incorporates representation from the New Zealand
National Commiltee of the Australian and New Zealand College of Anaesthetists and from

amongst the Vocational Trainees in Anaesthesia.

‘The review represents a major step forward as a profession led investigation and response to
the issues facing the current werkforce and thase in traming.

The brief of the ARRG has been:

«,..to study, pian, implement and evaluate sustainable heaith workforce systems
specifically for the anaesthesia workforce of New Zealand™

In order to gain the expertise and information needed to provide its report, the group
undertook research info anaesthetic manpower and service delivery models in a number of
other OECD countries; a survey of the curvent and projected status of all public hospital
anaesthetic departments in NZ; a survey of anaesthetic vocational trainees on attitudes to
alternative workforce models and ‘roadshow’ presentations to all anaesthetic departments in

NZ.
The key findings of this review are:

1. The New Zealand Anaesthesia workforce Is not in crisis but is currenitly severely
stressed in some regions. It is fikely to come under more siress as demand for
anaesthetic resources increases over the next decade with a risk of service failure
unless specific measures are taken to address this demand.

2. There are two separate issues regarding anaesthesia resource to consider. One is
the potential difficulty in supplying anaesthesia and operating room (OR) resources to
meet the increased demand for elective surgery and other procedures; the other is
the potential difficuity in supplying sufficient anagsthesia resource to cover
acute/urgent surgery (l.e. having adequate staff to maintain a good/safe on-call
roster), which until now has received only limited examiration. We have to be mindful
of ‘not robbing Peter to pay Paul’ by ensuring sufficient resource is avaitable in OR in

all high demand acute areas.
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To date the problem has been phrased generally as a mismatch of anaesthetic
human resources tc meet current and projected demand. The ARRG believes that
although measures to increase the anaesthesia workforce are relevant and important,
so too are measures to increase OR productivity which do not rely on any increase in

manpower.

The ARRG identified many on-going systemic issues which significantly impede
delivery of anaesthesia services now and will impede the implementation of any
future measures taken to cope with potential shortages of anzesthesia resource. A
nationally agreed approach to implerment changes will need to be realised in order to
address the rising demand for services within limited financial and human resources.

The high guality anaesthesia workforce we have at present cannot be placed at risk
and de-stabilisation or disengagement of the current workforce must be avoided.

The SMO anaesthesia workforce suffers from maldistribution and mal-retention.
Australia is currently our single biggest threat and the salary gap between the two
ceuniries in some sectors results in a [oss of some of our most experienced senior

doctors.

The use of allied health professionals to complement physician roles in anaesthesia
is controversial. Any such proposal may have merit, provided it can be cost effective,
provide achievable clinical gains without compromising quality of care or
disengagement of the current anaesthesia SMO workforce, and is embedded ina

doctor-led model.

As part of a mix of solutions to improve OR service productivity, consideration should
be given to how to refain and capitalise on the skills of those SMOs whoe are older
than 65 or nearing retirement. Many of these senior doctors remain clinically
competent, are fit to practice and want to work in some capacity, be it part-time or in
less onerous clinical roles with reduced on-call.

There is significant potential to create oppoertunities for those senior SMOs who no
longer have young families at home to travel to other parts of New Zealand for work
opportunities, either on a casual or semi-regular basis. The current DHB system
works against this redeployment of personnel to hard-to-staff areas. Industrial
limitations on migration across DHB boundaries have the effect of limiting staff

movements to areas of need or shortage.

Recommendations:
The foliowing statements are recommendations of the ARRG.

1.

We recommend that the anaesthesia technician workforce explore, together with
input from Specialist Anaasthefists, ways in which their scopes of practice could be
improved or expanded to ensure more productive delivery of OR services. This may
entail the need for a higher level of fertiary study depending on the results of this

process.

We recommend that regional oversight groups (ROG) are created to oversee the
efficient deployment of anaesthesia SMOs across multiple worksites within a region.
The oversight groups would have responsibility for recruitment and retention
initiatives within their designated region, filling specialist vacancies as they anse and
reducing dependency cn expensive hospital locums.

We recommend that the issue of theatre productivity be given more urgency as this is
a complex matter that is mulii-factorial in origin.

We recommend that consideration be given as | ithe expansion of the Medlcaf
Ofﬁcer grade ¢ of anaesthesia provider. This recrultmem.mltlatlve could form a posstble
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5. We recommend that there is an increase of training positions in those smailer
hospitals already accredited by ANZCA for vocational training, and those smaller
hospitals not accredited for training be supported to meet the criterfa for accreditation.

6. We recommend that healthcare services are defivered in a “hub and spoke® model on
a regior:al basis s0 as to introduce flexibility and efficiency in the way service
provision is enabled. This would have the effect of preventing some of the duplicity of
heaithcare services that has arisen in the current DHB model of care.

Next steps:
At a broad level the findings of the anaesthesia workforce service review are in line with key

priority areas for HWNZ and the Minister of Heaith, including a focus on improving productivity
in delivering elective surgical services, better use of the existing workforce and improved

configuration of services at a regional level.

HWNZ is now analysing the findings for their financial, policy and social implications. HWNZ
is also considering a proposal from the New Zealand Society of Anaesthesia to fest 2 broader
scope of practice for anaesthetic technicians. Two demonstration sites are expected to be

estabiished within the next three months.
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Eye Health

Lead: Dr Mike O’Rouke

The review group’s vision for the eye health service in New Zealand for 2020 is that 'eye
health services in New Zealand witl be based on need, place the consumer at the centre and

be integrated at the primary, secondary and tertiary level'.

This visicn incorporates a community model of eye health care and is foecussed on improving
the quality of eye health care services, efficiently utilising the different eye health workforces

including the development of innovative roles.

The patient journey process was used to generate a number of clinical scenarios/pathways in
eye health inclhding:

General referral pathway
Cataract

Glaucoma

Diabetes

Uveitis

Macular Degeneration (MD).

A number of eye health service and workforce issues were identified from discussions on the
clinical scenarios. Issues related to eye health services include:

Eye health services in New Zealand are mainly hospital based and some hospitat
services could move into the community. The collaboration, communication and
integraticn of eye health services between hospital and community could be
improved, particularly in the referral and discharge processes and in pricritisation of

hospital treatment
Consumers often have to wait iong periods for hospital appointments and in

outpatient clinics waiting to be seen
The quality {including access) of eye health services needs to improve including
diabetic retinal screening, low vision assessments, ¢hild and vision screening.

lssues related to the eye heaith workforce include:

There is currently a more than adequate supply of optometrists with 678 optometrists
nafionwide and 50 being trained each year

Optometrists could be better utilised in the assessment, freatment and management
of patients with eye health care issues

There needs to be enhanced use of nurses and general practitioners in eya health
services

There is a need fo develop training in eye health care particularly for nurses, GPs,
and orthoptists

Sufficient numbers of ophthalmologists need to be employed and irained to cater for
population growth and the aging popuiation.
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Recommendations:
The review group therefore recommended that;

1. HWNZ supporis and funds the establishment of pilot eye hezlth managed clinical
networks in three differently sized areas

That a requirement of the pilot clinical networks is o develop an eye health
cemmunity model that includes an increase in the rofe of optometrists,
including making six-month postgraduate fellowships available

a.

2. HWNZ supports a change in the regulations under the Medicines Act fo enable
optometrists to prescribe glaucoma medications in accordance with developed

guideiines

3. HWNZ supperts and funds an increase of training places in ophthalmology, based on
predicted need

4. HWNZ investigate the role and career pathway of ophthalmic nurse specialists within
the hospitai and other settings

5. HWNZ supports the development and establishment of a posigraduate diploma in
ophthalmology that is tailored to the needs of the different professions e.g. GPs and
nurses

6. HWRNZ supports the investigation of the development of an undergraduate degree in
orthoptics

7. HWNZ supperts the rationalisation and standardisation of eye health child screening
services and vision and hearing screening testers in New Zealand

8. The following service principles/recommendations made by the review team are
passed on fo the relevant Minjstry policy section by HWNZ to incorporate into policy

work with the DHBs:
Every community requires access to a diabetic retinal screening service that builds on

local services
There should be at least 90% uptake from diabetic patients for the diabetic retinal

screening service
The cusrent diabetic guidelines that includes guidance on retinal screening should be

implemented equitably throughout New Zealand

All pecple with macular degeneration and low vision need to be assessed by an eye
health professional with low vision expertise

» Every community needs access to low vision aids

A published network of low vision eye health services should be set up in New
Zeatand

Next steps:

The eye health review has developed a broad range of recommendations that HWNZ is
currently analysing for their financial, policy and social implications.

As ifs first priority for this review HWINZ plans to esigblish a demonstration to test a

community-based model of eye care which would include testing an increased role for
optometrists in management of some eye heaith conditions and first specialist assessments.

The demonstration will look at providing betier, scaner, more convenient care for patients
closer to their homes. The demonstration would aim o significantly free up ophthalridlegists’
time in managing roytine chronic conditicns to focus more complex cases and allow /
hospital services 16 betler manage.jncreased deman o
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HWNZ will also support the establishment of a clinical network for eye health — this network
will look across the entire eye health worlkdorce in the area with a view to managing demand

and referral more effectively.

HWNZ will be working with sector partners over the naxt few months t¢ scope up the
demonstration sites with a view to have two demonstration sites estabiished within six

months.
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Aged Care Workforce Service Review

Lead: Dr Ray Naden

The review group adopted a ‘whole of systems' approach to the heatth of older people,
looking at the range of factors which impact on the health of older people and the
relationships between them. These include the needs of o/der people themselves, the
services which exist or are required fo meet these needs, and the workforce which provides

these services.

Maore of the same will not meet the challenge of increasing demand with finite services. It will
be necessary to provide more of some existing services as more older people will require
them. However, it will also be necessary to innovate to provide for some naeds in ways that
are significantly different to current services. The system of the future will have to be well-
integrated, rather then & range of discrete or “siloed" services as they are cumently.

A number of common themes were identified:

= [tis vital to prevent or delay icss of function
There needs to be more community-based responses 1o acute needs
Rehabilitation for those people with significant potential for restoration of function

must be active and rapid
People should be supported in their homes where possible (through supporting

self-care, informai carers, eic)

Disruption of older people’s normal routines and seif-management should be
avoided as far as possible {e.g., where possible bringing services to peopie rather
than moving them lo the service, and especiaily avoiding people being away from

home ovemight) .

To have an aged care sector that is able to provide support services, lo at least the current
level and within a sustainable funding path, significant improvements will have to be made in
preventive and rehabilitative care AND significant numbers of older adults will need 1o receive

care in a cornmunity and primary care setting.

Shifts in the number of alder people with acute care needs being treated in primary and
community care setlings can affect admissions to acute hospitals. Furthermore, when this
scenarioc is combined with changing the nature and location of the service andfor the
workforce providing the care, quite different future scenarios can be envisaged. However, this
requires a large ‘rethink’ in what we currently consider to be community-based care facilities,

Shifts in the focus and deployment of skilled clinicians from DHBs to primary and community
setfings where they will support large numbers of formal and informal care providers wiil be a

key strategy.

The funding and focus of residential care is currently on fong-term care and support. Much
more focus needs to be directed lo preventative and rehabilitative care, with development of
short-term service options.

Modelling indicates that it is possible to lower the rate of increase in older people accessing

health services. For example, the improved preventative and rehabilitation care inherent
within the 'healthier ageing’ strategy could potentially reduce the number of cider people

needing long-term aged residentiaf care,

The changes in the workforce required to support these changes include:
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Mcre consistent focus on preventing and delaying foss of function and restoration of
function where that potentizl exists (“caring for” cannot be simpty “doing for”, which may
be counter-productive if it leads to loss of potential capability).

Focus on needs assessment and care pianning (focusing on how to best meet the
needs and optimise the potential of the individual rather than simply assessing their

eligibility for available services)

Co-ordination and active management of care plans with older people, so that the
various and usually multiple compenents of their care plar are well-integrated (io be
better sooner and more convenient for the consumer rather than for the provider). The
role of care co-ordinator / health navigater needs to be developed.

Building on the expertise of the small group of health practitioners {nurse practitioners,
geriatricians, allied health professionals efc) with specialist expertise in care of oider
peaple, so thal they focus increasingly on developing the capability of the wider health
worldorce, informal carers and older people themselves.

Several key enablers will be critical to the success of these models of care and workforce
changes. They include:

Enhanced information and communication technology (ICT) to ensure prompt and easy
access to all of the informalion needed to provide quality care to older pecple. This
includes access by older people themselves and anyone they choose to provide care
for them.

Fiexible funding focused on supporting and promoting desired outcomes, models of
care and innovations {for example, greater support for preservation and restoration of
function rather than only long-term support for disability needs)

Recommendaticns

It is recommended that:
An increased focus is directed to home and community-based preventlon and

rehabilitative service options for older people, emphasising short-term interventions
focused an maximising the potential for independence.

More work is done to support formal and informal caregivers, especially in helping older
people to maximise their own potential. It is recommended that specific training and
development be provided to these groups with a ‘career path’ for formal caregivers who
make up the bulk of the aged-care workforce.

Clinical specialists in the needs of older people be seen as one of the major resources
available and they need to focus on supporting inereased knowledge and skilis of other

health and support workers in community and primary care. (“leveraging”) To do this
the constraints that ‘tis” people to a facility such as an acute hospital need o be locked

at to facilitate the ‘transfer of expertise’ across different service locations.

Service and facility design within acute care te be geared up to the needs of their major
patient group i.e. people over the age of 65.

Older peaple, because of their multiple needs, cut across many specialities and service
locations. A key lo enabling integrated care for older peogle will be to design and pilot a
‘network information sirategy’ based on ensuring ready access to ali daia reievant o
the individual person by anyone who needs this to provide optimal care.

Next steps

Ensuring there is a‘Sustainable and fit for purpose wo}sforce delivering [o older people wm be
a pnor:ty area forHWNZ over the-next 1- 5 years. Thas mn’ﬁne with Government pn rifles,
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next steps in this area. The strength of this report is its broad view of services provided to
older peopie and the need o ensure these are working effectively to keep older peopie at a

high level of functioning for as long as possible.

The naxt step for this review is to set up an intemal HWNZ group with extemnal advisors
invoilved to assess what are our immediate and medium term priorties for action. This will
involve working with other parts of the Ministry and with the DHBs to ensure we have joined
up work programmes that deliver maximum benefit for the sector.

A report will be submitied to the HWNZ Board for consideration at its June meeting. Details
on the agad care components of HWNZ's work pragramme will be released shortly after this.
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Palliative Care Workforce Service Review

Lead: Dr Simon Allan

Palliative care in New Zealand is provided in a variety of seftings including community,
hospitals, residential care and hospices. The majority of people with cancer will require
paltiative care but an increasing number of people with chronic diseases also require and
benefit from palliative care. These people often require palliative care for a longer duration

than pecple with cancer.
Specialist palliative care services are essential in providing expert clinical care and advice for

pecple with complex symptoms requiring paltiation. Non-specialist services particularly
primary care, community heaith nursing and residential care are also essential in the

provision of palliative care.

The aim of the Palliative Care Workforce Service Review was to develop a vision and mode!
of palliative care service and workforce for 2020 in a context of increasing demand and limited
funding.

The review was informed by literature; palliative care service and workforce data; population

and forecasting data; patient experience in palliative care and also innovations that are
occurring in paliiative care services in New Zealand.

The review identified the following:

The demand for palliative care services, and thus workforce, will increase slowly over the
next ten years but thereafter will increase more rapidly in line with the ageing population

s The bulk of the ageing population will be European

The number of deaths and proporiion of palliative patients will nearly double by 2061

The number of people requiring palliative care will increase by nearly 25% over the next
15 years and will nearly double by 2061.

There are gaps in palliative care service provision particularly in 24 hour care in the
home, bereavement counselling, community and primary care and rural palliative care

There are a variety of paliiative care models utilised by services and differing levels of
regional governance

There is a large variation in workforce numbers amongst regions. The number of FTEs
{medical and nursing) per 1,000 patients varies between 20.7 per 1,000 patienis (Upper
South Isfand) to 42.2 per 1,060 (Central region) with the average heing 27.9 per 1,000

patients

There are a number of palliative care workfarce issues that need to be addressed
including an ageing workforce; recruitment and retention of pallistive care medicine
specialists; a shortage of general practiiioners with an interest in palliative care; a
shortage of nurses with specialist palliative care skills; confusion over advanced nursing
practice in specialist palliative care across clinical settings; and a need to define and
develop the role of allied health professionals within the multidisciplinary feam .

« Thereisa nee;&'-};o develop and rationalise training#6r both palliative care speciéfistj_éi-'ld

non-specialist-health profes !
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The vision for this review is to ensure that all people receive effective palliative care from a
qualified and competent interdisciplinary team. The next ten years will provide time to plan for
palliative care services and workforce to ensure that vision is achieved.

The group believes that this vision would be achieved through development of eight regiona
palliative care managed clinical networks that would link locally, regionally and nationaily to
deliver more sffective and efficient palliative care serviges. These regional networks would
use an integrated model of palliative care that enables most people with palliative care needs
to be cared for in the community by primary care and district nursing professionals but with
access to effective specialist palliative care services when needed.

Networks would enable regional planning, development and management of palliative care
services and workforce and ensure that all people within the network would receive effective
palliative care services in a timely manner no matter where they live,

The funding of leadership positions in each network and development and funding of the
primary care sactor over and above current levels would be essential.

A demonstration project could inform the development of the managed clinical networks. 1t
would be important to ensure that this pilot is set up in a region where there is support from a

palliative care clinical champion.

A useful complement ta the palliative care regional networks would be the development of an
Interdisciplinary Education/Training Board that links with Health Workforce New Zealand
(HWN2Z) whose task would be io prioritise and progress palliative care education and fraining

needs.

Recommendations:
1. TFhat HWNZ funds a demonstration pilot managed clinical network in palliative care

that is evaluated through action research to inform the development of palliative care
managed clirical networks nationwide. This pilot should include funding for the
director of palliative care, primary care lead and administration.

2. That the demonstration pilot is piloted in regions order of priority: MidCentral, Lower
South Island and Counties Manukau.

3. That HWNZ requests that the Ministry's Cancer Programme Team consider the
development of eight managed clinical networks that are linked nationaliy to manage
pailiative care in New Zealand as part of their work on palliative care models of

service delivery.

4. That the palliative care managed ciinical network develops a funding model for
primary care services to provide community palliative care.

5. That HWNZ work with the Ministry's nursing team to undertake a national project
outlining the service definition and utilisation of advanced nursing roles {nurse
practitioner and clinical nurse specialist) within palliative care including the
development of accredited training programmes within palliative care managed

clinical network regions.

6. That HWNZ requests the Ministry cancer team to develop the role of allied health
professionals within the multidisciplinary team within their nationat work programme
on medels of paliative care, the role delineation model and the specialist paliiative

care service provisions.

7. That HWNZ sets up an interdisciplinary Education/Training Board that links with
HWNZ to prioritise and progress the palliative ca" 2 workforce reguirements.
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Next steps:
The Pailiative care review findings link well with work underway within the Ministry and wider

sector. HWNZ is currently analysing these findings for their financial, policy and social
implications.

HWNZ irfends to support the testing and development of palliative care networks in the
sector through demenstration sites. There are alse & number of policy issues such as the
development of a funding model for primary care services to provide community palliative

care that HWNZ will fake up with the relevant parts of the Ministry. This is part of wider
discussions with other parts of the Ministry of Health and sector pariners to ensure work plans

are well integrated and support each other.

HWNZ will be able io release more detail on our work plan after the June meeting of the
HWNZ Board.
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Musculoskeletal Workforce Service Review

lead: Associate Professor Sue Stott

The review group noted that better, sooner more convenient services will be enabled by using
the following everarching principles, to improve efficiency and effectiveness in

musculoskeletal care: .
Conservative management of musculoskeletal disorders, including chronic

musculoskeletal pain, should be a core compelency for all general practitioners and
physiotherapists.

-

Effective lriaging of secondary level DHB referrals by virtual means should be done
by the mast experienced clinicians including practising orthopaedic surgeons.

Physiotherapists and GPs with a special interest shauid be up-skilled so they are able
to examine and conservatively treat many musculoskeletal disorders.

Telemedicine, video-conferencing and other electronic medalities have potential to
enhance virtual assessment of patients referred for tertiary level services.

« There should be an increased emphasis placed on rehabilitation.

The over arching concept is that the most appropriate person should examine and assess the
patient i the most appropriate way when they are first referred. Clinic-based assessment of
a patient by a surgical specialist should only ocour when there is a realistic expectation that

that patient could require surgery.

Paper (virtual) triage of secondary level DHB referrals should be done by the most
experienced clinicians (which should include an orthopaedic surgeon, rheumatologists, a GP
| imison officer and advanced physiotherapy practitioners). This triage with expert input would
datermine whether the patient needs to see an orthopeedic surgeon or rheumnatologist or
should be first assessed by another member of the feam e.g. advanced physiotherapy
practifioner or GP with advanced scope of practice in musculoskeletal medicine or if referral

should be declined as inappropriate for the service.

Recommendations: medical workforce:

Conservalive management of musculoskeletal disorders, including chronic
musculoskeletal pain, should be a core competency for all general practitioners, with
increased CPD opportunities for all GPs in relation to musculoskeletal medicing and
the development of a8 GP warkforce with expertise in musculoskeletal medicine.

There should be increased emphasis on musculoskeletal teaching at undergraduate
level, including aspects of rehabilitation and cccupational health.

There is beneftt in the development of & workforce of non-operative
paediatriciansiGPs/physicians expert in conservative management of minor
musculoskeletal disorders but with skiills to refer appropriately for expert surgicat or

rheumatological advice.

Career paths for senior clinicians in the muscuioskeletai fieid, i.e. orthopaedic
surgeons and rheumatologists, should be more distinct for exampie the current DHB
roles are "set in stone” with senior clinicians performing much the same duties as
junior consultants. Active career planning 2nd up-skilling for consultant specialists is
needed with mentoring of junior consultant info the expert clinician and clinitarl l&ader

over time.; &
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Investigation of the advantages and disadvantages of pain management becoming a
Medical Councit scope of practice, (currently it is within the anaesthesia scope).

We support an increase in the number of staff with expertise in gerairic management
for post-operative medical care within the orthopaedic setting

We support an increase in the number of doctors trained with expertise in
rehabilitation across the sector, incfuding tertiary level rehabifitation specialists and
Ps with rehabilitation medicine as a special interest.

Recommendations: physiotherapy/nursing:
An advanced physiotherapy practitioner model in NZ could provide a first tier level of

assessment for many patients currently referred for specialist muscuioskeletal
medicalfsurgical review. Advanced physiotherapy practitioners would have the ability to
examine, provide initial conservative management and reassurance for many patients with

musculoskeletal disorders currently referred to orthopaedic surgeons or rheumatologists.

To enable physictherapists and nurse specialists to undertake first assessments and early
treatments of many patients with musculoskeletal conditions requires:

Development and consolidation of advanced scopes of practice for physiotherapists
by the Physiotherapy Board and recognized by ACC.

Better integration between DHB-funded community physiotherapy services and DHB
clinicians.

A funding mode! that incentivises virtual FSAs and use of allied personnel to assess
secondary ievel referrals rather than current model which drives use of consultant

specialists to carry out FSAs for patients with minor complaints.

Extending musculoskeletal training to ciinical nurse specialists, ensuring there is an
appropriate career path into this area, developing quafifications with financial and
other incentives to undertake this extra work would improve and up skill the

muscuioskeletal workforce.

Nurse specialist and physiotherapy specialists could do post-operative assessments and
follow-ups, either in persen, leading clinics alengside the clinician or through virtuat clinics,
using vaiidated questionnaires and X-ray results at defined intervals.

Other key recommendations: :
Greater investment is nseded in telemedicine, video-conferencing, standardisation of

electronic modalities across the DHBs (digital X-rays, electronic records etc), which
have potential for the remote assessment of patients referred for tertiary level
services. This could reduce cost of fransportation of patients to and from tertiary fevel
centres; reduce inefficiencies through unnecessary replication of tests; and facilitate

access to electronic records across DHBs.

Post-operative adult orthopaedic trauma management benefits from faster access to
targeted rehabilitation and, for the elderly, geriatrician input. Rehabilitation shouid
therefore start at admission, not discharge.

Continued focus on public health measures including, early interventions o improve
fitness and diet in young adults and throughcut adulthood including the elderly are

needed. People of all ages should be encouraged to follow & bone and joint healthy

lifestyle

meeded to determine the likely ;
ne is at risk of developirig musculoskeletal conditions.

ey

« Ongoing inveslient in musculoskeletal researc
burden in thefuture, as evey
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Appendix Two
TO Murray Georgel
Chief Executive Officer

IDCenRAL DISTRICT HEALTH BOARD
s Te Poe Hauora O Ruchine O Tararua

FROM Leona Dann
Midwifery Director

Anne Amoore
Human Resources

DATE 19 April 2011

SUBJECT Midwifery Workforce Retention Project

1.0 Purpose

This report gives an overview of the Midwifery Workforce Retention Project (the Project) and
summarises the actions and progress MidCentral District Health Board has made towards the
recommendations contained in the report. Given the recommendations encompass midwifery
across the DHB the Midwifery Advisor has also provided input into this.

2.0 Background

The DHBs Future Workforce Nursing and Midwifery Workforce Strategy Group (function now
undertaken by Health Workforce New Zealand) completed the Midwifery Workforce Retention
Project at the end of last year. This is the final Nursing and Midwifery Workforce Strategy
Group project from the 2009/10 DHB collaborative DHB Future Workforce programme. The
findings of the project have been shared with Health Workforce New Zealand which is now the
lead agency and key contact for health workforce development activity.

The project was undertaken as the shortage of midwives in New Zealand had been highlighted
nationally and reflected in vacancies within DHBs. The shortage had also been compounded by
a general increase in the birth rate, coupled with an ageing workforce which prompted further
investigation of initiatives to retain midwives.

3.0 Project Objectives

The main objective of the Project was to outline current retention initiatives that could be
mirrored nationally and determining other initiatives that would increase the retention of

midwives in both self-employed and core midwifery.
4.0 Survey and Findings

To assist with determining what initiatives were needed, a survey questionnaire was devised
and distributed to the 20 DHB midwifery leaders for circulating to their midwifery workforce.
The results of the survey helped inform the recommendations of the report and the key themes

emerging from responses were:

The value of leadership programines

The importance of professional autonomy

The effect of the working environment and professional relationships

Operational systems and the need for them to support the midwifery role

An expectation that pay rates will recognise midwives unique skills and responsibilities

s & & & »
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MDHB'’s midwifery leadership is highlighted in the report as an example of an innovation and
strategy for workforce retention.

5.0 Recommendations and MDHB’s response

The report made recommendations to improve retention of midwives and these were based on
the key themes identified from the midwifery retention questionnaire. Itis intended that the
recommendations will positively influence midwifery retention nationally.

MDHB already had in place a good number of retention initiatives. These are highlighted in the
attached Appendix against each of the recommendations in the report.

Anne Amoore

Leona Dann
Lead Human Resource Consultant

Midwifery Director
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TO Community and Public Health Advisory
Committee

MinCenteal Dismicr Healrn BOARD

Yo Paa Hawora o Ruahine o Taraue

FROM General Manager
Funding Division

DATE 25 May 2011 Memorandum

SUBJECT FUNDING DIVISION OPERATING
REPORT — MAY 2010

1. LOCAL MATTERS
1.1 Health of Older Person

1.1.1  Aged Residential Care

There are no immediate concerns; all facilities are operating satisfactorily this month. Bed
occupancy varies week by week across all levels of care but generally there is sufficient
capacity across the district. Occupancy rates are generally lower in Tararua and
Horowhenua facilities compared with Palmerston North and Feilding where bed capacity is
under more pressure, particularly hospital and dementia levels of care. This year three
providers have made commercial decisions to change focus by reducing their stage 2 rest

home beds and substituting for dementia level care. This is helping to meet current demand.

Currently, one highlight is the increased number of registered nurses from the aged care
sector who are completing the knowledge and skills programme through the Health Care
Development Team. Twenty two graduands from seven facilities will receive their certificate
this month with a further twenty due in six weeks time. At least 60 are on course to
complete the programme this year. This represents a deliberate push to improve the
competencies of nurses working in aged residential care, a sector which has struggled to up-
skill RNs for many years.

The local knowledge and skills programme is accredited with Nursing Council of NZ. It is
very comprehensive and goes 85% of the way towards a nurse completing their professional
development recognition programme (PDRP). Plans are also afoot to follow up by
undertaking a few case study evaluations in a bid to check that there is improvement in
clinical practice oceurring in the workplace.

1.1.2 Audits

Sixteen ARC providers have had recent certification audits and are working through their
respective corrective actions. Progress reports are submitted to the DHB at stipulated times
and so far the remedial work is proceeding satisfactorily.

This is a joint auditing process monitored by both the Ministry of Health and respective
DHBs. With one or two exceptions it is evident that providers in MidCentral are incurring
far fewer findings now which is encouraging and indicates that quality assurance processes
are working better. Assuming that the gains are sustained there will be ongoing benefits for
elderly residents by way of improved care delivery, safety and general wellbeing.

There are no special issue audits underway at present.

1.1.3 Bridging the Investinent Gap —post Budget

At a national level sector wide workshops are planned for later this year to look at future
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funding models. Some supply and demand projections are being worked up by the Thornton
Group as a precursor to the workshops. One slight snag is the cancellation of Census 2011
which means that population projections for 2012 and out years will be less robust.

There is a consensus across the sector that although current services are working to a degree,
in future a much broader suite of service configurations must be developed if the future aged
population needs are to be met effectively and efficiently.

1.1.4 Central Region

Regionally, Portfolio Managers have a number of initiatives underway aimed at achieving
regional consistency around common strategic and operational issues. Examples include
following up with the Aged Residential Care review, the Home Based Support review,
developments with interRAI, Chronic Health Conditions (IFP) devolution, joint NASC
processes, intermediate care planning, dementia care funding models, and A21 review of the
current ARC agreement. Each is a considerable body of work but progressing well.

1.2 Maori Health
1.2.1 Msiori Health Plan

The Maori Health Responsiveness Framework has been used as the conceptual basis for the
district Maori Health Plan for 11/12. Maori Health Plan (MHP) are documents produced by
DHBs to describe how they are going to improve the health of Maori and o reduce
inequalities in their district. The Maori Health Plan has been informed by the DHB’s Maori
population and their health needs and the DHB’s strategic objectives from its Regional
Service Plan and Annual Plan.

The existence of Maori Health Plan is empowered by Section 6.4 of the 2011/12 Operational
Policy Framework which states that Annual Plan are to be informed by MHPs. Clause 21.5 of
SOC Min (10) 15/2 also states that Annual Plan are to include Maori Health Plan. The annual
plan for 11/12 has key components that connect to the Maori Health Plan and ensure that the
opportunities provided by the Better Sooner and More Convenient Business Case and the
Whanau ora cross sector programime are maximised towards improving the health status of

Maori in the region.

A core theme of the actions in 2011/12 will be to ensure that developments seek to bring
people together and apply skills and strengths towards the desired goals. The emphasis is on
improvements for people rather than improvements just to the system so that our population
benefits from our initiatives.

The Funding Division intends to be involved in actions that assist our communities to
progress toward whanau ora for themselves by adjusting our processes:

* A consensus on the understanding of whanau ora for the district culminating in a
document such as a charter to inform Models of Care and service delivery.

* A whianau ora pathway with Maori providers as the core, and encompassing more
cohesive primary and secondary services.
The adjustment of provider contracts to put into action whanau ora.

¢ The appropriate services to be provided by Maori providers as part of a whanau ora
pathway and taking into account Maori Health needs and aspirations.

¢ The facilitation of team approaches between Maori Health Providers, General
Practices and other primary health care providers, and secondary services.

The signals show that greater effort is required to improve mainstream effectiveness to
Maori.
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Implementation of the Maori Health Responsiveness Framework is just as important as the
development of the framework itself. Purposeful action and commitment is needed with a
renewed emphasis on generic service effectiveness as highlighted in recent mortality

reporting.

1.3 Mental Health and Addictions
1.3.1 Mental Health and Addictions District Group (MHADG)

The MHADG will provide a platform for communication and engagement across the District,
enabling clinicians/praciitioners, others working in the mentai health and addiction and
related sectors to contribute to the leadership, development and implementation of
consumer/tangata whaiora focused care.

Membership for the Mental Health and Addictions District Group (MHADG) has recently
been confirmed, with twenty seven interested applicants across the mental health,
addictions, justice, child, youth, Maori, consumer and Pacific sectors. Therefore, the
MHADG will consist of thirteen members from a broad range of areas. Initially this Group
will be led by the Clinical Director for Mental Health and Addiction Dr Jerry Varghese. A
work plan and work streams in relation to workforce, service development and innovation
activities will be developed and provided to the Committee and the Combined Steering
Group overseeing the development of clinical networks.

1.4 Primary Health

1.4.1 Horowhenua Health Shuttle

MidCentral DHB has an underwrite funding arrangement with the Horowhenua Health
Shuttle. This means the DHB has committed to providing a level of funding ($28,000) in the
event that the Trust runs at a deficit. There has been occasion on which the DHB provided
funding to the Trust under this arrangement. It was triggered when the Chairman of the
Trust and the accountant presented their accounts to the GM Funding Division.

Recently the DHB has had discussions with the Trust about its finances. The PHO has
previously provided about $20,000 pa of support to the Trust. As of 1 July 2011 this is no
longer available because of the redirection of funds to the Better, Sooner, More Convenient
Business Case. At present the Trust’s finances are in good health. We have expressed our
willingness to meet the Trust at any stage should their financial position change.

The underwrite funding arrangement with the Horowhenua Health Shuttle is the same as
our arrangement with St Johns for the Tararua Health Shuttle.

1.4.2 Ownership discussions in Levin

Central PHO currently owns a number of general practice teams in Levin: Horowhenua
Community Practice, the Waiting List Practice (including Dr Stevens’ practice) and the
Foxton Family Health Centre (Dr Mole’s practice). Different legal entities own Horowhenua
Community Practice and the Waiting List Practice. The PHO is working to join the practices
together operationally and in an ownership sense. The PHO is negotiating its way amongst
shareholders and stakeholders to achieve this objective. The DHB is taking a watching brief.

1.5 Health Care Development

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

1.5.1 Comprehensive Health Assessment Processes

HCD has been involved in developing a Comprehensive Health Assessment (CHA) form for
general practice for a number of years. With the advent of the Better Sooner More
Convenient business case clinicians saw a way to move forward this process and the
electronic CHA tool is now nearing completion and is to be introduced into general practice
teams at the beginning of July. The aim is to ensure that all clients in the community who
have one or more chronic conditions and who meet age criteria (45 years Maori and 65 years
Non Maori) have a comprehensive health assessment so that their current health status can
be properly understood and a plan developed which outlines how care is to be provided
which meets that client’s needs. Flexibility has been built into the system to allow for people
with high complexity of health issues but who have not reached the age targets, and include

these people.

The tool has been built by Best Practice and it will be hosted on the MedTech PMS. Those
practices without MedTech will not have access to it although the MDHB has offered support
to the 10 practices in our region with different PMS to make this change. Once the CHA tool
has been completed by a clinician a care plan is generated which will automatically include
any issues identified during the assessment phase. While clients can decline to have
particular issues included in the care plan developed with them they will remain recorded in
the tool. Thereafter clinicians can update the care plan as things change for the clients.

Alongside this new system is a change to the Care Plus model of chronic care management.
HCD staft and Central PHO have developed a case management approach to supporting
clients with long term conditions which is called Chronic Care Plus. Care Plus will cease to
operate in our region from July 1%t with targeted populations being enrolled in Chronic Care
Plus instead. For this model chronicity has been categorised in levels and those with
significant complexity who take a lot of general practice time and effort to support can be
enrolled in Chronic Care Plus. PHO Community Clinical Nurses can then help manage these
patients using the CHA process. Other tools available to assist in the management of these
clients include the fully funded Stanford Self Management Support Programme. As
chronicity lessens clients will be referred back to their general practice team for follow up
and maintenance. If their level of illness increases rather than declines despite this intensive
support, secondary and/or tertiary providers will be bought in for some concentrated input.

An implementation strategy for Chronic Care Plus has been developed for both the CHA and
the case management model. PHO nurses have started to use the CHA tool remotely and will
be able to use it in the practices they work with over the next two weeks. The
implementation for these activities will occur in a phased manner. In terms of Care Plus,
only 18 of the 42 practices in our region used this approach so while there has been interest
shown by clinicians it is expected that uptake will be manageable. Ongoing support will be
offered and an upgrade of the software is planned for October once the tools have been
utilised by a number of practices.

1.6 Child & Youth Health

1.6.1 Trial of New Approach to Social Sector Change

The Ministries of Social Development, Justice, Education and Health, and the New Zealand
Police are working together to pilot a change in the way social services are delivered. Six
sites have been selected nationwide, Kawerau, Tokoroa, Te Kuiti, Taumarunui, Gore and
Levin. Life to the Max Horowhenua together with support from the Horowhenua District
Council has been selected to deliver on this contract over the next 2 years. The Portfolio
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Manager Child & Youth Health will represent the DHB in the overarching Governance group
to lead this process.

The pilot will focus on improving outcomes for young people (ages 12-18) in the following
ways:

Reducing offending by young people

Reducing truancy rates

Reducing levels of alcohol and substance abuse in young people

Increasing the number of young people in education, training or employment

A strong emphasis will be given to ensuring that services are available to meet the needs of
the local community. The focus will be on identifying the right mix and form of services and
engaging with relevant groups to ensure these meet identified needs. This pilot has the
potential to make lasting change by harnessing existing resources, ideas and knowledge to
help make Levin a place where our young people thrive. Ongoing reports will inform the
board as the process unfolds.

1.6.2 Gateway Assessments (formerly Children in Care project)

It is very pleasing to see the Government is investing more than $15.3 million over four
years into comprehensive gateway assessments for children and young people that are
entering care, or already in New Zealand’s care and protection system. This is a reflection
of the great work of the MidCentral Children in Care pilot team and the others around the
country who have worked diligently on this pilot over the last two years. It is reassuring to
know that this contract with some refinement will continue.

Children who come into Child, Youth and Family care are some of New Zealand’s most
vulnerable children. They enter care because they've been neglected or abused, or their parents
aren’t able to care for them.

CYFS work hard to make sure these children are nurtured and cared for by the people who are
best for them. If this can’t be their own family, they look to extended whanau or one of the
approved foster carers to give them the stability and love needed to succeed in life.

Despite the best efforts of foster parents who open their hearts and homes to these children,
young people in care are at greater risk than other kiwi kids. As a result of their backgrounds,
they are often disconnected from regular health and education services, and are more likely to
have physical, behavioural, and emotional barriers to overcome.

Taking care of children’s health and education needs, along with the loving care of dedicated
foster parents, is the best combination for creating brighter futures.

The data from CYFS and from overseas research reflects that of the children who go into care:

Approximately 65 percent have mental health or behavioural problems.

* 40 percent of these are likely to need specialist services. Currently only around
seven percent receive specialist mental health services.

» 15 percent suffer from developmental delay.

s 37 percent have impaired hearing.

*  Around 40 percent need dental care or help with skin conditions.

Many have a combination of health needs, and in 88 percent of cases health problems have
gone unidentified or untreated prior to them coming into care.

Over the last two years, Child, Youth and Family and the Ministries of Health and Education
have been piloting health and education assessments across four district health boards -
Auckland, Counties Manukau, Lakes, and MidCentral.



These are run by a dedicated DBH co-ordinator, with the assessment component undertaken by
a paediatrician and nurse. Teachers provide a profile of the child’s education engagement and
achievement.

A review of the pilots show that on their own, social workers are generally able to identify around
two health needs per child, whereas the gateway process identifies on average five needs per
child. Benefits include:

*  Families gaining new insight into their children’s behaviour that they’d not
previously understood.
Connecting these children to the primary and specialist health services they need.
Betier information for teachers so they can help them in the ciass room.
More integrated information across agencies strengthens relationships, leading to
more informed planning and service development.

The gateway assessments build on this work, ensuring every child or young person entering care
(around 2,200 per year), will receive an assessment, and be referred to the right health and
education services to address their needs.

Assessments will also be available to children already in care who have significant health and
behavioural needs (around 500 per year), and those considered high risk when they present at
Family Group Conference (around 1,500).

The roll out begins from July this year through to December 2012.
How the process works:

e  When a child comes into care their Child, Youth and Family social worker refers
them to the local DHB for a comprehensive assessment.

o The DHB coordinator pulls together all the social, health, and education
information relating to the child.

¢  The social worker, medical professionals and education providers (this might be
their school or early childhood centre), use this information to agree a plan that
addresses all the child’s needs.

»  The child’s social worker makes sure appointments and referrals are followed
through and the plan is kept on track.

By working together, a complete picture of the child’s needs is captured and this ensures they
get access to the right services.

The Portfolio Manager will work with the MidCentral Health management team, Clinicians
and CYFS to ensure the new contract is bedded in.

1.6.3 Well Child Framework Contracts

The Ministry recently consulted with DHB’s and Well Child / Tamariki Ora (WCTO)
providers on the proposal that the responsibility for purchasing WCTO services be
transferred from DHB'’s to the Ministry.

An email sent 29 April 2011 indicated the Ministry of Health have decided that funding for
WCTO services be repatriated from DHB’s to the Ministry, but that DHB’s will be contracted
through their Crown Funding Agreements (CFA) specifically to ensure the provision of
WCTO services. This will take effect from 1 July 2011.
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The responsibility for managing relationships with WCTO providers and, where applicable,
delivering WCTO services through DHB provider arms, will continue to rest with DHB’s
subject to the terms of the CFA. The Ministry will monitor CFA contractual performance to
ensure service coverage nationally and by DHB, consistent service quality, comprehensive
availability and accessibility of service entitlements to children and whanau, and national
reporting according to the Tier 2 WCTO service specification.

The Ministry will provide DHB’s with the Ministry’s estimate of the cost of DHB contracted
WCTO services, and the relevant DHB’s will be asked to provide an estimate of the cost of the
WCTO services delivered by their provider arms. The Ministry will then prepare a
consolidated estimate for each DHB, and DHB’s will be given the opportunity to respond to
these calculations before they are finalised.

The Ministry indicated in the 29 April email that they would be providing more information
and timelines for the new funding process within the next two weeks but this has not
occurred to date. We continue to await any progress.

1.7 Pharmacy
1.7.1 Medicines Use Review and Adherence Support (MUR)

MUR is a service described in the DHBNZ National Pharmacist Services Framework (2007).
It involves an MUR Accredited Pharmacist working with individual people to review how
they take their medicines. It is aimed at removing barriers to adherence with medicines by
improving people’s understanding and awareness of their medicines. MUR involves an
initial consultation and quarterly follow-ups for a 12 month period.

The MidCentral DIIB MUR service provides access to funded compliance packaging for those
people that need it for adherence, and enables pharmacists to use their discretion to remove
financial barriers to medicines use, should any exist. It also aims to provide prescribers with
information on which and what quantity of medicines a person is actually taking so that
subsequent prescribing can be done in an informed way.

In March 2008, funding was approved for a pilot MUR service to be provided from up to 10
pharmacies across the MidCentral district. This DHB-coordinated pilot was extended for 12
months in 2009 to enable sufficient service capacity to be developed, but the extension did
not result in the delivery of MUR services to many people.

A review of the pilot conducted in 2010 identified several barriers to service delivery inherent
in the design of the pilot service and these were addressed in a reconfigured pilot service
approved in May 2010. This reconfigured pilot service is coordinated by the MidCentral
Community Pharmacy Group (MCPG), who have planned a phased implementation of MUR
services across the district. The reconfigured pilot service also includes provision for a
Liaison Pharmacist role, to work with other health providers such as general practice teams,
Maori Health providers, and MidCentral Health services to explain the service and its
availability and identify people for whom MUR would potentially be beneficial.

The contract with MCPG began on 1 September 2010, prior to which MCPG had begun
working on the service development by liaising with the NZ College of Pharmacists to
arrange a local MUR training workshop, such workshops being a prerequisite of formal MUR
Pharmacist Accreditation. Twenty one MidCentral Pharmacists attended the local MUR
workshop in October 2010. Others have subsequently accessed training workshops held
elsewhere in the country.

Due to other pressures within the Community Pharmacy environment, there was little
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activity over the period leading up to and including Christmas. However, since Christmas,
the service has begun to expand. At the time of writing, 27 Pharmacists are partially
accredited and 17 Pharmacists are fully accredited to provide MUR. MUR is currently being
offered through 11 pharmacies across the district, with this number set to increase.

Of the 82 MUR Pharmacist interventions recorded to date, the most commonly provided is
counselling to assist with medicines knowledge, closely followed by the provision of
compliance packing to assist with adherence.

So, while the service is still in its infancy, it is beginning to grow. MCPG report that having
taken the time to build the service foundation, the service is now starting to gain momentum
and it is starting to threaten to have a life of its own. In addition to providing support to
MUR Accredited Pharmacists in the district (either one-on-one or via peer review groups),
the MCPG Liaison Pharmacist is also building relationships with Whakapai Hauora,
MidCentral Health Pharmacy Department, and the MidCentral Health PEDAL Team, to
name a few. It is anticipated that these relationships will result in a greatly increased
number of patients accessing the service and benefiting from a better understanding of and
adherence with their medicine regimens.

1.8 Population Health
1.8.1 Healthy Eating Healthy Action Plan

Improving nutrition, increasing physical activity, and reducing obesity are three of the
thirteen health priorities identified in the New Zealand Health Strategy. Healthy Eating -
Healthy Action (HEHA) is the Ministry of Health'’s strategic approach to making gains in
these priority areas.

MDHB’s Healthy Eating Healthy Action (HEHA) Plan was revised in early 2011 and has been
approved by the Ministry of Health. Three new initiatives are outlined in MDHB’s HEHA
Plan for 20111-2012:

Supporting low income households to grow their own vegetables
MidCentral Iron Maori event and training programme

Co-design of self management resources for people with chronic conditions
Increasing the dietician services available to families in Horowhenua

A provider for the vegetables at home initiative will be sought via an RFP process. This will
be a one-off, fixed term service funded through the HEHA CFA allocation. It will provide
support to 500 low income households in Shannon, Horowhenua and Otaki. Procurement
plans for the three remaining initiatives will be worked up and reported on in July.

The vegetables for low income households initiative is a response to the following issues:

e There is an increasing recognition of the key role that diet and nutritional status play
in maintaining health and preventing disease (e.g. obesity, heart disease,
hypertension, stroke, type 2 diabetes, and some cancers). A number of dietary factors
are important protective factors in these diseases, including vegetable and fruit
intake.!

e Two thirds of all New Zealanders eat the recommended three servings of vegetables.
Maori and Pacific peoples and those living in more deprived areas are less likely to

1 Ministry of Health. 2003. Healthy Eating- Healthy Astton. A Sirategic Framework. Wellngton: Ministry of Health.
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eat the recommended servings. 2

o Alack of food security is positively associated with obesity, and considerable disparity
exists in levels of food security between Maori and non-Maori.3

e Jtisestimated that in 1997 a total of 1558 deaths in New Zealand adults aged 25 years
and over (6% of all deaths) were attributable to inadequate vegetable and fruit
consumption.4

e The direct costs of obesity to New Zealand’s health care system were conservatively
estimated to be $135 million per year in 1991 and $247 million in 2001. 5

1.8.2 Tobacco Control

ABC initiatives in Secondary Care

MDHB made a small improvement was evident this month with a new April and quarter
three result of 84%. The difference between achieving the target for the month and actual
result was 22 people. A target of 91% was achieved for Maori smokers.

The evaluation of the ABCD executive campaign has been completed. A report will be
submitted to the Taskforce within the next week.

e Ministry of Health Outcome Study.

There is potential for MDHB to be included in an Outcomes Study that will be led by the
Ministry of Health. The proposed project involves an external research agency (to be
selected) to undertake a CATI (telephone) survey of patients (who smoke who have had the
ABC) one week after their discharge and then again four weeks later (for those who either
had quit at the one week mark or were considering quitting). Most DHBs will have 2 to 3
wards take part (but this depends on each individual DHB and what would work best).

MDHBs involvement would most likely be getting patients to sign a basic consent form to be
contacted and then also providing the patients contact details to the research agency. The
form may be different for various DHBs as some can put their patients NHI number on the
consent form and link to their contact details in that way.

Each DHB would get their own report and then there would also be one larger report looking
at data more generally i.e. the impact of the intervention by patient demographics in
secondary care.

e STEPS (Sustainable Trainer Education To Promote SmokeFree) training,.
The STEPS programme will be delivered in Secondary and Primary Heath Care sector on

13/14 June. There is also potential to deliver follow up workshops to support staff attending
these trainings. The ABCD Taskforce and PHO senior management will monitor this

process.

e Training in Primary Health Care Sector.

2 Russell D, Parnell W, Wilson N, et al. 1999, N'Z Food, NZ People: Key results of the 1997 Natienal Nutritional Survey, Wellington: Mirsstry of
Healch.

3 Obestty Action Coalition and Te Hotu Manawa Maori. Food Security Among Maori in Avtearoa.
9 Healthy Eating — Healthy Acton: A Background. 2003. Wellington: Ministry of health

3 Inquiry mto Obesity and Type 2 Diabetes in New Zealand. Report of the Health Commirtee August 2007.
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ABCD training continues to progress steadily in primary health care. Staff uptake has been
positive and senior management have been effective and proactive with encouraging STEPS
attendance from Iwi providers.

2. RECOMMENDATION
It is recommended:

that this report be received

f»*"i\/like Grant

/ General Manager, Funding Division
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FROM Finance Manager
Funding Division

DATE 19 May 2011 Memorandum

SUBJECT FINANCE REPORT — MAY 2011

1, KEY EVENTS
1.1 Forecasted Result for 2010-11

The Funder’s YTD result to April 11 was $1,957k surplus to budget and the forecasted 10-11
result would be $1.8m surplus to budget. The YTD surplus to budget was mainly caused by
$1.2m Mental Health washup with MCH; $0.4m saving due to the difference between the
Elective Income accrual (based on full price) and the payment to MCH (based on marginal cost
for production over the 102% mark). (Please refer to IDF section on the risk with this saving.)

1.2 2010-11 IDF

In order to eliminate the impact of late coding of MoH system, this month the Funder used the
YTD Feb (most recent complete month) to do a projection on IDF washup. The IDF washup
projection shows a likely breakeven position ($0.4m favourable washup of inflow and a $0.4m
un-favourable washup of outflow.)

If this happens, $1.3m extra elective that MCH produced may be at risk of not getting any
elective funding since they may be above the elective target. The actual result of the “at risk
funding” depends on the elective portion in the actual IDF delivery. In view of this projection
and the elective funding risk, the current $1.4m IDF provision is still considered to be
appropriate and sufficient.

The final IDF washup will depend largely on Capital and Coast DHB’s performance on

MidCentral’s IDF outflow (currently it is under-delivered by $0.9m in elective). The Funder will
continue to monitor the position closely in the coming months.

1.3 Demand Driven Pharmacy Expenditure

The forecast remains at $44.9m. The Funder will continue to monitor this expenditure closely in
coming month.

1.4 MidCentral Health Washup

The total year to date (YTD) washup position is $630k over-delivery by MCH (Over-delivery in
Personal Health by $1.8m and under-delivery in Mental Health by $1.2m.}

1.5 Electives Initiatives (EI)

Although other DHBs had under-delivered our YTD IDF outflow elective target, MCH has
delivered more to cover most of the under-delivery. The Funder has accrued $7.6m for YI'D EI
income which is $0.3m above budget but is still below the revised YID elective target.
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2. FUNDER FINANCIAL PERFORMANCE
The Funder had a cumulative surplus to budget of $1,957k up to the end of Apr 2011.

MidCentral DHB - Funder

Income and Expenditure - By Ring Fenced Area YT1D Annual
For the peried ending 30 April 2011 Note Actual Budget Variance Forecast Budget Vvariance
$000 3000 $000 $000 $000 $000
Personal Heatth income @) (e 301,935 295,263 6,672 363,020 354,511 8,508
Personal Health Expenditure {d} 297,157 293,951 -3,206 358,266 354,511 3,756
Personal Health Surplusi{Deficit) (e) 4,778 1,312 3,468 4,753 0 4753
Mental Health Income 32,762 32,938 -176 39,364 39,526 -162
Mental Health Expenditure 31,852 32,957 1,106 39,364 39,526 162
Mental Health Surplus/(Deficit) 0 911 -19 930 0 -0 1
Disability Support Income (o) 52,920 52,883 7 63,494 63,460 34
Disability Support Expenditure h 56,266 53,248 -3,018 67,561 63,960 -3,601
Disability Support Surplus/(Deficit) -3,346 -364 -2,982 4,087 -500 -3,567
Maori Health Income 1,689 1,610 79 2,01 1,932 79
Maori Health Expenditure 1 1,146 1,610 464 1,375 1,932 557
Maori Health Surplus/(Deficit) 543 0 543 636 0 636
Governance Income 1,987 1,987 -0 2,384 2,384 0
Govemance Expenditure 1,987 1,987 0 2,384 2,384 0
Governance Surplus/{Deficit) 0 0 0 0 0 0
Total Funder Surplus/{Deficit} 2,886 929 1,957 1,323 500 1,823

Note on Variance
(a) Extra project funding with corresponding extra expenditure (major projects - Herceptin $2.3m;
CYFS $0.4m; VLCA $0.4m; Care Plus $1.7m; After hours $0.4m; NRT $0.3m; Hospice $0.3m;

PHO performance $0.5m; Oral Health Business Case $0.5m; Service income from PHO $0.6m)
and anticipated reduction of $0.2m Elective income.

(b) The income included $1.2m extra income or saving from 09-10. ($0.3m EIl, $0.3m IDF washup
and $0.6m extra Pharmac rebate.)

(c) The income also included $1.45m extra 10-11 |DF inflow washup provision

(d) Mainly due to IDF Service change for CYC, Herceptin and spotless adjustment, extra Pharm
expenditure and underspend of PHO funding

{e) The surpius is mainly due to underspend in PHO and Primary/ secondary projects

{f) Mainly caused by $1.2m Mental Health washup with MCH

(g9) Extra 09-10 MoH funding for AT& R beds (under 65) has been transferred to MCH
(h) Mainly due fo higher than budgeted HBSS and Age Residential Services expenditure

(i) Mainly due to favourable variance from project underspend
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MidCentral DHB - Funder and Funding Administration
Statement of Financial Position as at 30 April 2011

Actual
Year-Ended Current
Position Change
Jun-10 Apr-11
$000 $000 5000
ASSETS EMPLOYED
Current Assets 25,536 27,829 2,294
Bank 21,309 21,611 602
Intercompany Advance Account 0 o o
Debtors and Prepayments 4,226 5,018 1,602
Inventories 0 0 0
Properties Intended for Sale 0 0 0
Current Liabilities 27,107 25,910 (1,197)
Bank Overdraft o 0 0
Intercompany Current Account 4,768 5,436 668
Trade Creditors and Accruals 18,660 16,116 (2,544)
GST 2,689 2,779 90
Income in Advance 876 1,465 589
Provisions (Payroll) 113 113 o
Current Portion of Term Loans 0 0 0
Net Working Capital (1,571) 1,920 3,491
Net Assets Employed {(1,571) 1,920 3,491
SHAREHOLDERS EQUITY
o 0 o
Retained Earnings 39,513 43,004 3,491
Transfer to Co 41 (41,084) (41,084) o
(1,571) 1,920 3,49
Other Reserves [¢] (o} (¢]
Total Shareholders Equity {1,571) 1,920 3,491
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3. MIDCENTRAL HEALTH PROVIDER DIVISION RESULT

3.1  Statement of Financial Performance to Budget

MidCentral Health - Provider Division YTD to: April-11
Statement of Financial Performance to Budget
'$000
Month Year to date Annual
Actual Variance Actual Variance Budget
Revenue
Govt. & Crown Agency Sourced 22,210 413 223,947 1,653 268,338
Patient/Consumer Sourced 72 8 933 291 771
Other Income 365 (45) 4,849 748 4,921
Total Revenue 22.647 376 229,728 2,692 274,030
Expenditure
Personnel 12,614 506 127,228 4,459 158,108
Outsourced Personnel 143 (18) 2,007 (1,660) 1,598
Sub-Total Personnel 12,757 488 130,136 2,800 159,705
Other Outsourced Services 1,258 (64) 11,469 469 14,326
Clinical Supplies 3,784 52 37,008 1,115 45,834
Infrastructure & Non-Clinical 3,900 127 40,129 (53} 48,125
Teotal Expenditure 21,699 603 218,742 4,230 267,991
Operating Surplus/(Deficit) 948 979 10,986 7,022 6,039
Corporate Services 722 0 7,200 17 8,660
Surplus/(Deficit) 227 979 3,786 7,039 (2,621)

3.2 Commentary

The month’s result was $979k favourable to budget. Revenue $376k and expenditure $603k
were both favourable to budget.

Revenue
The price volume schedule funding for the month was in line with budget. The favourable

revenue variance is in the areas of Ministry of Health funding for breast screening and oncology
and additional service level agreement funding mainly for training and development,
community paediatric registrar and oral health project costs.

Total Personnel Costs (including Outsourced Personnel)
The total personal costs are within budget as a result of management focus on FTE and locums

and the impact of the financial service reviews.

Other Costs
The other costs are in line with budget for the month.
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Apr-11 DHB Funding Provider Governance
RESULT Division Division
Year to date ('oo0's) ('o00's) ("'o00's) {'o00's)
Net Result
YTD - Actual 8,269 2,885 4,273 1,111
YTD - Budget (2,840) 029 (3,102) (667)
Variance 11,109 1,956 7,375 1,778

After nine months, the DHB result is a favourable variance to budget of $11,100k.

5. CONSOLIDATED FINANCIAL POSITION

MidCentral District Health Board
Statement of Financial Position (summary)
Jun 2009 Junz2010 Aprzoi1 Change
$000 $000 $000 $000
Assets Employed
Current Assets 44,727 41,941 58,465 16,524
Current Liabilities {54,841) (55,944) (60,806) (4,862)
Fixed Assets and Investments 164,748 160,010 157,418 {2,592)
154,634 146,007 155,077 9,070
Funds Employed
Equity 98,521 89,425 98,330 8,905
Bank Loans 54,867 55,301 55,466 165
Long Term Liabilities 1,246 1,281 1,281 [¢]
154,634 146,007 155,077 9,070
6. COVENANTS
Aprz Actual Limit /
Covenant
YTD - Variance to Budget $11.1 <($2.0m)
Bank Loans (net debt) $14.7 $71.7m
Equity $08.3 > $30m
Debt & Equity $113.0
Debt Ratio 13.0% < 55.0%
YTD Interest Cover 7.40 > 3.00
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7. DEBT POSITION

Jun-o09 Jun-1o Apr-11
MidCentral District Health Board $m $m $m
Available Bank Facility 71.7 71.9 71.9
Net Debt (CHFA & Banks) 29.0 29.8 14.7
Debt Facility Surplus / (Shortfall) 42.7 42.1 57.2
Reserved Funds 18.7 18.7 20.2
Debt Facility Available 24.0 23.4 37.0

8. CASH POSITION

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

Cash /Investment Summary as at 30 April 20112

Treasury Division
Funding Division
MidCentral Health

Trust Funds - Short Term
Enable

Total

40.7

17.3
15.2
6.5
0.3
1.4

9. RECOMMENDATION

It 1s recommended:

that this report be received

oo 19

Gordon Ngai
Finance Manager
Funding Division
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TO Community & Public Health Advisory
Committee

_ ";{.fg’?;fESCL?NTJ?AL DistricT HEALTH BOARD

fe Pae Rauore ¢ Rughing o Tarorua

FROM Chief Executive Officer

DATE 31 May 2011

MEMORANDUM

SUBJECT Committee’s Work Programme,
2010/11

1. Purpose

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

2. Summary

This is the final report against the Committee’s 2010/11 work programme. I am pleased to
report that the work programme has been achieved, with reports provided against all items.
There are a few items scheduled for July 2011 onward and these will carry forward into next
year’s work programme.

The reporting framework for 2011/12 is being finalised for consideration by the Board later this
month.. This will inform the 2011/12 work programme for the Community & Public Health
Advisory Committee. The reporting framework is determined by the Board and is based on our
annual plan and good governance practice.

If there are any items which the Group would like included on the 2011/12 work programime,
please advise.

A schedule of all reports scheduled for consideration at the Committee’s next meeting are set
out below.

General Manager’s Operating Report
Regional Clinical Services Plan Update
Final update against 2010/11 District Annual Plan:
- primary care
- hospital productivity (information only)
- regional services
e Health needs assessment update

A workshop on cardiology services is also planned.

COPY TO: CEQ’s Department
MidCentral DHB
Heretaunga Street
PO Box 2056
Paimerston North
Phone +64 (6) 350 8910
Fax +64 (6) 355 0616
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3. Recommendation
Tt is recommended:

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