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Individually and 
together we will:
• Achieve quality and excellence by design
 Kia kounga, kia hiranga te hoahoa

• Kia mahi tahi me te tangata, me te whānau hei tautoko i te hauora me te oranga
 Connect and transform primary, community and specialist services

• Partner with people and whānau to support health and wellbeing
 Kia tūhono e pai ake ai te atawhai tuatahi, te atawhai hapori, te atawhai ngaio

• Kia tokeke ngā hua mō ngā hapori katoa
 Achieve equity of outcomes across communities
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Introduction
Tēna tātou. I roto i ngā tini āhuatanga o te wā nei rā a mihi ka tuku atu ki te Tūmatanui mā a Koutōu 
Wheako ka hua a ke i tēnei purongo.
It is our pleasure to introduce the fourth Quality Account for the MidCentral district.
A quality account is our yearly report to our communities regarding the quality of health and disability 
services provided, and the work led by the Central Primary Health Organisation and MidCentral District 
Health Board to make further quality improvements.
The DHB’s Strategy was refreshed in 2016 and focuses on four strategic imperatives (see adjacent page).
Achieving these strategic imperatives will make a difference for the people, family and whānau of our 
district, as well as for our staff and providers of care.
People will have a positive experience of care, feel well informed and their views respected. They will be 
partners in their health care, and all people will have a health care home. People will be able to make 
healthy choices and stay well longer, and everyone will have the same opportunity to achieve equitable 
health outcomes.
Services will be available closer to home, and the health care system will operate as one team.
Importantly, our health care system will be grounded in continuous quality improvement and clinical 
excellence.
This report sets out a snapshot of some of the work we did and feedback from some of our service users 
across the district to advance our quality programme.
Better health outcomes, better healthcare for all  |   Kia pai te noho, hei orang mō te katoa.

Kathryn Cook, CEO, MidCentral DHB                           Chiquita Hansen, CEO, Central PHO



Achieve quality and 
excellence by design
Kia kounga,  
kia hiranga te hoahoa

Together we choose excellence –  
that is our strategic focus.  

This, together with a systematic approach 
to quality improvement, leadership and 
collaboration, will ensure a positive and  

safe experience for everyone.

This year we used quality tools  
to improve many services.
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"WHEN A 
PERSON HAS  

TO REGULARLY  
SEEK ED HELP, 

IT IS A SIGN 
THAT THEIR 

HEALTH IS NOT 
BEING WELL 

MANAGED AND 
WE NEED TO DO 

SOMETHING 
DIFFERENTLY"

Better support needed 
for frequent attendees
Last year we shared the story of Abby who felt  
unseen in our hospital system after frequent visits  
and numerous referrals.

In light of Abby’s experience, a group of staff is now 
dedicated to identifying and supporting patients who 
frequently attend our Emergency Department (ED). 
One month there were 60 frequent attenders, including 
one who had sought ED help 21 times over six months, 
spending more than 199 hours in the department.

The new team works with the patient to put a plan  
in place for managing their health care. The aim is  
to support the person with their health issues so that  
they do not require urgent care. The team works closely 
with general practice teams, hospital departments and 
St John Ambulance in working through what support 
the person requires. Referrals to specialist services and 
follow-up care are also co-ordinated.

Hospital Services Operations Director, Lyn Horgan said:

“When a person has to regularly seek ED help, it is  
a sign that their health is not being well managed and  
we need to do something differently. It takes a lot of  
time and can involve many people, both in the 
community and the hospital, so we don’t expect to 
see the number of frequent attenders reduce quickly. 
However, we are reducing people’s anxiety and 
improving their experience.”

The service is aimed at people who attend ED three 
times in one month, or 10 times over a six month period. 
Pain management is one reason why people seek 
frequent ED support. Support for mental health needs 
and complicated, ongoing medical conditions are other 
reasons. For some people, as their disease progresses, 
they have needed to seek ED help more frequently, and 
others may require reassurance. 

It is early days but the work is having a positive impact.

“For myself and my wife, the hospital and in particular, 
the ED staff, have become like family. While we fight  
to get the continued health care my wife needs, Brenda 
and the team in ED help us get through each visit with  
as few hiccups as possible. Greatly appreciated.”  
(Husband of a patient who frequently attends ED.)
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Steps to  
improve recovery
How to get people back up on their feet and home to 
their normal daily activities following colon and small 
bowel surgery?

Five things:

• a well informed patient
• a patient in optimal condition for surgery
• best possible care before, during and after surgery
• optimal post surgery rehabilitation and,
• clinical effectiveness.

Using the "enhanced recovery after surgery" approach, 
the general surgical team at MidCentral Health joined 
with patients and embarked on a journey to achieve 
just that, and while more data is needed, patients are 
generally going home three days earlier.

All patients receive a nutritional assessment to help them 
prepare for surgery, and they now enjoy new hospital 
menu options created to help them get the protein and 
goodness they need to support their recovery.

A pre-surgery carbohydrate drink helps reduce the  
fasting time, and the use of IV fluids and pain relief  
has been fine-tuned.

More walkers are available on the ward to help patients 
mobilise, and staff follow carefully developed care 
pathways to reduce any post surgery complications.  
The care pathways are audited so the team can see  
how it is doing in achieving its aim for patients.

Once the patient leaves the ward, the care continues  
with follow-up telephone calls to ensure everything is 
going to plan and any problems are quickly addressed.

The patient experience survey results indicate patients 
feel more informed about their surgery and diagnosis, 
but believe improvements are required to the early 
mobilisation stage. 

As one patient said: "I understand the idea behind 
mobilising patients as quickly as possible, but in reality  
it was just not that easy to do. It was a mission to get 
to the toilet and back. Perhaps sitting in the chair more 
often with short bursts might work better?"

The journey continues.
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PATIENTS ARE 
SUPPORTED 

TO PLAN 
FOR THEIR 

DISCHARGE  
FROM HOSPITAL 

SO THEY HAVE 
EVERYTHING  

IN PLACE ONCE 
THEY GET HOME



Dedicated attention is required
A hospital stay to undergo chemotherapy can be daunting, and arriving to a busy ward  
with the beds full and staff unable to spend time with you is not a good start. It is equally 
frustrating for staff, who are unable to find sufficient time for you or those already in  
the ward. The upshot is diagnostic tests and treatment are delayed.

To solve the problem, the cancer ward (Ward 23) at Palmerston North Hospital created a  
pre-admission registered nurse role and new systems. Each patient is now contacted by telephone 
in the days leading up to their arrival at hospital and a remote nursing assessment is done.  
This identifies any issues of concern and explains the hospital admission process to the patient.  
A care plan is provided and all tests and protocols are planned in advance.

Now, when the person arrives at the ward, there is a nurse to greet them and complete the 
admission assessment, providing any education and support required. Their chemotherapy  
is prepared and administered.

Has it been successful?

Patient satisfaction has improved. They don't feel that the day is wasted and everything goes  
to plan.

Ward staff feel less stressed and able to focus on their current patients, who receive more  
care at the bedside. The time patients need to spend in hospital has reduced, enabling them  
to return to their families sooner.

The pre-admission role is shared on a rotational basis so all nurses have been able to extend 
their knowledge and experience.

“I felt more relaxed after receiving a phone call from the nurse.”

“Things are more organised – pre-planning is easier because there is one nurse to liaise with.”
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PATIENTS  
FEEL LESS 
ANXIOUS,  

AND 
APPRECIATE  

THE 
INDIVIDUAL 
ATTENTION 

THEY  
RECEIVE



Our vision is a community where  
all involved in planning and  

delivering health and social services  
are connected – working together in  

such a way that no matter where 
someone enters the system, they are able 

to readily access the care they need.

Our first steps in this area were improving 
people’s access to their own information, 
improving consumer input and moving 
services as close to home as possible.

Kia mahi tahi me te  
tangata, me te whanau  
hei tautoko i te hauora  
me te oranga
Connect and transform 
primary, community  
and specialist services
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Kia mahi tahi me te  
tangata, me te whanau  
hei tautoko i te hauora  
me te oranga
Connect and transform 
primary, community  
and specialist services

Passing control to patients
For Scott, a resident of Feilding who works in Palmerston North, 
managing his health care has been made much easier using  
the ManageMyHealth patient portal. And he loves it. 

Scott says: “I can do all my health arrangements at night, or 
at any time, and I don’t have to annoy busy staff for mundane 
things like repeat prescriptions.”

This online service allows consumers to take control of their 
health care, including:

• viewing laboratory results – including their doctor’s 
comments

• ordering repeat prescriptions
• booking appointments online
• viewing a summary of their health record, and
• contacting their general practice team for anything  

from simply changing their contact details to requesting 
medical advice.

John is a patient from Feilding HealthCare using the system.

He said: “I like the near instant results for your tests – that 
night or the next day your results are there. You don’t need to 
go back to the blood bank – you can monitor your progress.”  
He added: “It makes ordering repeat prescriptions so easy.  
Just hit the re-order button and you’re away.”

Another patient of that practice agrees. 

“I just love it. I’ve got instant control on organising my health 
with the doctors whenever I want. It saves time not having  
to sit waiting for a reply on a phone. Receptionists are busy, 
I can understand that. With the portal, you can make an 
appointment at a time that suits you.”

The portal is currently available in six general practices in 
the Manawatu, covering 78,000 patients, with another seven 
practices about to launch the service for their 29,000 patients. 
Patients may speak to their general practice team about joining.

The Central Primary Health Organisation is supporting the 
programme, and their clinical lead, Dr Nader Fattah said: 
“I am proud to have facilitated this initiative. Demand has 
simply been incredible. In the first six months of 2017 we have 
more than doubled the number of patients registered to use 
the service to around 7,000 patients. As a GP, I am constantly 
receiving glowing feedback from my patients about the portal 
and how it’s made their health journey so much easier.  
It’s literally put control back into people’s hands.

We have a busy year ahead of us. We are expanding our 
support team to assist in a much wider rollout to practices.”
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OUR GOAL IS  
TO ENSURE  

THAT THESE 
SERVICES ARE 

AVAILABLE 
FREE TO 

EVERYBODY IN  
THIS DISTRICT



Increasing  
consumer involvement
Kelly Wylie is proud to be the first consumer liaison person for 
MidCentral DHB’s maternity service and is pictured here working 
through the new consumer feedback form.

The Consumer Council took office in July 2017, and among other  
things will advise us on how to get greater consumer involvement. 

As John Hannifin, Consumer Council Chairman said: “It is really  
timely that the DHB is focused on working more closely with 
consumers, and involving them in all aspects of its work. Consumers 
offer a unique perspective, and what better way of making sure 
services are patient-centred is there than having services designed  
with consumers.”

Locality 
planning
Health and wellbeing plans for 
each part of our district are being 
developed – one for Horowhenua/
Otaki, one for Manawatu and one 
for Tararua. Work to develop a 
plan for Palmerston North City will 
commence next year.

The plans are being developed with 
the local community, health and 
social sector providers to identify 
what is working well, what isn’t, 
and the priorities for the future. The 
feedback has been huge and we 
look forward to sharing more about 
the plans with you next year once 
they are in place.
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MORE CONSUMER ENGAGEMENT 
AND PARTICIPATION IN ALL PARTS 

OF OUR DHB IS EXPECTED



“Home first” for dialysis
Every day in our district around 150 people require renal dialysis. 

For Pat Hepi and two others in Levin this became a lot easier 
this Easter when three dialysis chairs were commissioned at the 
Horowhenua Health Centre.

“Having this service here really makes a big difference. People 
used to get up first thing in the morning and catch the shuttle to 
Palmerston North and they can now drive a few minutes down the 
road or even walk in some cases.”

MidCentral Health is now focusing on enabling dialysis at home 
to be the first option available to people who need to dialyse. 

New assessment protocols and support packages are being put in 
place so “home first” is a reality for the majority of people, with 
only those requiring complex care needing to make the trip to 
Palmerston North Hospital.
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HOME  
DIALYSIS  
IS MORE 

COMFORTABLE,  
MORE  

CONVENIENT,  
AND HAS  

HEALTH  
BENEFITS



Partner with people  
and whanau to support 
health and wellbeing
Kia tuhono e pai ake  
ai te atawhai tuatahi,  
te atawhai hapori,  
te atawhai ngaio

An organised consumer voice,  
people taking ownership of their own health, 
and people, family and Whānau ora centred 

care are our goals – and good progress  
was made this year.

A Consumer Council has been established and 
under the guidance of Chairman, John Hannifin, 
it will help us to achieve consumer input across 

all parts of our DHB and decision-making. 

Putting “patient co-design” into practice is the 
other major focus area.
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By youth, for youth
A stage of life full of change, challenges, highs and lows is certainly  
the years from age 12 to 24. 

There is a lot going on in their lives and when they need to seek help, 
it can be just another hassle they could do without – having to find out 
what services are available and where from, let alone issues around  
trust and confidentiality.

To help those in this age group readily access the health care they need, 
”The Index” was created. The brainchild of Massey University student, 
Rebekah Harris, The Index provides information of what health services 
are available, how to access them, community and sporting events, and  
a whole host of other things.

The Youth One Stop Shop supported Rebekah to develop the app. The 
idea came to Rebekah as she was completing a social work placement. 

She says: “It can be challenging for a young person to navigate their 
way around services and to know what is available to them and who 
to contact. An app provides young people with a tool to enable young 
people to confidently access services.”

The Youth One Stop Shop (YOSS) looks after the app. The Director of 
YOSS Trissel Erikson says it is particularly popular among new students 
attending local tertiary institutes. 

Trissel said: “This is a new time for young people and they are often not 
connected with services in the area. The Index is an innovative way to 
help promote services that are available to them.”

Use of the app shows it is meeting a need, with over 600 page views and 
100 downloads per month in its first year.

The Index is available for free download on the App Store or Google Play.

Space to grieve
Death is one of the most significant and 
difficult life events that families, whānau 
and close friends experience and for many, 
the early stage of bereavement takes place 
in hospital, in the final days of a person’s 
life and continues into the post death stage. 

To support families/whānau, a family 
friendly space has been established in Ward 
25, Palmerston North Hospital so people can 
have some quiet time and space, away from 
the day-to-day busyness of the ward where 
they can be together and be supported. 
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A FAMILY 
FRIENDLY 

SPACE 
HAS BEEN 

ESTABLISHED 
IN WARD 25

INPUT CAME 
FROM YOUNG 

PEOPLE 
AROUND ITS 

DESIGN, NAME, 
AND THE 

INFORMATION 
IT SHOULD  

HOLD



Whānau-centred approach works for all
Georgia* became unwell following the birth of her new baby and needed hospital  
care for her mental wellbeing. 

With a partner and other children at home, it was an anxious time for her, and her 
family were worried she wouldn't be able to care for, and bond with, her new child.

And so a plan developed, involving her, her whānau, the mental health community  
and inpatient teams, neonatal staff and lactation consultants. 

The ward's whānau room became theirs, and they had the support 24/7 of a registered 
nurse and a support worker. Georgia cared for her baby herself – breastfeeding, 
bathing, changing and most importantly, had time just to spend together. 

This whānau-centred approach suited everyone. Georgia felt more settled and relaxed, 
knowing the needs of her family were taken care of, giving her time to dedicate to 
herself and her newborn.

Georgia said: “It is reassuring to have the support of people who believe in your 
capabilities at a time when you are second guessing exactly that – as a couple we  
have learned much about ourselves.”

This plan, and good clear communication, meant trust could develop. For staff, the 
positive outcome reinforced the importance of the patient and her whānau being 
at the centre of care, with plans driven by their needs and preferences, and for the 
departments to come together to wrap their services around the patient.

*not her real name
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THE FAMILY 
WERE  

PLEASED  
WITH THE  

PLAN  
AND THEIR 

INVOLVEMENT



Special needs  
require special menu
“The food is good – excellent, thanks. Service is good as well – 
presentation good also.”

Great feedback for the new meal delivery service implemented in  
Ward 23 which cares for, and supports, people with cancer. 

Being nauseous, having mouth ulcers, and a poor appetite is hard to cope 
with, and makes food choices hard. The Ward 23 team were concerned 
patients were not eating enough and at risk of losing more weight.

A cancer-specific menu was created and is very successful judging by 
patient feedback, and shown by the increase in protein and calories  
being consumed. There are meal choices to assist with any symptom,  
and support from the dietitians helps patients to select a meal which  
suits them, and is tasty and beautifully presented.

Patients’ feedback was key to the new menu designed by Spotless 
Catering Service. A dedicated food services assistant liaises with patients 
each day to find out their menu choices, and delivers their meals, snacks 
and smoothies, while monitoring food consumption and waste. Any 
problems are discussed with the dietitian and a copy of the menu goes 
home with each patient. 
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"THANK YOU  
SO MUCH  

FOR THE NEW  
MENU AND 

SNACKS, 
IT'S MORE 

ENJOYABLE 
THAN THE 
PREVIOUS 

MENU"



Kia tokeke nga hua mo 
nga hapori katoa
Achieve equity of 
outcomes across 
communities

Developing a district-wide equity agenda is 
our first priority, and we are completing an 

equity snapshot to help inform our work and 
investment in this area. The equity snapshot 
will include equity measures so we can steer 

a clear pathway forward. The other areas  
of focus are our workforce – making  

sure it increasingly reflects our diverse 
population – and service delivery.  

We want the people of our district to have 
access to culturally relevant and responsive 

health services.

Over the past 12 months, our equity 
snapshot has slowly taken shape and  
will be completed to inform our next 

planning round.
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Never assume that people 
know – always ask
Health Literacy – what does it mean? 

Simply put, it means a person understands the health 
information they are given, how they can access more 
information, and feel able to make informed decisions about 
their health care.

Sounds straight forward enough but it’s not always easy to take 
in everything you are told and to understand all the information 
provided – and health professionals have a key part to play 
in this. All health practitioners must be clear and effective in 
the way they deliver health information and to check that their 
patient is understanding.

This is so important that the Central Primary Health 
Organisation arranged for Susan Read, a director of Health 
Literacy NZ to speak with local health practitioners and it was a 
great success.

Using practical examples, Susan encouraged all practitioners to 
use the three steps to better health literacy.

1. Find out what the person knows.

2. Build on that information.

3. Check you were clear and the person understands,  
 returning to step 2 if they don’t.

For people with a long-term condition, such as diabetes, it is 
really important they have the information and understanding 
to manage their medication, and to identify when they are well 
and when their health is deteriorating, and if so, how and who 
to contact.
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 IT'S NOT 
ALWAYS EASY 

TO TAKE IN 
EVERYTHING 

YOU ARE 
TOLD AND 

UNDERSTAND 
ALL 

INFORMATION 
PROVIDED



Take time to see the individual
Taking the time to understand a person’s situation, looking beyond their immediate health issues,  
is paying dividends for one GP practice and its patients.

Health equity – every person has an opportunity to achieve optimal health regardless of the  
colour of their skin, level of education, gender identity, sexual orientation, the job they have,  
the neighbourhood they live in, whether or not they have a disability.

For staff involved in general practice, this is something they just take for granted. To often, the 
busyness of the job means we don't stop, think and take time to treat each and every person 
differently to suit their individual needs.

One practice decided to tackle the issue and its entire staff, from doctors to nurses to administrative 
staff, took part in a group training session on equity. This gave them the prompt they wanted and 
they now regularly devote time at their staff meetings to talk about equity issues that have arisen 
and how they dealt with them.

In one instance, arrangements were made for a Levin woman to have regular hospital appointments 
for specialist care, but she regularly didn’t attend them. Her GP took time to find out why she was 
missing these appointments and found that in addition to her health issues, she didn’t drive and 
had a young son. Together, these factors made getting to Palmerston North very hard, but once the 
doctor told her about the very low cost health shuttle service between Levin and Palmerston North,  
it was suddenly much easier.

In another, a young man requiring health care struggled to engage with his general practice,  
so a staff member using the tools learned at the equity workshop, worked with his social worker, 
Whānau Ora navigator and GP to encourage him to do so. The young man came in, booked more 
follow-up consultations and is now doing well and engaging with the practice regularly.

For staff involved in this pilot, it has been a real learning experience, with real and demonstrable 
impact for their patients.

page 20

CREATING 
EQUITY AS 
A PART OF 

EVERYDAY 
WORK IS 
NOT SO 
SIMPLE



Tailor-made approaches
Standard bench tops are literally out of reach. Enter,  
the EASIE Living Centre which has the recipe to success – 
cupboards that move up and down to the height you like, 
with shelves that swing out; ovens with doors that open  
to the side; moveable benchtops and tipping kettles. 

In April 2016, Louise Williams visited the Palmerston 
North-based centre to test out benchtops and was 
impressed with the range of options available. 

Together with her occupational therapist (an experienced 
assessor) they were able to select a benchtop which 
accommodated her wheelchair and enable Louise to 
prepare her meals as well as do all the washing up, 
without overextending.

See easieliving.co.nz for more information.
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COOKING UP 
A STORM IN 
A DESIGNER 

KITCHEN CAN 
TAKE ON A 

WHOLE NEW 
MEANING  

WHEN YOU  
HAVE A 

DISABILITY
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How do we  
measure up?
Te arotake i a matou
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Measurement and evaluation is an 
important part of the quality improvement 
process. It enables us to identify where 
improvements are required and to track our 
progress in making these changes.

In New Zealand, we are fortunate to have 
strong national reporting systems which go 
across all DHBs, and are being expanded to 
include primary care where possible. This 
enables us to share both lessons learned  
and new approaches and innovations which 
have improved the quality and safety of  
care provided.

MidCentral DHB and the Central PHO have 
a shared Clinical Governance and Quality 
Improvement Framework. This will be 
refreshed next year and measurement will 
continue to be a strong component so we can 
continue our quality improvement journey.
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Quality and  
Safety Markers

MARKER DEFINITION NZ  
Goal

Jul to 
Sep 

2016

Oct to 
Dec 

2016

Jan to 
Mar 
2017

Apr to 
June 
2017

On 
Target

PREVENTING PATIENT FALLS: 
Percentage of patients aged 75 and over (Maori and Pacific  
Islanders 55 and over) that are given a falls risk assessment

90% 95% 95% 96% 94% 
PREVENTING PATIENT FALLS: 
Percentage of patients assessed as being at risk have an 
individualised care plan which addresses their falls risk

95% 100% 100% 100% 100% 
SAFE SURGERY:* 
Percentage of audits where all components of the checklist  
were reviewed

100% 93% 95% 94% 97% 
SAFE SURGERY:* 
Percentage of audits with engagement scores of 5 or higher  
(on a scale of 1–7)

95% 77% 95% 91% 93% 
REDUCING SURGICAL SITE INFECTIONS: 
Right antibiotic in the right dose – 2 grams or more cefazolin given 100% 98% 99% 98% 98% 
REDUCING SURGICAL SITE INFECTIONS: 
Antibiotic given (0–60 minutes before “knife to skin”  
(baseline date January to March 2014))

95% 98% 97% 99% 98% 
IMPROVING HAND HYGIENE: 
Percentage of opportunities for hand hygiene for health 
professionals. NZ Goal increased from 70 to 80% in June 2015.

80% 81% N/A 79% 81% 
NOTE:  Hand hygiene is audited three times a year, not each quarter. 
           Safe surgery measures were new and first reported in quarter 1.

  On target            Close to target

The quality and safety markers reported below are national measures for all DHBs to ensure that  
we are taking measures to reduce actual and potential harm to our patients. 
We are doing well in most of the markers with ongoing improvement initiatives in place, eg new 
resources to promote hand hygiene are being introduced to put a fresh new message throughout  
our hospital for our staff, patients and visitors.
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Serious  
Adverse Events
A serious adverse event is one which causes or has potential to result in a lasting disability or  
death of a patient, and is not related to the natural course of the patient’s illness or underlying 
health condition.
Every year more than 40,000 people are cared for in our hospital and another 47,000 are cared  
for as outpatients, in addition to all those cared for by other health and disability service providers 
who are now starting to report serious adverse events.
We want to ensure that we do not cause harm in any way by an error in what we do. Unfortunately, 
events do occur and our aim is to learn and improve what we do as a result.
In 2016/17, 21 serious adverse events were reported by our hospital and health services, and one 
by our primary care services. These numbers exclude serious adverse events in the Mental Health & 
Addiction Service.

These are related to the following:

Type Number

Consumer/patient falls
10 – Hospital and health service
1 – Primary care

Clinical process  
(assessment, diagnosis, treatment and general care) 9

Medical device/equipment 1

Medication management 1
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We review every serious adverse event to identify the root cause, so that we can ensure systems 
are put in place to reduce the chance of a similar event happening again. 

Some examples of changes made are mentioned below.

• Together with St John, improvements have been made to the handover process from 
ambulance to Emergency Department (ED) staff. This is so we can be confident all the 
information St John gathered about the patient from the time they picked the patient up,  
until they arrived at the hospital, is received and reviewed by ED staff.

• Our policy to prevent child abduction has been expanded to include all areas of the hospital 
where children are likely to be inpatients. Previously, the policy focused on newborn babies 
only, ie in the delivery suite. Easy to use flowcharts and risk categories have been developed 
for our staff, along with additional education to improve the safety of all children in our care.

• Improved information is now being provided for people in the Emergency Department’s 
waiting room while they are awaiting assessment and treatment. They are advised of how  
ED works and what is likely to happen as they move through the process, and the wait times 
for each triage level.

• Clinical staff often have to test a person’s cognitive ability – that is, their ability to learn, 
manipulate and retain information to complete tasks. We used several screening tools to 
do this and have now standardised our approach to ensure consistency and best practice 
standards.  Education regarding the use of these tools is being enhanced.
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