











: : Estimated |:Estimated
RNt % stock | MidCentr :
S : o Date 3 Number 17000 furnover - al Annual
Chemical and cooo Pack i stock : of packs i Batch Expiry i priorto | | ‘Usage .
strength . i Supplier | Size = ! received ' : received number : Date L5 expiry - (Packs)
Amoxycillin
Clavilanate 500
mg with
potassium 20
clavulanate 125 capsule
mg tablet GSK blister 20-Dec-06 : 11682 261441 | 30/09/2009 @ 10% 1365
20-Dec-06 | 2504 262062 | 30/09/2009 : 0%
Amaoxycillin
Clavulanate 1g
with potassium
clavulanate 200
mg vial GSK 10 vials | 20-Dec-06 : 681 255951 1 31/07/2008 : 210% 1430
Amoxycillin
Clavulanate 250
mg with
potassium
clavulanate 62.5 1x100
mg per 5 ml cral mL 168865
liquid Douglas ! bottle 1-Dec06 | 5848 1 31/08/2008 | 14% 481
168865
1-Dec-06 1168 2 31/08/2008 ; 0%
Flucloxacillin 6G23H
Sodium 1g vial Douglas | Svials | 1-Dec-06 : 681 H 31/05/2009 | 300% 1785
Cephazolin Multiche
Sodium 1g vial m 10 vials | 15-Dec-06 : 341 Z005 311072009 | 0% Nil
Flucloxacillin
Sodium 250 mg 1x100
per 5 mi oral mL
liquid AFT bottle 6-Nov-06 | 2027 06F098 | 30/06/2008 : 5% 106
Flucloxacillin
Sodium 500mg 250 fab
capsule Total AFT bottle 6-Nov-06 | 418 06G036 | 31/07/2009 | 8% 33
Co-Trimoxazole
trimethoprim 40
mg with
sulphamethoxaz 1x100
ole 200 mg per mi.
5 mi oral liquid Pacific bottle 17-Dec-06 : 1013 H1008 3111072008 | 1% 10
Co-Trimoxazole
trimethoprim 80
mg with
sulphamethoxaz 500
ofe 400 mg Tab
tablet Pacific bottie 17-Dec06 | 132 H10234 : 30/09/2010 : 9% 12
Doxycycline 250
Hydrochioride Tab
100mg tablet Pacific hotile 17-Dec-06 : 189 H11252 : 30/11/2008 : 11% 20

Funding for the DBevelopment and Maintenance of PHO Planning and Response {o Local

Regional or National Health Emergencies

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

Confirmed. Hazard vulnerability assessment is being undertaken to identifiy hazards both
internal and local geographically to enable planning to be broadened to include that events that

may occur within the geographical environment that have been previously unrecognised.
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The current pandemic situation has impacted on the completion of this project.

Funding to Advance DHB Local Regional Emergency Planning

Confirmation that the service requirements are being met and maintained, and an updated detail of
progress as set out in clause 4.1, including, but not iimited to:

. a summary of PHU emergency plans;

. reports on meetings and developments with key stakeholders and other agencies;

° reports from attendance at and content of training sessions

Confirmed. In the last two months two Primary Health planners have been employed and are
presently working with the regional DHBs, MSO and PHOs.

A comprehensive orientation programme was implemented for them. This covered
presentations and introductions to all regional PHO and DHBs with the exception of Hawke’s
Bay which is to be undertaken this month.

The Planners have already identified a number of gaps and linkage issues for which they are
developing solutions and work-arounds.

Health Assessments for Children And Young Persons Who Enter Care

(i)  Number of children and young persons referred to the service, by ethnicity;

{ii) Number of Health Assessments compieted, by ethnicity;

{iiy Number of Health Assessments completed, by practitioner type,

{iv] Number of children and young persons who were identified as being enrolled with a Primary Health
Mpesmmiootine {9 ey
u:yaiuaauuﬂ \ PI L 'f,

(v} MNumber of children and young persons who were not enrolied with a PHO;

(viy Number of children and young persons who were able to be enrolled with a PHO;

(vil) Reasons why each child or young person could not be enrolled with a PHO;

(

(

<,

viii) Type of health needs identified for each child and young person, by ethnicity and age group; and
ix) The average length of time taken to complete each referral for a Health Assessment and 1o receive
any follow-up treatment that is identified as being required through the Health Assessment.

MidCentral DHB Children in Care project coordinator commenced her role 6 April 2009. We
have been fortunate that we have recruited a very experience Public Health Nurse for the role.
Initial referrals to the service were very slow but momentum appears to be improving. As yet no
referral has actually been completed. Delays in completion have been due to obtaining all of the
relevant information for the young people and children being assessed to complete the referral.
Recent discussions with CYF and Ministry of Education local representatives should improve
the information flow. The time involved in collating the information has proved to be far greater
than initially anticipated but it is expected that as networks are developed and systems
streamlined this will reduce.

Number of children and young persons Maori 4

referred to the service, by ethnicity European 8

Fully completed O

Number of Health Assessmenis completed, S/B Paediatrician & GP:  Maori 3

by ethnicity

European 5

Paediatrician 5
Number_c_)f Health Assessments completed, Gp/Youth spec 3
by practitioner type
Number of children and young persons who ErrlL?::fﬁnW'th PHO g
were identified as being enrolled with a
Primary Health Organisation ("PHO”)
MidCentral District Health Board Non Finandal Performance Report — Quarter 4, 2008-09
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Number of children and young persons who
were not enrolled with a PHO

Number of children and young persons who
were able to be enrolled with a PHO

Reasons why each child or young person
could not be enrolled with a PHO

1 child in temporary residence in Auckland 1 child in
Hastings — when return care plan will be tagged to enrol
with PHO

Far 6 children unknown — information gathering still in
progress.

Type of health needs identified for each child
and young persen, by ethnicity and age group

Age: Ethnicity ; Health Need

2 years : Pakeha 1.Hearing —referral to ENT for
discharging ears.

2. Dental — to be enrolled.
3.Possible developmental
assessment.

5years | Pakeha 1. Assessments for vision and
hearing.

2.Assessment by
neurodevelopmental team.

Tyears Pakeha 1 Hearing to be assessed

1. vision & hearing to be
8 years | Pakeha assessed

2. Asthma follow up

3. Developmental delay

12 1. Substance & alcohol
years Maori abuse

2. Vision & hearing

3. Dental enrolment

4. Smoking cessation
13 Dental
years Maori Vison & hearing — optometrist

Obesity

Recurrent UTI
Renal follow up

The average length of time taken to complete
each referral for a Health Assessmentand to
receive any follow-up treatment that is
identified as being required through the
Health Assessment.

15 nil
years Pakeha
GP: 2.5hours

30 minutes reading time

1 hour client consult

30 minutes — dictation & repeorting etc
30 min

Paediatrician: 3 hours { approx) & travel
1 hour: preparation

1 hour consult
1 hour Report / follow up
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Oral Health Business Case for investment in Child and Adolescent Oral Health Services

Quarterly Progress Report detailing:

+ The progress in implementation of the Services;

¢ The planned implementation of the Services for the foliowing quarter;

e Arevised Cash Profile detailing Funding spent and anticipated Funding required in future guarters in
accordance with clause 5.4.5 of this Schedule;

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

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

Annual Implementation Plan, for the incoming financial year, providing a summary of the planned and/or
updated project deliverabies, milestones, risk plan, communications plan, and a revised Financial Model
{using the template provided by the Ministry).

This report may be included as part of the Quarterly Progress Report for the 1 April to 30 June quarter.

The report covering the points required has been submitted separately to the Ministry.

Primary Mental Health initiatives and Innovations Funding — All DHBs

1. Describe progress made against the delivery of Services set cut in clause 5.1 of this Schedule; and
2. Report on the level of client co-payments charged by the PHO.

Relevant exiracts from the Horowhenua PHO performance report for quarter four 2009 are as
below.

1 Key performance highlights for the PHO

Key highlights for the PHO during the quarter include:
+ 51 people have been seen since the last quarter
s 144 consultations have been delivered by the Mental Health service

2  Service developments

+ The community worker dedicated to this service has recently resigned which has led to a
reevaluation of the delivery of this service. A proposal has been forwarded to the DHB in support of
the funding for the community worker to now be invested in additional packages of care.

+ The mental health coordinator has recently become involved in a working party which is exploring
the issues for youth in this district and how these issues might be resolved by the coordination and
collaboration of existing services from different sectors.

3 Trends

Highlights of the Primary Mental Health Initiatives & innovations service include:
¢ 13 number of clients were approved packages of care (POC) services in the quarter, compared
with 1 in the previous quarter
s 46% of clients with approved POC service were Maori
» 549% of approved packages were mainly for adult counseliing
» OPHO anticipates that in the coming months it will spend an additional $30,000 on a further 43
approved POC services

4 Co Payments

There are no co-payments charged to clients of this service. All services are free to the client.

5 Referrals Received 1 April 2069 — 30 June 2009

Referrals from previous months 347

MidCentral District Health Board Non Financial Performance Report ~ Quarter 4, 2008-09
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Clients referred to service 23
Total referrals to service 370
Number of clients discharged from service 323
Number of active clients in service 47

This service aims to improve mental health outcomes for those in the Otaki population experiencing a
mild to moderate mental iliness, which can be managed effectively in the primary care environment.

The service is free and endeavours to recognise and respond o the particular needs of people on low
incomes and Pacific and Maori peoples. The service is committed to the Treaty of Waitangi and embodies
the principals of partnership and participation.

The main activities of this service are the assessment, care planning, treatment and coordination of care
for those people identified by general practice and others as having a mild to mederate mental iliness that
fit the appropriate criteria.

It is currently too early in the provision of this new service to identify any significant trends. However,
having the ability to provide packages of care has added value to our mental health initiative by allowing
our patients access to services that would normally be out of reach. Of the 13 referrals this month, there
have been four for depression/anxiety management, one for life coaching, two for cognitive behavioural
therapy and the balance has been for aduit counselling.

Regional Cancer Networks — Auckland, Canterbury, Mid Central and Waikato DHB

Report on progress and pricritised annual work programme to the Ministry and stakeholders within the
Northern Network.

Regional Strategic Cancer Control Plan developed and endorsed by regional stakeholders and the
Ministry.

The report on progress against Network work plan the for the January to June 2009 period is
attached

Cancer Network
report Q408_09.doc

School Based Health Services
The quarterly quantitative report to the Ministry must contain the following anonymised information:

) Year Nine roll and number of Year Nine students assessed
s Years 10-14 rolls and number of assessments and visits
® Number of students (Year Nine and scheol) referred to:

- primary health care;
- mentai health;
- oral health;
- drug and alcohol;
- sexual health;
- body mass index — underweight; normat; overweight, obese and average;
- vision referrals;
- hearing referrals;
- other referrals;
- guidance counsellors;
- school social worker / community worker; and
- Child, Youth and Family services
® Total number of young parents who re-enrol at school after the birth.

MidCentral District Health Board Nen Finandial Performance Report — Quarter 4, 2008-09
Page 25 of 26



>

This CFA with MidCentral District Health Board is currently being renegotiated and therefore
establishment of the service has gone on hold until this is signed. The initial discussions with
Schools had included Deprivation 3 schools however with a change in direction and these
schools not being involved a re think of the service delivery model is now underway.

The initial model of a collaborative is now not feasible with the funding reduction and the
steering group will meet to discuss the future direction of the service over the next two weeks.
In early July the DHB invoiced for the establishment funding of $40,700. With the CFA
secured in the next two weeks and the service delivery model confirmed MidCentral will
embark on the programme in the very near future. The Ministry of Health is aware of
MidCentral’s position and there is agreement to the delayed start.

MidCentral District Health Board Non Financial Perfarmance Report — Quarter 4, 2008-09
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TO Hospital Advisory Committee

FROM Lareen Cooper
General Manager
MidCentral Health

DATE 21 August 2009 M EMORAN DUM

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

SECTION 1. OVERVIEW

SECTION 2. OPERATING RESULTS
2.1 Financial
2.1.1 Month Result Highlights and Issues

The financial result for the month is a negative variance of ($424). Surgical revenue is under target
against budget by $320k for the month. This funding remains available and will be carried forward
into the remainder of the year. Other small items of un-phased expenditure in July will also smooth
out over the year. The capacity funded areas are over produced by 209 CWDS. High medical
demand continues to be a key driver of bed occupancy. Surgical production was also affected
negatively by staff illness and norovirus in ward 29, our major general surgical ward.

Over production was also a key feature of all areas in the Regional Cancer Treatment Service. New
patients for radiation therapy were treated within guidelines.

Action Plan
Elective production is compliant with the electives plan with the MOH. The electives plan re-
phasing has been agreed with the MOH. ESPIs are also compliant (green). These will stay

compliant.

The Women'’s Surgical Unit fully opened on 21 July for patients and a further two beds in addition
to the planned 8 beds have been opened in August.

Norovirus is not currently an issue and all measures remain in place to control this illness.
The Medical Assessment and Planning Unit is progressing,

Un-phased costs as a result of vacancies for RMOs will end with the new run commencing on 24
August.

2.2 Achieving Break Even Status - Turn Around Strategies
2.2.1 MidCentral Health Service Reviews

Feedback has been taken into account for the Terms of Reference (ToR) for MCH’s service reviews
and these have been confirmed and are available on MDHB’s intranet (attached Appendix 5). The
Service Review Steering Group held its first meeting on 20th August to discuss the draft ToR for
this group and prioritise the order of the service reviews. Meetings will be held weekly to ensure
progress.
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Running in parallel with the service reviews, is the further restructuring of MidCentral Health to
ensure all director roles have the positions reporting to them to maintain the effective functioning
of services. The proposal at this stage indicates a net reduction of six full time equivalent (fte) staff,
The timeline for the restructuring is:

Proposal released for consultation 21 August 2009
Submissions close 7 September 2009
Final decision announced 18 September 2009
Implementation commences (plan to be agreed with relevant unions) 21 September 2009
Implementation expected o be completed 30 October 2009

MCH’s Service Development & Change Management Unit is progressing, with the manager and
project positions advertised and interviews being organised.

2.2.2 Medical Assessment and Planning Unit (MAPU)

The first stage of the MAPU opens on 25 August in Ward 27. This will comprise five beds, a
clerical area, drug room and a multi-disciplinary meeting room. This will be immediately followed
by the second stage which moves into the next two bays and completion in 3 -4 weeks. The final
stage, for the last bay will take 2-3 weeks. All infection control and building standards are being
followed to protect patients in the adjacent areas.

This staged development will give the staff an opportunity to develop processes, in consultation
with patients and colleagues, to ensure maximum benefit to all. All the nursing staff are new to the
concept of an assessment and planning unit and are keen to be given the chance to build their unit.
Some of the medical staff have worked in similar units abroad and this will also bring experience to
this new model of care. Staff appointiments to the MAPU are being phased in as patient numbers
grow.

SECTION 3. PORTFOLIO/QUARTERLY UPDATES

3.1 Summary KPIs for Board: July results

The following tables have been developed following discussion with committee members to
highlight key areas of performance. Management seeks members’ feedback on this approach.

A tick denotes on target, a cross denotes not on target, and a hyphen denotes insignificant negative
variance to target of less than two percent.

Personnel costs (including loeums)

Elective plan CWD
Discharges

Radiation therapy wait times

xxxxxlféi

v
X
Medical bed occupancy X
X
X

ED wait times (new target from January
2010)
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3.1.1 Underlying data

i. Personnel Costs
This includes outsourced clinical costs

Actual | 13,247,051

Budget | 13,235,471
variance | -$11,580 | -0.1%

Locum outsourced costs were expected to be higher in this quarter due to RMQ vacancies as
expected and were $183k over budget for the month.

ii. Elective Plan
This is subject to finalisation and includes dental and cardiology. IDFs are estimated.

CWD Discharges

Actual 505 Actual 384

Plan 418 Plan 305
variance | +87 | + 21% variance -11 | -3%

Discharges Explanation: Discharges were lower than plan on dental discharges. These are low
CWD value procedures hence the differential between discharges result and CWD result.

iii. Medical Bed Occupancy

Beddays used by medical inpatients | 3,603
Medical beddays available 3,131
% Bedday usage 115%

Explanation: Pressure on beds - including the effect of norovirus. The MAPU implementation will
assist in bed management.

iv. Radiation Therapy wait times
NB: MidCentral Cancer Centre patients

Patients treated within six weeks | g7
Patients treated 111
% treated within time frame 87.4%

Explanation: The actual number treated is highest number yet and the rate is well above average of
prior year. The back log of patients is from the surge of referrals in May and June is included in
these figures. All new patients since August are commencing treatment within wait times.

v. ED Wait times

Presentations admitted and discharged/ transferred within six hours | 2,499
Presentations 3,221
% treated within timeframe 77.6%

Explanation: New target is 95% from Jan 2010 and a senior team of clinicians and managers across
the hospital are working together to achieve this new target. The MAPU is an important
component to achieving this goal.
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3.2 Influenza A H1N1 Novel 09

Public Health staff continue to respond to the ongoing Influenza A HiN1 outbreak, with the focus
having changed from containment to management of cases in the community. The PHS CIMS team
has been operational for five months now. The support provided to the health protection staff by
their public health nurse, health promotion and clerical/administration colleagues continues to be
a feature of this sustained response. The MDHB Emergency Operations Centre is stepping down
activity with meetings occurring weekly.

3.3 Gastroenteritis update

Patients with gastroenteritis are now back within normal expectations.

SECTION 4. HUMAN RESOURCES UPDATE
4.1 Vacancies

4.2 Collective Employment Contracts

Table 1. Collective Employment Agreements - Negotiations underway/ commencing

Agreement | Statas | ExpiryDate |
Medical Radiation | Total FTEs 45 30 September
Techrologists Initiation of bargaining has been received from APEX who 2009

represent this group of employees. A national bargaining strategy
is currently being prepared and MDHB has provided input into the

development of this strategy.

SECTION 5. OTHER ITEMS
5.1 Certification [/ Accreditation update

The Ministry of Health have formally written to the DHB confirming our certification status under
section 26 of the Health and Disability Services (Safety) Act 2001.

We have been awarded a three year certificate due to expire on 8 August 2012.

5.2 InZone Bus

The InZone bus visited the Manawatu early in August. Students were pleased and surprised to
find local health care professionals represented on the pods. Students reported they found it great
to find health professionals supporting the pods and available to answer any questions. The health
professionals helping out were MRTs, Dietitians, Physiotherapists, new graduate nurses and HR
staff.

Students were impressed with the InZone bus and its variety of career choices. Inzone personnel
advise that there were 1100+ students through the bus while it was in the Manawatu. The bus
also hosted year 9, 10, 11, 12 and students from the teen parent unit at Freyberg.

Health Careers had three pods (which was the most pods represented by any career). Those

students who signed up to receive more information, would have received an e-mail within 48
hours from health careers.
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RECOMMENDATION

It is recommended

that this paper be received.

Lareen Cooper 3
General Manager
MidCentral Health

APPENDICES TO OPERATIONS REPORT

Scorecard results, trends

Variance analyses — financial performance

Financial performance statements

Letter from the Minister of Health dated 13 August 2009 in relation to coordinating
workplace medical training

Final Terms of Reference for MidCentral Health’s Service Reviews
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MidCentral Health Scorecard

Customer Patient

Appendix 1
Repert Period: 1 to 31 July 2009

% complaints rasolved within 15 working days BE6.10% £6.10%] = 75.00%

% of inpatients who develop >= ane prassure ulcer during their 0.22% 0.22% <1.00%

admission

% patients discharged without incident 98597Y% 9287 % > 87 50%)

% patients waiting greater than B months for FSA 3B3% /A < 6.00%

% Patients who were acute readmissions within 7 day of 372% 4.19% <500%

previous discharge

% Unplanned returmns to theatre within 1the same admission 0.70% 081% <1.00%

Bacteraamia rate per 1,000 inpatients A 233 <250

Patients Overall Zatisfaction 87.23% o7 23% > 8500%

Triage 1 ¥Wait Times 100.00% 100.08% = 103.00%

Triage 2 Wait Times g2.50% 53.50% > B0.00%|

Triage 3 Wait Times B3.13% 85.13% > 75.00%

Financial ¥ ¥ g

Buedget variance {$000} - Expenses -B20F 3 5207 33 $0 50
Budgst varance ($000) - FTEs 322 322 a a
Budget variance ($000) - Operating Surplus / floss) -$423 565 5423965 0 $0
Budget variance {3000) - Revenue -E1G 584 -5216 584 50 0
Clinical Sugply Costs / HSRevenue 13.28% 13.28% 11.79% 12.01%
Casls per bed day §456 ; 471 78
Headth Service Revenue 7 FTE 511011 11 E11 $11 505 136 502
Parsonnel Costs as 9 Proportion of Tetal Expenditure 57.84% 57 84% £8.30% AR.70%
Farzonnel Costs f FTE N/A) $5.857 $6.871 NEA

hvzrnal Process and Operations

% Bed day usage

ith

5

> 55.00%|

% ED patients discharged within 6 hours 77 E3% > 85 00%
% eligible elective daycase surgery F1.59% B EN > 80.00%
% of patients whe did not attend booked outpatient clinic 7.80% 8.35% < 7.00%
apnpoiniment

% Patients admitted on the same day as surgery 93.71% 93.62% > 90.80%
% patients given certainty of treatment wailing greater than B 1a87% N4 < 14.00%
manths

% Patients waiting < & weeks for Radiation Oncology 867 .39% 87 39% > 85.00%
Treatment

Ayerage length of stay (day case inclusive) 420 401 <420
Auerage length of stay {inpatient only) B.1 585 <550
Beddays per casewsight 378 4.03 < 3.680
Day case surgery as a proportion of tolal elective surgery 58.60% 5h.60% > 55 00%
Length of stay in ED a1 80th percentile, for those patisnts who 92700 84530 < @:50:00
arg subsequently admitted (hrs.mins)

Oceurrence rate of selected incidents per thousand bad days .77 < A.00
Ferformance to contract ratio L >1.00
Proportion of hospitalised smokers provided with help to quit §9.20% 3.20% = 80.00%
ariance from target volumes of elective surgery discharges 1907 % 1800 % =000

¥TD

Organisational Health and Leaming

373%

373%

< 320%

% sick leave rate

% staff stabifity rate 9B 7E% 98 78% > 99.00%
% staff turnover rate fvoluntary) ave per month 8.72% 0.72% < 1.00%
% staff with leave entitlement in excess of two yrs 8.86% NEA) < 8.50%
Warkplace injuries per million hours warked, ¥TD 0 I < 1500
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Appendix 2

SCORECARD RESULTS and TRENDS to July 2009

» Customer / Patient Perspective

Overall Patient Satisfaction Rate

Occurrence Rate of Selected Incidents

Overall Patient Satisfaction Rate, to July 2009 Occurrence rate of selected incidents per 1000
100.0% bed days, to July 2009
12.00
95.0% |- -
o 2 1000 | - -
i’ 90.0% - :§ 8.00 -
‘t:u 85.0% 4 - - g 6.00 4-
(=4
80.0% - - - = 4004
2
2_ B
75.0% S — — g 20
3 92 & B 3 S € & 5 > 5 0.00 T S SR
23382k 8 22F 3 25 23 5 555 5 5 s
3
Month T w0 20 ° =<3z 5
—t— 20082008 e — ~2008/2010 TREND Month
s 2009/2010 TARGET ——2008/2009 — — =2009/2010 TREND
ez 2008/2010 TARGET
Bacteraemia Rate per 1,000 Inpatients
Jul | Aug| Sep| Oct| Nov | Dec| Jan | Feb | Mar| Apr| May| Jun Jul
08 08 08 08 08 08 09 09 09 09 09 09 09
MCH Rate 19| 24) 18] 23: 14 39| 27. 00! 38| 41| 28| 29
Target 25 25) 25| 25| 25| 25! 25| 25; 25| 25| 25| 25| 25
YTD 28| 28| 28 27| 26| 25| 25| 25| 25| 25| 221 23
Number of Jul | Aug | Sep | Oct| Nov| Dec! Jan| Feb| Mar| Apr| May| Jun| Jui
Patients 038 08 08 08 08 08 09 09 09 09 09 09 09
MCH Total 4 5 4 5 3 8 5 0 8 8 6 6
: Jul i Aug | Sep | Oct | Nov | Dec | Jan | Feb | Mar | Apr | May | Jun | Jul
Number of Events 08| 08| 08| 08| 08| 08| 09| 09| 09| 09! 09! 09| o9
MCH Total 4 5 4 5 3 8 5 ¢ 8 8 G 6
Oncology/Haematology 0 1 0 2 2 3 1 0 2 2
Surgical 3 1 2 3 0 4 1 0 1 2
Other 1 2 0 1 1 3 0 5 4
Emergency Medicine Wait Times and Volumes
Comparison of ED Volumes, from July 2006 Percentage of Triage Category Patients
(Projected to end of 08/09) Attended by a Doctor or Nurse Within
gggg | Expected Times, Rolling 12 months, from Jul
3200 - 100.09 2008
B §3000 | ~x B 00.0%
FEDN TN £ » 80.0% -
E ©E
% §§goo : (‘-; 2 70.0% 1§ 1 b
s I g e00w B k¥ y
2400 - - £ 500% ‘ i
Pt I, , R ® 400% - i
- - - o, | i ]
S 2882885232583 s e g c
Month T I =
2006/07 2007/08 B Triage 2 (10mins) Triage 3 (30 mins)
2008/09 —a—2009/10 0 Triage 4 (60mins) 8 Triage 5 ( L0mins}
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Number of ED Patient Presentations Admitted Percentage of ED Patient Presentations
050 — — permonth, fromJuly 2006 . = _ _ _ _ 40 - Admitted, from July 2006
100 e I p—— —_— = - — - 35
950 | -
900 & 309
5 850 - R
2 80l 2 2
€ | <L 20 - ;
S ™ |
2 T g “ b
650 + I — - — — 5 10 1 g
600 - — — - - - — - — - - o 5--
550 +— — - = = - = Com— = — s - o sELA|E
500 - I e -
= m [~ R = 5] o o H = > g '}
S 2 86 2 8 S8 2 2 2 & 3
Month
——2006/07 ———2007/08 2008/00  weedBeen 2009/10 @2006/07 [@2007/08 @2008/09 [12009/10
Number of Emergency Dept Attendances by Ristrict Over % ED patients discharged within 6 hours
the Last 12 Months
2000 100.0% -
1800 - = e e e e Ll L e e e v e e s e
1800 - 20.0% |- - ~ - [
1400 0
1200 80.0% w—/\f”v
1000 70.0% R .
800
600 60.0%
50.0% -
200 |- °
0 40.0% T T T '
- > [ - S [ —
= =
—— Palmerston North -—e— Horowhenua g Manawatu = & 2 = ‘2“ = =
—oe— Non MidCentral —s=— Tararua —a— Kapiti Coast
Emergency Department Activity Overview
Jal Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun YTD
Target ED
Altendances 1793 1,793
EDOA Assessment 0
Admissions {o ED
(Funded as CWD) 437
Target ED
Discharged 2230 2,230
ED Admissions to
1P (Funded as
CWD} 911
Target ED
Presentations -
MCH Discharge 3141 3,141
Inpatient Admission
Rate 29.0%
Actual ED
Atiendances ER5% 1,859
EDOA Asscssment
Adrmissions to ED
(Funded as CWD) 469
ED Discharged 2328 2328
ED Admissions to
IP (Funded as
CWD) 903
Actual ED
Presentations -
MUCH Discharge 3228 3,228
Actual Inpatient
Admission Rate 28.0%
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Elective Services

729

Number of Patients Waiting Greater than 6 Number of Patients Waiting Greater than 6
60O - Months for Surgical (inc Gynae) FSA 250 Months for Medical FSA
]
‘E N o N £ 200 -
E 400 {f - - B 50|
L)
% 300 [}
it 5 100 -
S 200 | - 8
E 100 5 50
= =
0 y y " 0 T T 1 é T v T T [ T I
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* Note: This indicator is different from “ESPI 57 in that it measures the entire waiting list numbers of people who have
been given certainty of treatment status, and who have been waiting greater than 6 months, regardless of whether they
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Day Case Surgery
Number of Elective Day Cases from July 2007
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to Percentage of Eligible Elective Surgery Undertaken % Patients waiting < 6 weeks for Radiation
as a Daycase, over the last 13 months 100.0% Oncology Treatment
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Acute : Elective Volumes

Proportion of Total Acute : Elective Volumes Per Proportion of Total Acute : Elective Volumes Per
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> Internal Process / Operations

3.0

Performance Against Provider Arm Volume Schedule ($ value YID)

Percentage YTD Variance to Plan, from July

YTD Variance from target volumes of elective
surgery discharges

6 2008 (Price Volume Schedule - $ Value) 6000
5 5000 4 -
-
g 3. 4000 + -
a
§ f 3000
T g 2000 -
> 1000 -
-2
B 6 % > o £ o = = s € 0 2 © @ & 2 © © o o o o o
S 23828888233 T 5% %% 23 i Lo
Month YTD S 2w 02 83 &= <8 3
B Total MCH (%) 2008/09 B Total MCH (%) 2009/10 ---o—Actuai.Ym —m— Target YTD
Throughput Volumes (“-“ = under-delivery of volumes)
Case Weighted Discharges (CWDs)
Month — Jul s S Year to Date, Jul 2009
Medical Specialties Actual Budget Var | %var Actwal | Budget | Var | % Var
08/9 05/10 08/9 014 09/10
Internal Medicine 804 959 6635 782 177 22.6% 959 782 177 22.6%
Paediatric 82 112 0 100 12 12.0% 12 100 12 12.0%
Neonatal 90 32 78 81 i 1.2% 82 81 1 1.2%
Oncology 71 87 78 83 41 asy 87 83 4 4.8%
Haematology 22 72 39 57 15 26.3% 72 57 i5 26.3%
Total 1079 1312 970 1103 209 18.9% i312 1103 209 18.9%
Month — Jul . o Year to Date, Jul 2009 :
Surgical Specialties Actual Budget Var ! %Var Actual | Budget | Var | % Var
08/9 09/10 08/9 09/10 09/10
ENT 47 31 51 39 -8 -20.5% 31 39 -8 -20.5%
General Surgery 440 360 421 422 02 -14,7% 360 422 -62 -14.7%
Gynaecology 89 57 58 82 25 | -30.5% 57 82 25 -30.5%
Ophthalmology 38 54 25 46 8 17.4% 54 46 8 17.4%
Orthopacdics 237 233 264 261 28 -10,7% 233 201 -28 -10.7%
Oral Maxillofacial 30 10 23 28 -8 -64.3% 10 28 -18 -04.3%
Urclogy 63 112 82 78 34 43.6% 112 78 34 43.6%
Total 944 857 926 956 =09 | -10.4% 857 956 -99 -10.4%
Non CWD Purchase Units
Attendances Month — Jul Year to Date, Jul 2009
Actual Budget Variance % Var Actual Budget Var % Var
Emergency Department 1859 1793 66 3.7% 1859 1793 66 3. 7%
Oncology 819 674 145 21.5% 819 674 145 | 21.5%
Radiotherapy 3457 2763 6594 25.1% 3457 2763 694 25.1%
Haematology 421 336 85 25.3% 421 336 85 25.3%
Medical (IM) outpatient * 2487 2551 -65 2.5% 2487 2551 -65 -2.5%
Surgical outpatient * 3684 3654 30 0.8% 3684 3654 30 0.8%
Gynaecology outpatient 317 315 2 0.6% 317 315 2 0.6%
Paediatric outpatient 383 457 -74 -16.3% 383 457 74 [ -16.3%
Dental outpatient 255 163 92 56.2% 255 163 92 56.2%
ATR outpatient (elderly) 383 406 23 -5.6% 383 406 -23 -5.6%
ATR outpatient {physical) 233 171 62 36.6% 233 171 62 36.6%
(* excludes Nurse-led clinics)
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- Maonth — Jul - . Year to Date, Jul 2009 *
Contacts / Visits
Actual Budget Variance % Var Actual Budget Var Y% Var
Sexual health 331 351 =20 -5.6% 331 351 -20 -5.6%
Community services 5067 4653 414 8.9% 5067 4653 414 8.9%
ATR (physical) 44 154 -110 -71.4% 44 154 110 | -71.4%
Dietetics service 143 96 47 49.4% 143 96 47 49.4%
Occ therapy service 286 121 165 137.1% 286 121 165 1 137.1%
Physiotherapy service 888 751 137 18.2% 888 751 137 18.2%
Social work service 220 224 -4 -1.8% 220 24 -4 -1.8%
Speech therapy service 75 44 31 69.1% 75 44 31 69.1%
Paediatric community 368 207 161 77.5% 368 207 161 77.5%
ATR (elderly) domiciliary 222 334 -112 -33.5% 222 334 -112 | -33.5%
Assessiments 2 Month- Jl:ll L  Year to Date, Jul 2009 -
Actual Budget Variance Ye Var Actual Budget Var % Var
Medical Assmt Unit 0 15 -15 -100.0% 0 i35 -15 -100%
Paediatric Assmt Unit 100 80 20 25.3% 100 80 20 25.3%
Accredited Equipment 390 566 -176 -31.2% 390 566 -176 | -31.2%
Needs assmt - elderly 27 42 -15 -35.5% 27 42 -15 1 -35.5%
B L Month - Jul =0 o "= Year to Date, Jul 2009
ed days -
Actual Budget Variance % Var Actual Budget Yar Yo Var
ATR (geriatric) 952 944 8 0.9% 952 944 8 0.9%
ATR (psychogeriatric) 445 421 24 5.8% 445 421 24 5.8%
Specialist Rehabilitation 209 196 13 6.8% 209 196 13 6.8%
Rural inpatient 37 21 16 76.8% 37 21 16 76.8%
Contacts/Visits
ATR Physical Ongoing vacancies particularly nursing
Speech and Language Therapy ~ Improved staffing
ATR (elderly) domiciliary Focus on inpatient setting
Occupational therapy Change to counting methodology again impacting as in
previous year
ATR Outpatient Physical Improved medical staffing levels
Assessments
Needs Assessment Elderly Increased volumes done by Supportlinks reducing MCH
Volumes
Accredited equipment Staffing vacancies impacting
Bed Days
Rural Inpatient Increased ATR demand
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Average Length of Stay (ALOS)

23

Average Length Of Stay (daycase inclusive)
2007/2008 - 2009/2010
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Note: Acutes exclude Boarders, Geriatric/Psychogeriatric
Residential and Mental Health Sub-acute admissions, but
includes Rural beds (general medical).

Outpatient Clinic (Clinician only) Attendances — DNAs

Percentage of Booked Qutpatient
Appointments Not Attended (DNAs) 2008/2009 -

Proportion of First and Repeat Qutpatient
Appointment Non-Attendances -

— 200972010 1000 Rolling 13 months
ggﬁ /- ; 800
< 7.00% hea 5
E coo (B _E 600
£ 500% 3 400
X 2 1
[] .Ud% . E -
o 2.00% : 200 = i % ; By
100% +HE) [ i ] : 04 o B Bl B B % B . _
o0, S W1 .. LN .k T o o B 2 @ £ o & 5 = C 035 I
Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun S 2802882283
Month Month
e 2006/2009 phs===m 2009/2010 TARGET & First DNA Repeat DNA
»  Workforce Capacity
Staffing Numbers
JULY 2009 Last Month This Month +* Year To Date
FTEs Actual | Budget Actual | Budget | .. Actual |  Budget ° Variance .Vaff?'(‘%e;;
Medical 257.5 233.3 252.5 288.7 252.5 288.7 36.2 12.55%
Nursing 954.5 926.8 945.0 938.0 945.0 938.0 -7.0 0.74%
Allied Health 348.0 340.6 344 4 344.0 344.4 344.0 -0.4 -0.11%
Support 293 334 20.6 32.4 29.6 324 2.9 B.87%
Admin Mgmt 283.7 287.3 273.7 275.7 2737 275.7 2.0 0.74%
TOTAL 1,873.0 1,821.5 1,845.1 1,878.9 1,845.1 1,878.9 33.8 1.80%
Midwives 36.8 454 37.6 37.5 37.6 37.5 0.1 -0.18%
Other Nursing 917.7 881.4 907.4 900.5 907.4 900.5 -6.9 0.77%
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MidCentral Health Staff Headcount at End of Month - last

13 months
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Sick Leave Rate N _ Sick Leave Hours
Staif Sick Leave Rate - Annual Comparison, to Total Number of Sick Leave Hours Taken
July 2009 (Paid and Unpaid},MidCentral Health, to July
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Number 3 1 1 4 3 3 0 1 4 1 2 1 0
Rate, YID | 954 | 779| 691| 816] o12| o65| s48| 787 | ss8| 804| 804| 000
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Appendix 3
FINANCE REPORT
1. Summary
1.1 Financial Result
MidCentral Health - Provider Division
Statement of Financial Performance
Year-to-Date to: Jul-og
Month Year to Date Annual
Actual Budget Variance Variance Actual Budget Variance  Variance
$000 $000 $o00 % Fooo $oo0 $oo0 % $ooo
Surplus/(Deficit) (776} {a52) {42:) 120% (776) (352) (424} 120% 391

The adverse variance for the month is ($424k).

The norovirus outbreak, staff illness, and acute demand affected surgical production. The revised
elective plan submitted and approved by the Ministry of Health accommodates the shortfall of 111
CWDs and this has been re-phased over the remainder of the year. The financial affect of this is
that the budget includes revenue of $479k, variable costs of $185k and the net effect of $294k
supporting the initial plan. If the budget could be adjusted to support the rephrased plan, the
budgeted deficit would have been $294k higher for the month and the variance to deficit this much
smaller.

1.2 Key Activity to Achieve Break Even

We are focussed on meeting the electives targets and the revenue supporting this activity. Key areas
to support this are the opening of the eight beds in the Women’s Surgical Unit on 21 J uly with an
additional two beds opening in August and the MAPU development opening on 25 August. In
addition, two new high level groups are meeting weekly. These are the elective service senior
weekly meeting to ensure there are no barriers to electives production. A new committee focussing
on achieving ED Wait times is underway. The MAPU implementation working group continues.

1.3 Personnel costs

Paid fte in July is less than in June:

June July
Actual Paid fte 1873 1845
Budgeted fte 1821 1879

This quarter of the year sees us significantly understaffed for RMOs. The new RMO run from 24
August is largely full. The high level of RMO vacancies (approximately 30 fte) has resulted in a
significant spend in both outsourced costs and overtime at $175k for medical staff to cover gaps.
Additional budgeted nursing fte has commenced to staff the Women’s Surgical Unit. Two staff are
on each shift and the move from the original 8 to 10 beds gives greater efficiency as no further
appointments of staff are required for ten beds.

Sick leave was high in July and extra leave costs occurred as a result of employer required leave
where staff were unable to return to work until cleared from illness.

Approval of the recruitment of new staff is only proceeding where it is essential to roster
compliance or safety.
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2. Production and Line Reporting
2.1 Summary

There were 104 emergency attendances per day. This was three more per day than last month and
July 2008. Triage targets 1, 2 and 5 were met. Relative to last month there was a 7% point
improvement in Triage 4 performance to 64%. The admission rate in the month was 28%, this is
1% point down on last month and on July 2008. The Length of Stay at the 8ot percentile for those
presentations that were subsequently admitted was nine hours twenty seven minutes, this is a high
result but not surprising given the number of presentation was so high. Seventy eight percent of
presentations were discharged within six hours.

Total case weights (CWDs) delivered was 5% (122) above budget for the month. Three medical
patients discharged in the month attracted a total of 121 of these case weights. Each of these were
very long stay patients.

Daycase inclusive ALOS for the month was 4.33 days and inpatient ALOS was 6.1 days, these
results are both slight decreases (0.1days) on the June result.

Bed day usage in the month across MidCentral Health was 94% of budgeted beddays — a decrease
of 3% points on last month, though it is 3% points above July 2008.

Outpatient attendances (first and follow up) were 1% above budget for the month. The DNA rate
for the month was a relatively low 7.8%.

The focus for MCH will continue to be on breaking even, managing acute demand and ensuring

electives throughput.

2.2 Summary by Line

2.1

.

{o00's)
SURPLUS/(DEFICIT) BY LINE- YEAR TO DATE REVENUE EXPENDITURE SURPLUS/(DEFICIT)

Ranked by ¥YTD Cost Variance PAID ACTUAL) ACTUAL BUDGET VARIANCE|
Clinical Lines

L13 - Internal Medicine $4,228 $4,234 ($6) $218 ($224)
Lo4 - Surgical Specialties $4.545 $4,728 ($183) ($49) ($135)
L11 - Women's Health $1,227 $1,368; ($141) $8) {$132)
Lio - Child Health $1,144 $1,023 $1m $231 ($109)
L40 - Commercial Support $389 $483I {$us5) $12 ($107)
L20 - Mental Health $2,364 $2,315 $49 $130 (381)
L2t - Dental Health $138 $300 ($163) ($136) ($27)
L35 - Rehab & Therapy $1,103 $1,365 {$243) ($216) ($27)
Lso - Intellectual Disability $o $16 ($16) $9 {($24)
Lo1 - Emergency $1,081 $1,090 ($8) %6 {$14)
L31 - Ruzal Health %4 $110 ($106) ($107) $1
L45 - Human Resources $18 ($7) $25 ($=) $26
L22 - Public Health $625 $576 849 (515) $65
Lo3 - Regional Cancer Treatment Serv $2,034 $2,822 $112 $37 $75
.30 - Elderly Health $1,435 $1,258{ $iry $102 $75
Loz - ICU / Anaesthetics $35 $3 $32 ($47) $79
Li2 - Clinical Support $759 $638 $1n $16 $105
SUB TOTAL $22,047 $22,321 (8274) $180 ($454)
ISupport Lines

L5t - Hospitat Services $o $8 ($8) $o (38)
Ls2 - Community & Regional Services $0 $0 (30} $o (30}
L53 - Patient Safety & Clinical Effv $75 $203 ($129) ($137) $8
Ls5 - Hospital & Associated Services $11 $576 ($363) ($395) $30
SUB TOTAL $86 $588 ($502) ($532) $30
|GRAND TOTAL | $=22,133 $22.010] | (5776) (5352) ($424)|
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1.1%

High unfavourable variances include:

L13- Internal Medicine ($224k), mainly driven by recharges from surgical services for the medical
outliers ($181k), in addition to high clinical supplies costs linked to an increased number of renal
haemodialysis patients.

Lo4 - Surgical Specialties ($135k), mainly driven by an opportunity loss of revenue at $320k due
multiple factors including staff illness, medical outliers in the surgical wards and further
complicated by the outbreak of norovirus in ward 29. Against this there are savings in clinical costs
due to less surgery.

L11- Women’s Health ($132K), mainly driven by reduced gynaecological revenue and also
additional personnel costs to budget for locums and covering junior medical vacancies ($76k net
overspend including outsourced personnel).

L10- Child Health ($109k), mainly driven by additional personnel costs to budget ($59k net
overspend including outsourced personnel), also linked to junior medical vacancies, and recharges
for services linked to the higher than usual levels of inpatients.

L20- Mental Health Services unfavourable variance of $81k, largely as result of medical personnel
($50K) and locum costs ($38k) exceeding budget. Medical staffing costs will align with budget over
ensuing months in line with planned changes in staffing complement.

L40 — Commercial Support ($107k), mainly driven by $90k herceptin costs and increased
diagnostic and clinical supplies of $54k. The herceptin costs have a revenue offset in RCTS.

2.3 Production not purchased after applying the price volume wash-up rules.
(Excludes Additional SLA's).

|Linc Revenwve Earned RevenueP aid Var (Paid v esrned)

101 - Emergency $1,345 51,076 (526
102 - 10U Anaesthetics 59 $10 $1
1.03 - Regioual Cancer Treatmsent Sery §2,077 $2,286 ($391)
L84 - Surgical Specialtics $4.466 54,399 ($67)
£30 - Child Health 51,053 $1.008 ($45)
£11 . Women's Heakth 51,264 $1,168 {$96}
Li2 - Clinical Support 5199 §199 £50)
113 - Internal Medicine $4,572 $4,0352 (5519
L.20 - Mental Health $2.324 $2.323 (1
L21 - Dental Hezhth $154 $136 {$18)
[22 - Public Health §1359 $lo6 §7
L3O - Blderly Health $1.145 $1.169 $24
L35 - Rehab & Therapy 5903 $457 (547
146 - Commercial Support $27 29 $1
L70 - Corporate Services §12 $i2 (30)
L33 - Pasient Safery & Clinical Effy £5 39 S0
|Grana Tots 520,318 418,897 sLa |

The wash up adjustments (previously booked centrally) are now allocated to the clinical lines.
Therefore, this year each line shows the revenue paid for services purchased, rather than the value
of outputs.

Table 2.3 shows that there are three clinical lines with high levels of unfunded overproduction,
Internal Medicine, RCTS and Emergency. The additional production will drive additional costs
without offsetting additional revenue.

Major wash up variances include:
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L13 — Internal Medicine ($519k) driven by inpatient admissions being over target. This leads to
CWD overproduction.

The overproduction was achieved within the total personnel budget (including outsourced), but
caused increased recharges from surgical services ($181k) mainly due to the medical outliers in
surgical beds.

Lo3 - Regional Cancer Treatment Services ($391k) due to higher radiotherapy attendances and
inpatient activity.

Lo1 — The Emergency Department is capacity funded. The variance ($269k) is the difference
between the actual volume of activity at national prices and the capacity funding level.

2.4 Year to Date Result

MidCentral Health - Provider Division
Statement of Financial Performance
Year-to-[ July-0g
MTD Actual MTD  Variance  Variance YTD Actual YTD Budget Variance Variance Annual
Budget Budget
$000 $000 $o00 % $000 $000 $000 % $000
Revenue
Govt, & Crown Agency Sourced 21,626 21,800 {174} (1% 21,626 21,300 {174} {19%) 256,743
Patient/Consumer Sourced 63 55 8 15% 63 55 8 15% 660
Cther Income 444 495 {51) {10%) 444 495 {51} (10%) 5,940
Total Reveaue 22 133 22,350 (27} £3%) 22133 22,350 {217} (1%} 263,344
Expendihire
Personnel 12,771 13,019 248 2% 12,771 13,019 248 2% 146,480
Outsourced Services 1,560 1,353 {207} (15%3 L5668 1,353 {zo7) (15%) 16,240
Ciinical Supplies . 3,764 3,530 (234} (7%} 3,764 3,530 €234) 7%} 42,625
Infrastructure & Non-Clinical 4,049 4,044 {43 (0%} 4,049 4,044 (4) (ot} 48,534
Total Expenditure 22,143 21,0406 {197) {1%) 22,143 21,046 {197} {1%} 253,879
Operating Surpius/{Deficit} {10} 404 [FEY) (1oave) {10} 404 (414}  (102%) 9,465
Corporate Services w66 756 (10} (1%} 766 756 {10} {1%} 4,074
Surplus/(Deficit) {776} (352) {424) 120% {76} (352) [FTEY] 120% 391

Revenue is down due to surgical throughout. This revenue remains available.

Personnel costs are down due to medical vacancy levels, offset in part by an overspend on locum
medical costs.

Clinical supplies are up through high pharmaceutical costs linked to the mix of production
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3. Graphs / Trends
3.1 Operating Surplus / (Deficit)
Operating Surplus / (Deficit)
2,000 - clmuiative
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0 ________;//“\;w,/f””@\
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{1,500 -
(2,000} -
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The graph shows that MidCentral Health’s actual financial result is $424k adverse to budget for the
first month of the year. (NB the budget was for a deficit of ($352k)).

4, Comparison between Years (Year-to-Date)
MidCentral Health - Provider Division
Statement of Financial Performance - Year to Date
Jul-06 Jul-o7 Jul-08 Jul-09 % Variance
$000 Actual Actuval Actual Actual 08/ogto o7/08to 06/07t0
09/10 08/09 07/08
Revenue
Crown Revenue 17,391 18,787 16,568 21,626 30.5% {11.8%) 8.0%
TFunding support - - 3,700 -
Other Revenue 275 353 449 508 13.1% 27.2% 28.6%
17,665 19,141 20,71 22,133 6.8% 8.2% 8.4%
Expenditre
Personnel 9,017 10,493 11,799 12,771 8.2% i2.4% 5.8%
Outsourced Personnel 108 224 425 481 13.2% 88.7% 13.6%
Outsourced Services 1,021 1,007 1,058 1,080 2.0% 5.1% (k.3%])
Sub total Gutsoureed 1,219 1,232 1,483 1,560 52% 20.3% 3.1%
Clizieat Supplies 2,866 2,928 3,161 3,764 19.1% B.0% 2.1%
Infrastrueture & Non-Clinical 3339 2,647 3,868 2,033 4.5% 6.1% 9.2%
Total Expenditure 17,341 18,300 20,811 22128 B.9% 11.0% 5.5%
Op. Surplus/{Decficit) ex ID 324 841 406 6 (08.6%)  (51.7%]  159.1%
Op. Surplus/{Deficit) ID 229 15t [ {16) (354.0%)  (05.9%) {34.0%)
Op. Surplus/(Deficit) Total 554 992 412 {10} {162.4%)  [58.4%) 70.1%
Corporate Services ex 1D 634 692 719 766 6.6% 3.9% 9.1%
Corporate Services ID 111 B - - {100.0%)
Corporate Services Total 746 6oz 719 766 6.6% 1.9% {7.2%)
Surphus/{Deficit) {192} 300 {307) {770} 152.9% {202.3%) (286.2%)
Year-end Sorplus/{Deficit) ex 1 {9,133) {8,248) {9.903)

The 2008/09full year deficit of $9.9m has changed from the $11.5m previously reported due to a
number of year end adjustments, the main one being a $800k rebate for Corporate IT costs.
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2.4

This table clearly shows the full year increase in expenditure (8.9%).
5. Capital Expenditure

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

Capital Programme ) Amtin Not yet
(000's) Principle Approved appgoved

as at 31 July 2009

> Prior Years

> MidCentral Health
Upgrade of Electrics for Theatres (Dept) 110 - 110
New Cyto Suite room 300 - 300
Child development building-Relocation CDServices 200 - 200
Anesthetic Patient Monitors (Replacement Programme) 150 150
Electrical upgrade (Operating Theater) Stage IT 100 100
Reconfiguration/Accommodation Options (CAFS) 200 200
iV Pump replacement programme 300 173 127
CCU Monitoring 400 - 400
Gamma Camera 8oo - 800
ICU Patient Monitors 400 - 400
Bems<$o0k 4388 4,388

Total Revised Balance Brought Forward from Previous Years 7,348 173 7,175

> 2009/10 (Draft per DAP)

> MidCentral Health
Mobile Unit (Breast Screening) 1,000 1,000
Ultrasound GE Logic ¢ 350 350
DSA Replacement 1,100 1,100
Vector vision Computer Surgery 812 812
PYXIS Drug Distribution System 1,000 1,000
Holium Laser 350 350
Ultra Sound (Womans Health) 300 200
Gamma Camera (extra Funding) 1,200 1,200
Surgical HDU/Anaesthetic Relocation 600 600
Child & Adolescent Oral Health Services 1,549 218 1,331
items <$250k ____=21%5 _____10 2,035
Total 2009/10 Programme __10,456 378 10,078
Cash Reguirement
Capex Requests Approved but not spent as at 31 July 09 (Prior Years) 2,053
Capex Requests Not Approved as at 3t July o9 (Prior Years) 7,175
Capex Plan 2009/10 Approved but not spent as at 31 July 09 378
Capex Plan 2009/10 Not Approved as at 31 July o9 10,078
Total PotentialCash requirement 2009/10 19,684
Depreciation Funding 10,864
MOH Funding as per Note 1 1,549
YTD Deficit MCH (429}
Total Funding Available 11,984
Funding Shortfafl 7,700
NOTES

1) MDHB have accepted funding from the Ministry of Health of $3.89m for the Investment in the Child &
Adolescent Health Services Project. As at 31.7.09 we have received $o.52m.

6. Cash Position

MCH started the year with an overdraft of $1.7m after allowing for funds owing from the Funding
Division. The current position is $10.7m overdrawn, with $4.7m owing to MidCentral Health from
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the Funding Division, giving an adjusted cash position of $6.0m overdrawn. The main reason for
the deterioration in the cash position in the month is a reduction in trade creditors of $3.7m, which
is a reflection of the large number of invoices processed in the last week of June. The cash position
will be kept under close review during 2009/10.

7. Summary Financial Position
7.1 Statement of Financial Position
MidCentral Health - Provider Division
Statement of Financial Position (summary)
Movement
Jun-o8 Jun-o Jul-09 In Year
Assets Employed
Current Assets 10,447 10,510 15,099 4,589
Liabilities (30,305)  (32,732)  (34,261) (1,529)
Fixed Assets and Investments 142,553 168,769 167,883 {886)
122,695 146,547 148,721 2,174
Funds Employed
Equity 59,410 83,925 83,142 (783}
Bank Loans 54,943 54,867 54,867 0
Bank Overdraft 8.342 7,755 10,712 2,057
122,695 146,547 148,721 2,174

As of 1 July, there has been a change in the accounting treatment of transactions between
MidCentral Health and the Funding Division, which has led to a change in the make up of current

assets and current liabilities. The impacts are offsetting.

8. Schedule of Financial Variances - Year to Date

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

YID- | YTD-
Variance | Variance (%) .
($000) Explanation
REVENUE;:
Govt. &Crown | (174)| 080% | o ($351kunder)- Surgical - elective surgical |
Agency production under target. The WSU

opening and MAPU will improve
production

{$152k under)- HAS, due to a reversal of
year end MoH accrued revenue, to be
followed up with MoH

($114k under)- Women’s health, mainly
gynaecological under production. The
WSU opening and MAPU will improve
production

$204k over- RCTS, mainly PCT actual
revenue being above the accrued level,
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YTD -
Variance
($000)

YTD -
Variance (%)

Explanation

and herceptin revenue which has a cost
offset

$114k over- Elderly health- Mainly ACC
payments for the month, which is
expected to fluctuate each month

Number of smaller variances make up the
balance

725

Patient/consumer
sourced

Other Income

NGV

15.38%

(10.24%) |

Non residents $12k under budget

Revenue to offset Trust funded

expenditure ($46k)
Number of smaller variances make up the
balance

Total Revenue

(217)

(0.97%)

EXPENDITURE:

Personnel Costs

Medical Personnel |

Nursing Personnel

Allied Health |

Personnel

. Support T SR S

Management/Admin |

Personnel

6l

ol

1.98%

4 53% U R

(2.54%) |

Payroll’ costs $203k- includes $175k
unfavourable overtime variance
‘Non-payroll’ costs - ($122k), including
$85k over on CME/course fees, and $35k
over on gratuities
Sick leave for medical staff over budget
by $149k
FTE 36.24 under establishment

““Payroll’ costs $285k — includes $0k

unfavourable sickness and $29k
unfavourable overtime variances
Non Payroll costs — $28k

FTE 6.90 over budget- driven by high

levelsof cover for sickness |

‘Payroll’ costs ($51k)

‘Non-payroll’ costs ($11k)
FTE 0.20 over budget
MECA increments have been processed in
the month including some for which no
budget is allocated due to being unknown

_atthe time of budget being completed

‘Payroll’ costs $3k
‘Non-payroll’ costs ($1k)

__FTE 2.88 under budget

‘Payroll’ costs ($4k)
‘Non-payroll’ costs ($26k)
FTE 1.77 under budget

Total Personnel

248

1.91%

Outsourced
Services

Personnel

Variances mainly costs offsetting savings from
vacancies indicated above :

Medical Personnel - ($183k), mainly
RMO’s to cover vacancies
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1%

YID -
Variance

($000)

YID -
Variance (%)

Explanation

(263)

(121.17%)

Nursing Personnel ($78k), mainly
Internal Nursing bureau for wards in
Medical and Surgical Services

Clinical Services

56

4.96%

A number of small variances make up this

balance

Total OQutsourced

(207)

(15.29%)

Other Expenses

Clinical Supplies

(234)

(6.64%)

Larger Variances include:

Pharmaceuticals ($248k)- Mainly
Herceptin costs ($90k) which has a
revenue offset, $48k RCTS and $41k
renal overspend related to an increase in
haemodialysis patients

Treatment supplies ($40k)- RCTS is $42k
over, the remainder relates to the mix of
production

Diagnostic and clinical supplies ($54k)-
mainly sterilising consumables costs
Implants and Prostheses $176k- driven by
elective initiative joint procedures being
below budget

Number of smaller variances make up the
balance

Infrastructure &
Non Clinical

(5)

(0.11%)

Larger Variances include:

$45k outsourced maintenance, due to
timing of works

($39k) consultant fees, due to timing of 6
monthly payment to AON NZ by HR

Total Other
Expenses

(239)

(3.15%)

Total Expenses

(198)

(0.90%)

Operating Result

(414)

(102.49%)
49
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Appendix 4
Letter from the Minister of Health dated 13 August 2009 in relation to
coordinating workplace medical training

Office of Hon Tony Ryall

Minister of Health
Minister of State Services

13 August 2009

Mr lan Wilson

Chair

MidCentral DHB

PO Box 2056 :
PALMERSTON NORTH 4440

Dear Mr Wilson

A strong health workforce is one of the Government's key priorities and fundamental
to building and maintaining a quality public health service. This will be particulary
important over the next few years as the health sector faces significant chalienges
with a considerably tighter funding path.

However there is considerabie iragmentation and duplication within our existing
structural arrangements for the pianning and purchasing of workforce training. These
arrangements cannot meet the challenges for the future without being significantly
reconfigured.

“This is indicated in the many official reports on the health and disabifity workforce
over the last nine years. It is also the common view in five workforce reports | have
received recently from the Senior Madical Officer Commission, the Resident Medical
Gfficer Commission, the Medical Training Board, the Ministerial Task Group on
Postgraduate Education and Training, and the Nursing Education Committee.

All these reports are in agreement. The Medical Training Board recommends
establishing a new body to cocrdinate workplace medical training. The Education and
Training Task Group strongly advocates that the Clinical Training Agency has a
broadsr whole of health and disability workforce and education continuum approach
with the responsibility of either funding or direcling health and disability workiorce
training. The RMO and SMO Commissions also recommend structural changes, both
signalling the need for central action to strengthen the experience of doctors in
training. The final Nursing Education Commitiee report concludes that the nursing
woridorce is facing many of the same challenges as doctors and other heakh
professionals and that national coordination of nursing fraining, funding and
woridorce planning is needed.

The consensus of these reports is there needs to be a single agency with
responsibility across the health and disability workforce and the training continuum,
including funding decision related to training. Such an agency would reduce current
fragmentation and duplication and provide a national view of future training and

warkforce needs. s 7 -
e wEER 3 Y og L sook,

2i3-H3

(ES TG OB CarvnovsCad

Private Bag 18041, Parliament Buildings, Wellington 6160, New Zealand. : acgirile b4 4 B17 6504

Page 25



1

fn order to get action in this priority area, Cabinet has agreed to the establishment of
a Clinical Training Agency Board (the Board) which will be a multi-professional health .
and disability workforce board accountable to me. Professor Des Gorman has been
appointed as the Chair of the Board which will work directly with me to oversee and
drive the rationalisation of workiorce planning, training and purchasing within the
public health sector.

i am confident the Board will drive the immediate change required from within the
Ministry of Health until decisions on its longer term placement are made.

It is critically important that front line health workers and managers have the
opportunity for informed discussion around these reports and | have accordingly
attached a summary of the five most recent workiorce reports for distribution to your
staff.

| have also asked Professor Gorman to lead a series of workshops over the next few
months to encourage clinicians and managers at each DHB 1o discuss how they
might implement the recommendations in these workiorce reports,

Officials will be in touch about a suitable date for your staff.
The Government is committed to stronger clinical engagement and decision making
in our pubiic health system. Please encourage your managers and clinicians to take

this opportunity to make a real difference to workforce plahning and training in our
country. ' .

Yours sincarely

Ty gty

Hon Tony Ryalt
Minister of Health
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‘Workforce training, funding and planning - one
national agency, more say for doctors and
nurses. | |

Like many countries, New Zealand is facing increasing pressures on the
demand for health and disability services and the workforce that provide these
services. These pressures include:

population ageing and distribution .

the ageing and distribution of the heaith workforce

the cost of health technology

the global market for health and disability workers and New Zealand's
ability to compete .

+ the changing emphasis on primary care and its impact on the general
practitioner workforce. .

These pressures will continue into the foreseeabie future.
Too many groups, too much bureaucracy

There are a number of groups, bodies and commitiees involved in the
training, funding and planning of our health and disability workforce. This has
resulted in the lack of a nationally co-ordinated response to the pressures we
are facing.

While these pressures have been debated for over a decade, in the last 12
meorniths five reports in particular have provided clear views on the changes we
can make to help us meet the changing demands on our health and disability
workforce. (See below for Report Summaries)

The reports generally agree we need fo get rid of the doubling up and extra
bureaucracy in health workforce training, funding and planning and start to
coordinate it under one national agency. They also advocate tfransferring
leadership in workforce issues back to the sector. ‘

Clinical Training Agency Board to drive workforce fraining, funding and
planning '

The new Clinical Training Agency Board led by Chairman Professor Des
Gorman will work with the Minister to oversee and drive the national
coordination of workforce issues.

National v(mrkshdps in DHBs for clinicians and managers

Professor Gorman and other members of the RMO Commission will be
running a series of workshops for senior and junior doctors at the 21 DHBs.
These workshops will cover the recommendations of the relevant workforce
reports. The workshops will also provide an opportunity for discussion
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regarding ways senior and junior doctors, and DHB managers, can work
together to improve the training and empioyment experience at a local DHB
level. ’

Report Summaries

The following is a summary of the 5 reporis prepared in 2009 on the health
and disability workforce and its education and training. The reporis are:

1. Medical Training Board: The Future of the Medical Workforce and
Foundations of Excellence: Building an infrastructure for Medical
Education and Training

2. HResident Medical Officer (RMO) Commission: Trealing People Well:
Report of the Director-General of Health's Comnmission on the Resident
Medical Officer Workforce

3. Senior Medical Officer (SMO) Commission: Senior Doctors in New
Fealand: Securing theé Futuré. Report of the Director-General of Healih's
Commission on Compelitive and Sustainable Terms and Conditions of
Employrent for Senior Medical and Demntal Officers Ernployed by District
Heaith Boards

4. Committee on Strategic Oversight for Nursing Education: A Nurse
Education and Training Board for New Zealand .

5. Ministerial Task Group on Positgraduate Training and Education: A
review of how the fraining of the New Zegaland health workforce is
planned and funded: a proposal for a reconfiguration of the Clinical
Training Agency.

Medical Training Board

Across two linked reports, the Medical Training Board {MTB) has looked at
the pressures in relation to doctors and how we could respond. The MTB
concluded that New Zealand needs io train more doctors. We have already
announced our intention to increase the number of medical students by 200 a
year. The first increazse of 60 will enter medical school in 2010. The MTB
also concluded that a single agency was needed to co-ordinate medical
education and training and to regularly assess -how -many doctorss New
Zealand would need in The future. This would help ensure that medical
student numbers were in line with the number of dociors we will need in the
future. The MTB acknowledged that changes in doctor training should not be
in isolation frorm that of other health and disability professionais.

RMO Commission Report

At the same time, the Resident Medical Officer (RMO) Commission looked at
‘a range of issues affecting RMOs (or junior doctors), including the coherence
and quality of doctor training, workplace culture and praciice, RMO
recruitment and retention, and the use of locum BMOs.
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The RMO Commission agreed with the Medical Training Board's conclusion
that that there is & need for a single agency to ensure co-ordination of doctor
training and the BMO working and training environment. The RMO

Commission also concluded that a separate agency should be established to

be the employer of all RMOs whilst they are in fraining.

Most RMOs continue their training and become Senior Medical Officers
(SMQOs) .- or senior doctors - who have important roles in providing health
services as well as training the next generation of doctors. The SMO
Commission was set up to recommend a national recruitment and retention
strategy for senior doctors and dentists working in our public hospitals.

SMO Commission Report

With New Zealand's growing demand for health services it is essential that we
make changes fo improve the working environment for senior doctors who,
the SMO Commission reported, feel undervalued and without influence over
their working environment and how the health-system works locally, regianally
and nationally.

The SMO Commission supported national and regional co-ordination of health
services, as well as of medical training, funding and workiorce planning. The
SMO Commission also called for resources to support the participation of
senior doctors as leaders and that ways to improve industrial relations are put
in place.

Nursing Report

There need to be changes that bring all the professional groups together.
Nurses in particular play a vital role in our health system. ‘A review was
undertaken this year to explore whether there was a need for a national body
to provide fong-term co-ordination of nursing training and workfarce planning.
The review concluded that the nursing worldorce is facing many of the same
challenges as doctors and other health professionals and that national co-
ordination of nursing training, funding and workiorce planning is needed.

. Clipical Training AgencyReport.. ... ..... .. .. . o ...

While each of these reports focused on the particular health profession they
were asked to look at, they all acknowledge that no one health profession
works in isolation. It is clear that we need to ook at national co-ordination
across all our health professions as well as within each profession. The
Clinical Training Agency funds training across a range of health professions
and a review of this funding concluded. that there needed to be a single
agency with responsibility across the health and disability workforce and the

training continuum, including funding decisions related fo training. Such an

agency would reduce current fragmentation and duplication and provide a
national view of future training and workforce needs. This review is timely in
its acknowiedgement that the pressures that have been increasing over the
last decade- or more will have an even greater impact In today’s ecoriomic

ot MY rw s F
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envzronment We need to act now to ensure we get the best tralmng
experience for our heaith and d:sabﬂ:ty workforce _
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Appendix 5
TERMS OF REFERENCE FOR MIDCENTRAL HEALTH'S

SERVICE REVIEWS

ProgrammeTltle | MidCentral Health - Review of all Services

ProgrammeSponsor | General Manager MidCentral Health

Adv1sory Group L .j:j Service Review Steering Group

Programme StartDate 1 22 June 2009 ProgrammeEnd Date | To be determined

PROGRAMME DEFINITION
| The 08/09 financial year is over and the DHB is facing significant issues in living within its
. budgeted funds. All divisions of the DHB have been asked to look at all services delivered, how they

are delivered, associated costs and revenue. Each Division is expected to achieve a break-even
budget for 2009/10 and beyond.

MidCentral Health is contributing significantly to the DHB’s deficit with a projection of $11.9m for
vear end. Additionally, demand last year has been above our price volume contract with the

.+ Funding Division as acute demand is higher than purchased and impacting on our ability to provide
- timely elective services.

.| MidCentral Health has reached a crossroads in terms of its development and its preparation for the
+1 implementation of the Clinical Services Plan and consequent facility development. We need both
{1 enduring financial security and to achieve excellence in our clinical work.

.+ In addition, changes will be occurring locally through the 2009/10 District Annual Plan (DAP), sub-
. i regionally through the newly established centralAlliance with Whanganui and with the Regional
1y Clinical Services Plan. These changes will increase focus on integration and collaboration. Many of
.1 these changes will cross the current line “boundaries”.

i A mumber of service improvement initiatives are currently underway, for example, the establishment of the
i1 Medical Assessment and Planning Unit, opening of surgical beds within the Women’s Health Unit and the
it further expansion of PEDAL. These and other “business as usual” service improvement initiatives will
i continue.

* -/ However, our year end position has impacted on the new financial year from 1 July 2009. When

-1 considering our local DHB funding and the wider national and international events, there is no

" ability to continue to fund MCH's deficit into the future. During 09/10, we will need to reduce our

i+ expenditure by about $7m. Staff have already worked hard to produce a new budget that is as lean
"1 as it can be in terms of operating costs and staffing. However, these will not be enough. We will

i need to maximise the recent changes in our structure to ook across MCH to see how we can make

-t these savings by working more closely together across MCH and other providers to find both

.01 models of care that better meet the needs of our patients and community, and to maximise areas

=i that are able to live within their budgets with those under considerable pressure.

In this environment we will also need to ensure no additional staff are employed, and in fact, to reduce staff
costs wherever possible. This requires prioritisation of services and some hard decisions and requires a move
away from both what, and how things are currently done. While financial viability is a key driver, it is not the
.74 only one. From a management and leadership perspective it is essential that MidCentral Health move from

"I reacting to external pressure to ensuring that it has the organisational structure, systems, processes and culture
- to function in an economically and clinically viable manner. The curtent “line” structure has served us well.

' However, it does create a level of organisational “silos” in the way it functions. This does not incentivise
i cross-organisational collaboration, making it difficult to achieve the wider changes currently required.

E Following consultation with MidCentral Health's senior management team a new senior
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management structure has been developed to lead MidCentral Health forward. This is based on

| three new Director positions who will work in partnership with the clinical leadership of MCH:

¢  Operations Director, Hospital Services
s  Operations Director, Specialist Community and Regional Services
¢ Director, Patient Safety & Chnical Effectiveness

.} To support this new model, further restructuring is required to ensure MidCentral Health’s clinical and

financial sustainability. As personnel costs make up the majority of MidCentral Health’s costs, savings in this
area will have to be made. A proposal for consultation will be released shortly to ensure that all of our

.| Director roles have the management and clinical leadership positions reporting to them with appropriate
- -2} authority and accountability to maintain the effective functioning of services within MidCentral Health. The
-4 proposal will include a proposed structure for all positions that will report to the new Director roles and to

those that report to the Director of Nursing. This restructuring will be subject to an organisation-wide
consultation process.

Rumning in parallel with the restructuring and the service improverment initiatives, is to be a review of all

services within MidCentral Health. This Terms of Reference relates to these service reviews.

. The Service Review Sponsor is the General Manager MidCentral Health. The Service Review process will be

overseen and driven by a newly established MidCentral Health “Service Development & Change Management
Unit”. This Unit will bring together project management, clinical expertise, business and information analysis,
human resources and financial expertise from across the organisation.

: MDHB acknowledges the principles of the Health Sector Relationship Agreement and will take these

principles into account during the service reviews. A project management approach will be used for each
service review. This will include establishing a service review steering group and a project steering group.
Both groups will include relevant union representation. The provisions of MidCentral DHB’s employment

- : agreements with respect to consultation will be taken into account.

S NB- Thls terms of reference is for the review of all servnces w1thm MldCentrai

“Health, Each review will have a- prn]ect pfan

For the purpose of these terms of reference a “service” is either one or more operational services

Purpose/ ~ - within MidCentral Health. Services may be reviewed together in order to explore shared service
Ob}ECtIVCS . development or opportunities to consolidate resources and/or reduce duplication.
The purpose of each service review is to:
i 1. Ensure that patient safety and clinical effectiveness is a key focus
..t 2. Ensure that services are delivered in accordance with revenue and contracts
3. Improve the financial performance of MidCentral Health
1 4. Allow MidCentral Health to achieve a sustainable break even position during 09/10.
-+ Objectives:
" e Services are configured for the most effective processes and outcomes
¢  Manage service demand to revenue
* New revenue opportunities are explored
Reviews are undertaken using continuous quality improvement principles
That the review process incorporates the principles of clinical governance and clinical partnerships
Benchmark information is used to allow comparisons with other DHBs so improvements can be identified
and implemented
: »  Remove resource duplication across MidCentral Health
. ¢ Qutcomes must be consistent with the Clinical Services Plan and Regional Clinical Services Plan, and
' achievement of District Annual Plan initiatives.
Key ¢ All staff, MidCentral Health
Stakeholders | ° Other divisions of the DHB

. »  Clinical Governance and Professional Reference Groups
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Project Leaders

* & 8 @ @

Media/Public

Health Sector Unions

MidCentral Health Senior Management Team
Hospital Advisory Committee, MDHB

A separate communication plan is being developed as part of this process.

Key . 0
Participants

Service Review
Sponsor
General Manager

Service Review
Steering Group

Operational

Group:

Management Team
HR Group Manager
Communications
Combined Linion
Representative

Project Sponsors
Relevant Directors

)
Project Steering
Group

Each Service Review
will be led by & Project
Manager and will
include relevant union
representation

Preject Managers

Clinical Reference

Clinical Management
Advisory Team {CMAT)

* The service reviews will use the following structure:

.

& Change
Management Unit

Service Development

i

|
|

Service Reviews | General Manager Accountable for delivering the benefits required by
Sponsor MidCentral Health the service reviews
Service Reviews | Operational To provide expert input and guidance to allow the
Steering Group Management Team projects to be implemented smoothly and deliver the
HR Group Manager benefits required.
Communications
Clinical Clinical Management To provide expert advice on clinical practice, patient
Reference Group | Advisory Team and care and service delivery
other groups as
necessary
Project Manager Service Establishing the programme of work in accordance
Manager Development & Change | with the agreed terms of reference

Management Unit

Project Sponsor

Relevant Directors from
SMT

Accountable for delivering the benefits required by
the project

Project Steering Key stakeholders and Provides input into the project to support the
Group relevant union achievement of required outcomes
representation
Project Managers | To be appeinted Managing and implementing the project in accordance
with the agreed timeframes
Reporting & Meetings

' . Each project will submit a monthly report to the General Manager, MidCentral Health. The reports
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will be discussed by the Service Reviews Steering Group prior to being submitted.

The Service Reviews Steering group will meet weekly. Each Project Manager will report to the
Project Sponsor who together with the Manager Service Development & Change Management Unit

. will report to the Service Review Steering Group.

Project.

Linkages .

.| All MidCentral Health review projects

MidCentral Health’s proposal for management and clinical leadership structure

Critical
Suceess

Facto_r_s_/Kéy: : :_ X
Performance

Indicators/

Benefits

Critical Success Factors

i The following critical success factors have been identified:

Participation of key stakeholders

Compunication is timely and effective

Services are enhanced where possible, or may be explored for exiting if the service can be more
effectively delivered by another provider

Services will be delivered within revenue and contracts

Buy in to the service reviews and projects by MidCentral Health’s leadership team

Benchmarking information is available and is valid to use in comparisons

Quality, clear and robust project plans

Project management processes that suit MidCentral Health

Benefits

Financially viable service delivery
Achieving break-even status
Achieving efficiencies

Key-

De_liverab}éé_ :

. The following is the deliverable breakdown schedule from this programme:

Reviews of all services across MidCentral Health
Communication plan

Individual project plans

Regular reporting process

Scope. §

Inclusions/ | -

Exclusions

The following defines what is and what is not in the scope of the programme:

Service delivery performance MECA negotiations

Sustainable financial performance Reviews within other Divisions, except where

direct linkages are identified

All services within MidCentral Health

Project communication

Implemeniation of the identified projects

Detailed benchmarking against comparable DHBs

Consultation provisions of MDHB’s employment
agreements

Key
Assumptions

The tollowing assumptions have been made:

An inclusive, open style of engagement will be used throughout the reviews and projects

There is no additional money available to MidCentral Health under Population Based Funding
Performance on elective service delivery remains a key area of focus

Progress on the service reviews and projects will happen in conjunction with business as usual and other
District Annual Plan initiatives. i.e. this programme will not stop currently planned activities

Some planned initiatives or projects already underway may form part of the project delivery

Human Resource support will be provided to be fully involved in project implementations.

PPU financial and analytical support will be provided to be fally involved in project implementations.

Key
Constraints

- Nil
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Key Risks

Key risks will be identified during detailed project planning

>

PROJECT APPROACH.

Project - The Service Reviews will be run as a series of projects. The accountability for project delivery rests with the
Appl‘ oach | Project Sponsor of the individual projects.
/ . RewewslSer\rlee y
Improvement Pro]ecis
7 Pro;ect / Pro;ect /
4 Pro;ect / 'iject
Z Project / Pruject
Service . | The following high-level chart depicts the proposed tasks and milestones:
Revi cw Consultation Commencing Completion Date
Milestones =1 1. TOR released to all employees/unions 30 June 2009
SRR RO - Consultation process concludes 21 July 2009
3- Feedback considered and TOR confirmed 10 August 2009
Service Reviews
4. Steering Group identify order of Service Reviews 21 August 2009
5. Identify Project Sponsor/s and Project Steering Groups 21 August 2009
6. Project Plan developed 21 August 2009
7. Service Reviews Commence 21 August 2009
8. Recommendations of Service Reviews consulted on Ongoing as per
project plans
9. Feedback considered Ongoing as per
project plans
10. Final decision made Ongoing as per
project plans
1L Implementation Plan developed and implemented Ongoing as per
project plans
Programme | Project costs will be identified during detailed project planning
Cost
Doéument Control  Final Version Date 11 August 2009
' Approved by General Manager MidCentral Health Date 11 August 2009
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TO Hospital Advisory Committee
I CENTRAL DISTRICT HEALTH BOARD

e Poe Hauorg @ Rughine o Tararva

FROM Chief Executive Officer

DATE 25 August 2009

SUBJECT 2009/10 Work Programme M EMORAN DU M

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

Reporting is occurring in accordance with the timeline.
Next month, an update on the Regional Clinical Services Plan will be provided.

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

Recommendation
It is recommended:

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

! Murray Georgel
Chief Executive Officer

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