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RECOMMENDATIONS

It is recommended that the Board:

a) Notes that CCDHB remains slightly ahead of budget year to date and the year-end forecast is 
likely to be better than the budgeted deficit of ($21m);

b) Notes performance on the Shorter Stays in ED target was 92.4% for April, and the focus 
remains on improving acute flow through the hospital to improve performance on the 
target;

c) Notes that CCDHB is on track to meet the elective services target;

d) Notes that a range of actions is in place to reduce waiting times for CT and MRI scans and 
that urgent outpatient scans are being completed with two to three weeks;

e) Notes that the timeliness of OIA responses has improved with 92 percent being sent on time 
during April;

f) Notes that a range of activities have been underway this month as part recognising of 
International Nurses Day

g) Notes that winter planning is well underway across both the hospital and primary care; 

h) Notes that the Speaking up for Safety campaign, delivered in conjunction with the Cognitive 
Institute, will launch during the week of 14 May.

APPENDICES

1. Financial Summary for March 2018
2. CCDHB Health Matters April 2018.

1. FINANCIAL UPDATE

1.1 Financial Overview 

The DHB has a board approved deficit target of ($21m) for the 2017/18 financial year, and is 
forecasting a deficit of ($19m) for the year. This is an improvement of $2m on the overall deficit 
target. 

The DHB result for the period ending April 2018 is $483k favourable to budget and a deficit of 
($2.26m) for the month. The year to date (YTD) result was $2.51m favourable to budget with deficit 
of ($15.42m) YTD.
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Activity movement compared to last year

As reported in MoH MIF report Apr-18 Apr-17
Variance
s Month

Months % 
change

YTD
17/18

YTD 
16/17

Variances 
YTD

YTD % 
change

Discharges 4,906 4,801 (105) -2.2% 52,285 51,594 (691) -1.3%
Caseweights (Excl MH) 5,132 5,411 279 5.1% 57,422 57,262 (161) -0.3%
Bed Days (calculated from Hours) 10,874 11,768 894 7.6% 124,805 125,323 518 0.4%
Length of Stay (excluding day patients) 3.63 3.90 0.27 6.9% 3.90 3.89 (0.01) -0.4%
ED Presentations 5,105 5,130 25 0.5% 53,900 52,461 (1,439) -2.7%
ED Admissions 1,887 1,741 (146) -8.4% 18,916 18,256 (660) -3.6%
Theatre Throughput (Hospital) 1,028 1,088 60 5.5% 11,470 12,213 743 6.1%

Financial Results

Net Result in $000s  Actual  Budget  Variance  Actual  Budget  Variance 
Surplus/(Deficit) (2,260) (2,743) 483 (15,422) (17,931) 2,509

Apr 2018 Year to Date

2 HEALTH TARGETS

2.1 Shorter Stays in ED – Performance improving but target not met

Target:  95% of patients will be admitted, discharged, or transferred from the Emergency 
Department within six hours.

Performance against the SSIED target for Quarter 3 was 90.3% compared with 92% in 
Quarter 2. Performance for April was 92.4%.
The total ED volumes averaged 179 patients a day for March 2018 (including patients who 
did not wait), which is similar the volumes recorded in March 2017. The number of 
admissions to hospital and subsequent occupancy levels in the inpatient wards continue to 
impact on patient flow and transfer from. There were 2006 acute admissions in March 2018, 
an increase of 107 over March 2017.

The focus continues on the acute flow work programme and improvements in ED to support 
continued improvement.

2.2 Improved Access to Elective Surgery – target met

Performance against the total elective health target is 42 unfavourable for the month of 
March but remains favourable by 125 discharges year to date.  Elective surgical discharges 
are 406 behind target year to date. This is being offset by additional operations in Elective –
Arranged Nonsurgical discharges, which are 530 discharges ahead of target year to date. The 
DHB remains on track to meet the full year target by year end.

2.3 Access to Diagnostics – Radiology

MOH Performance Indicators – CT 

Performance against the CT MOH indicator for non-urgent referrals has levelled over the 
past three months and is currently at 62% against a target of 95%.
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The steady increase in the referral numbers continues to place demand on the service with 
an additional 622 referrals received for CT scans this quarter compared with quarter 3, 
2016/17 (14% growth). An additional 368 patients were scanned compared with the same 
period last year. Thus, while more scans are being completed than ever, demand is growing 
at higher rate.  

Note that urgent CT outpatient imaging continues to be completed within two weeks. These 
are prioritised and scanned within the clinically appropriate timeframe.

MOH Performance Indicators – MRI 

Performance against the MRI MOH indicator for non-urgent referrals has levelled over the 
last three months and is currently sitting at 30% against a target of 85%.

Urgent out-patient MRI imaging referrals are completed within three weeks. These continue 
to be prioritised and scanned within the clinically indicated timeframe.

There are currently 500 CT and 1200 MRI patients categorised as non-urgent on respective 
waiting lists outside of the recommended timeframe. 

Processes have been put in place to ensure that the clinically indicated timeframes are met 
for acute and urgent referrals and to maximize the utilisation of current capacity. These 
include the following:

∑ Daily rounding reports are provided to Radiologists to enable them to prioritise inpatient 
referrals and are discussed at a 9.00am rounding meeting.
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∑ A weekly production planning meeting is held with the Clinical Leader, Administration 
and Management staff looking forward to the next week. All available sessions and 
resources are reviewed and confirmed.

Actions to reduce the number of patients waiting

A number of strategies are in place to assist with reducing the numbers of patients waiting 
and to improve access for non-urgent referrals. These include:

∑ Outsourcing both MRI and CT scans. 
∑ A review of waiting lists by services is to be repeated over the next month with a focus 

on the longest waiting patients. This will confirm the categorisation of the referral, if the 
scan is still required and the degree of urgency.

∑ A demand management group has been established, led by the Chief Medical Officer. 
The group is working with the specialties to identify actions to reduce demand with a 
focus on referrals for surveillance in the first instance. The group is also meeting with 
the specialties with the highest referral rates to determine how the demand can be 
managed in line with best practice evidence and available capacity.

∑ Options for extending the hours of operation for both CT and MRI scanners (weekend 
and evening out-patient appointments) are under development. This involves a review 
of hours of work and roster options for staff. Discussions to identify the optimal roster 
options are being progressed with the union and staff over the next month. 

3 COMMUNICATIONS

3.1 Media

3.1.1 Media Enquiries and Releases

There were 50 media enquiries in March. Around 12 percent related to patient condition 
updates. Key matters for the other media enquiries were around NICU and maternity.

Five pitches and media releases were issued. Coverage includes:
∑ Surgical teams hone their skills with cutting edge training
∑ New service to provide support for regional clinical IT systems
∑ Wellington hospital beds donated to charity to help needy in Pakistan, Solomon Islands
∑ Change to treatment of hypoglycaemia needed, NZ researchers say

There were 40 media enquiries in April. Around 25 percent related to patient condition 
updates. Key matters for the other media enquiries were around NICU and radiology.

Four pitches and media releases were issued. Coverage includes:
∑ Growing diversity strengthens mental health services
∑ New home for Wellington Community Mental Health

3.2 Official Information Act (OIA) Requests

There is still a steady stream of OIA requests and our performance has improved regarding 
timeliness of responses. We are also looking at the process of proactive release of OIA 
responses with the aim of commencing this in July 2018.
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Requests received in March 16

Requests sent in March 19

Responses sent on time 89%

Requests received in April 26

Requests sent in April 13

Responses sent on time 92%

3.3 CCDHB Website

In April, the CCDHB website (www.ccdhb.org.nz) was visited 61,222 times by 20,989 
people.

The 5 most visited website pages in April were:

Website page Page views 

Staff login 37,807

Home 26,818

Careers 5,455

Wellington Regional Hospital 3,899

Search 3,147

3.4 MHAIDS Website

The new MHAIDS website (www.mhaids.health.nz) went live on 2 October 2017. In April 
2018, the site was visited 4,460 times by 3,046 people.

The 5 most visited website pages in April were:
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Website page Page views 

Home 1,739

Child and adolescent mental health services 779

Do you, or does someone you know, need help now? (Te 
Haika) 696

Community mental health teams (general adult) 631

How to contact our services 595

3.5 Social Media 

The number of people following us on Facebook continues to increase and is now 2,682. Our 
number of page likes rose by 5 percent during March and April.

The post which reached the most people in March was about our flu vaccine champions 
getting ready for the coming flu season with additional initiatives to vaccinate as many staff 
as possible to keep them, our patients and communities healthy.
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The post which reached the most people in April was another flu post – highlighting World 
Immunisation Week and encouraging people to get vaccinated. We paid $100 to boost this 
post and reach a wider audience.

3.6 Internal Communications

3.6.1 Health Matters staff newsletter

The March copy of the Health Matters staff newsletter included articles about:
∑ PACU audit helps to identify patient flow improvements
∑ April Falls 
∑ checking we know how to use TrendCare reliably
∑ gym facilities available for staff at the Wellington Sports Complex
∑ ‘It’s about our place’ – staff suggestions for a healthy workplace
∑ what is privacy?
∑ local research into treating hypoglycaemia.

The latest copy of the Health Matters staff newsletter is attached as Appendix 2. This April 
edition includes articles about:
∑ winter planning well underway
∑ Care Capacity Demand Management study workshop – questions and answers
∑ new optimal ward project launches in the heart and lung unit
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∑ update on the development of the People Strategy
∑ introducing our new perioperative transit staff
∑ free staff flu jabs – where to obtain your free vaccination.

3.6.2 Internal campaigns 

There were a number of internal campaigns during March and April. These included:
∑ Census Day
∑ Raising awareness of delirium associated with frailty
∑ Flu season – calling for peer vaccinators
∑ Hospital scrubs amnesty
∑ Flu season - staff vaccination clinic dates.

4 NURSING AND MIDWIFERY

4.1 International Nurses and Midwives Day in May

International Nurses’ and Midwives’ Days are the annual opportunity to celebrate and 
acknowledge the contribution that nurses and midwives make to improving the health 
outcomes in our communities. This year’s themes are “Nurses a voice to lead - Health is a 
human right” and “Midwives leading the way with quality care”. Planned celebrations are 
showing a high level of staff engagement with a five and half times increase in nominations for 
certificates of recognition this year. Nominees will be acknowledged in clinical areas and 
events such as morning breakfasts, afternoon teas, evening gatherings and a series of 
information sessions have been organised.

4.2 The Nurse Practitioner (NP) advanced practice roles complement the roles of other 
members of the healthcare team. NPs are a key component of a future health workforce with 
the potential to improve access to healthcare and reduce the disparity of health outcome for 
those most at risk. Capital and Coast DHB (CCDHB) has 14 NPs in roles that mostly work across 
hospital and community. Five more nurses have been accepted onto the national NP training 
programme which with the other candidates who are working in mental health and 
emergency department will boost NP numbers to over 20 by early 2019.

Neonatal services have 
recently welcomed their third 
Nurse Practitioner. 
Photo details: Neonatal Care 
Unit staff – Clinical leader, 
Charge Nurse Manager and
three Nurse practitioners.

CCDHB Public 16 May 2018 - Item 1.9 Chief Executive's Report

70



PUBLIC

Capital & Coast District Health Board May 2018

4.3 Registered Nurse (RN) prescribers are nurses who have achieved a specified post graduate 
diploma with prescribing practicum. CCDHB has 10 registered nurse prescribers working 
across the system. Primary Care Organisation, General Practice and Hospital Speciality (Renal 
and Emergency) teams all employ RN prescribers. A further three RN prescribers are nearing 
completion of the qualification. Development of RN prescriber nurses enables improved 
access to healthcare, and is enabled by the DHB nursing leadership to ensure appropriate 
support and governance.

4.4 Workforce - At CCDHB, nursing and midwifery leadership proactively works with the whole 
sector to steadily increase the number of Māori, and Pacific nurses and midwives in the 
workforce. CCDHB currently has a 4% Māori, nursing workforce in the hospital services 
compared to an 11% Māori patient population. For Pacific people who represent 9% of 
patients we have 6% Pacific nursing workforce. Once employed, specific attention is paid to 
newly graduated Māori and Pacific nurses to support, retain and develop them into potential 
leaders. The aim is to recruit more Māori and Pacific nurses and midwives into senior clinical 
and leadership roles.

Examples of initiatives to support recruitment and development of the workforce by the 
nursing and midwifery leaders:
∑ Development and placement of Māori and Pacific undergraduates into Dedicated 

Education Units (A model of clinical teaching and support that improves learning and 
retention)

∑ Seed funding for two new Māori/Pacific nurse graduates placed at Ora Toa Primary 
Health Organisation for their first year of practice with guaranteed future employment

∑ The development of a secondment role for a Māori or Pacific nurse to a senior position 
to co-ordinate cultural and practice support for Māori and Pacific new graduate nurses 
in order to increase retention 

∑ Collaboration with the Pacific Health Directorate to enable the development of a senior 
clinical nurse role who will work with Pacific patients and families. The role will respond 
to referrals with aim to focus on Child Health and Medical Services. 

4.5 April Falls Prevention Campaign 

Falls are the most common cause of inpatient serious adverse events, both at our DHB and 
other New Zealand Hospitals. At CCDHB we average 16 falls per week in hospital. Activity to 
reduce the incidence of people falling in hospital or in the community has annual national 
attention in April. This year at CCDHB, the “April Falls” emphasis is on keeping patients moving 
safely. The focus fits well with other work promoting mobility of patients, especially those 
who are frail and older. 

Due to continued staff efforts, over 90% patients have their falls risk and mobility assessed 
with care plans developed on admission to hospital. This achievement is reported in the 
Health Quality Safety Commission report for Falls Quality Safety Markers and maintains the 
DHB in the highest achieving group. 

5 WINTER PLANNING

Planning for the winter months is progressing and includes strategies to create additional capacity 
and manage the seasonal increase in presentations building on the winter plan from last year. 
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Factors taken into consideration in the plan include an increase in patient volumes and bed days, 
higher acuity patients and an increase in employee illness. 
The scope of the plan includes inpatient services and clinical and non-clinical support services. 
CCDHB now also has a bed forecasting tool “Capacity Planner”, which provides us with the forecast 
occupancy levels for 2018 based on the last three years activity and forms the basis for projected 
demand over the winter months.

Principles that underpin the planning include:
∑ Patient and staff safety is the priority
∑ Minimise admissions – decide to admit/not admit
∑ Share the workload and resources, using the Integrated Operations Centre, TrendCare and 

other management tools to manage risk across the organisation
∑ All areas must take responsibility for agreed actions and it is the responsibility of all

clinical and operational management staff to ensure their areas are responding as agreed 
within the plan.

An Influenza like illness (ILI) outbreak may be a risk based on the recent Northern Hemisphere 
experience. Alongside the winter planning, an ILI outbreak response plan is also being developed. 
Winter/influenza planning meetings were held in March and April to connect key stakeholders and 
ensure a cohesive, system wide approach. The stakeholder group included Regional Public Health, 
Infectious Disease Clinical Leaders, Hospital Services, Public Health officers, Chief Medical Officer, 
Executive Director of Nursing and Midwifery, Strategy, Innovation and Performance and, the 
Communications team.

The summary plan synthesises stakeholder activities including: sharing evidence and data; raising 
awareness; maximising vaccination rates and acute demand readiness. Discussions identified 
intensified routine and additional activities to enhance preparation for winter.

A Flu steering group will monitor identified triggers, communicate across the sector and escalate 
acute demand management activities as indicated. 

6 ICU EXPANSION

The ICU expansion project is running to plan with key milestones being met to date. The new non-
clinical area opened Tuesday 3 April 2018 and staff are settling into their bright and modern space.  
Demolition of the old ICU non-clinical area began the same day and the demolition has progressed 
well.  All staff involved in making the move have been acknowledged, including ICT staff who 
completed their work over the Easter break. 

The Wellington Hospitals Foundation has also been acknowledged for providing a new TV for the 
staffroom, and for lending an original piece of artwork by well-known New Zealand artist Shane 
Hammond. The artwork is on display at the end of ICU’s new central corridor, and a safety barrier 
has been installed to protect it.

Construction works have now commenced in the central ICU area meaning there is now more 
interaction between contractors, staff and patients. Hoardings and other measures are in place to 
minimise disruption, and there are regular meetings with Infection Control to monitor the works to 
ensure we maintain the appropriate environment for staff and patients.

Staff for the new beds are in the process of being recruited.
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7 SUPPORTING SAFETY CULTURE — SPEAKING UP FOR SAFETY LAUNCH

Launch week is underway (14-18 May) for Speaking Up For Safety, the first activity in our three-year 
Supporting Safety Culture programme. A range of activities will take place over the course of the 
week, with promotional stands in the staff cafes at Wellington and Kenepuru and visits to staff areas 
across the organisation. The first training workshops will take place during this week and managers 
are now able to book their teams for workshops in the coming period. Over 200 staff in t-shirts will 
be ‘walking billboards’. Managers, unions and leaders have been briefed and badges will be used as 
prompts for conversations between leaders and staff.

The aim of Speaking Up For Safety is to bring about culture change by increasing the ease and 
motivation for all our people to speak up for safety. The key messages of launch week are:

• Safety is a shared responsibility - we are all accountable for the safety of patients and each other
• Every person in CCDHB is part of the health team, regardless of role or position, and has an 

equal right and responsibility to speak up for safety
• When anyone raises a concern, we all need to strive to listen and thank them for speaking up
• Managers and leaders take the time to follow up, and feedback about concerns raised.

8 CONSULTATION WITH OUR COMMUNITY

Consultation with the community is crucial for the work CCDHB does, especially in the development 
of strategic direction where CCDHB has well developed engagement processes to ensure the 
informed views of communities are pulled through into the organisation’s strategic plans.

Community consultation, engagement and collaboration is also a key part of strategic work 
programmes as is evidenced by the Localities approach and the Child Health System Design work. 
An important component of these work programmes is working closely with local communities and 

populations to strengthen access to, quality of, and health outcomes from the mix of health services 
provided to communities.

CCDHB is also setting up a Citizen’s Health Council to create a new communication mechanism that 
will strengthen the relationship between the DHB and the communities it serves. The Council will 
regularly connect with communities and community leaders at a strategic level. This Council will 
partner with, and build on the work being done by the Māori Partnership Board and the Pacific and 
Disability Advisory Groups.

The locality planning, in partnership with our communities, will be a critically important part of 
consultation processes. This will inform service plans, investment plans and the Ministry of Health’s 
prescribed Annual Plan. The Annual Plan is not for public consultation as it is a compliance 
document with a focus on technical requirements set by the Ministry of Health on behalf of the 
Government of the day. However, certain aspects of the plan are consulted on, such as ‘Service 
Changes’ where the national Operating Planning Framework (OPF) requires DHBs consult with the 
public.
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Ashley Bloomfield, Chief Executive Officer
Michael McCarthy, Chief Financial Officer
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FINANCIAL PERFORMANCE RESULT AND OVERVIEW
Summary

The DHB has a board approved deficit target of ($21m) for the 2017/18 financial year, and is forecasting a deficit of ($19m) for the year. This is an 
improvement of $2m on the overall deficit target. 

The DHB result for the period ending March 2018 is $116k favourable to budget and a deficit of ($1.91m) for the month. The year to date (YTD) result was 
$2.03m favourable to budget with deficit of ($13.16m) YTD.

YTD Variances against Budget

Revenue is unfavourable ($272k) for the month and $5.74m favourable YTD. The unfavourable month variance is largely due to YTD IDF revenue negative 
adjustment offset by improved elective revenue and other Inter DHB revenue for the month.  The YTD revenue has been favourable across most categories,  
with the recognition of additional IDF revenue $2.6m ahead of YTD target, other DHB revenue (non IDF related) $1.4m, ACC $950k, patient sourced $877k, 
and other revenues. Favourable variances are offset by ($450k) elective revenue aligned to Mar YTD delivery against electives funding schedule.

Labour costs, including Employee and Outsourced personnel, are unfavourable ($665k) for the month and unfavourable ($3.3m) YTD. The Medical and 
Nursing costs are over budget partially offset by vacancy savings in Allied Health and Management Admin.

The increased costs in medical are in part related to vacancies being lower than expected, while increased outsourced locums and additional sessions have 
been used to maintain theatre utilisation and throughput. The nursing costs are comparable to last year, and the unfavourable variance is as a result of 
planned savings not being achieved.

Outsourced Services are favourable $538k for the month and $1.14m YTD, due to reduced outsourcing of clinical procedures.

Result for Period ended March 2018
2017/18

Account Type in $000s  Actual  Budget  Variance  Actual  Budget  Variance 
 Annual 
Budget 

Revenue 89,407 89,678 (272) 813,346 807,607 5,739 1,076,515
Labour Costs 40,286 39,621 (665) 355,884 352,523 (3,361) 471,935
Outsourced Services 1,523 2,060 538 16,708 17,845 1,137 23,621
Clinical Supplies 10,415 10,132 (284) 91,202 89,086 (2,116) 118,545
Infrastructure & Non-Clinical 9,301 9,507 206 86,360 84,929 (1,431) 113,260
Other Providers 29,792 30,385 592 276,355 278,411 2,056 370,153

Total (1,912) (2,027) 116 (13,162) (15,187) 2,025 (21,000)

Mar 2018 Year to Date
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Clinical Supplies were unfavourable ($284k) for the month and unfavourable ($2.11m) YTD due to increased volumes, and change in volume price and mix 
variations on supplies.

Infrastructure & Non Clinical was favourable $206k for the month and ($1.43m) year to date against budget, due to increased costs in hotel services 
(maintenance, cleaning, food and laundry costs), higher than budgeted spend of special funds, and spend on consulting costs related to various projects, 
such as acute flow improvement initiatives, and site master planning.

External Providers Review

External Provider expenditure: total favourable variance year to date of $2.1m. 

The favourable variances are:
∑ Aged Residential Care rest home and hospital with $3m due to better NASC management and pay parity costs not as high as the original forecast (pay 

parity forecast budget was based on 2015/16 volumes as per MOH calculations. MOH will update their forecast in April 2018)
∑ Demand driven services like pharmaceuticals, dental services and immunisation, well as Healthcare Home services had a favourable variance of $984k
∑ Other costs had a favourable variance due to lower than budgeted costs 

Capital & Coast DHB - Funder
 Ext Provider Payments - $000s

Actual Budget Last year
Actual vs 
Budget

Actual vs 
Last year

YTD March 2018
Actual Budget Last year

Actual vs 
Budget

Actual vs 
Last year

External Provider Payments:
5,131 5,225 5,640 94 509  - Pharmaceuticals 51,745 51,953 51,368 208 (378)
5,128 5,103 5,046 (25) (82)  - Capitation 48,326 47,489 46,611 (836) (1,714)
1,718 1,787 1,492 70 (226)  - ARC-Rest Home Level 15,469 15,611 13,373 142 (2,095)
3,262 3,949 3,457 687 195  - ARC-Hospital Level 31,884 34,767 31,319 2,883 (565)
1,696 1,617 1,449 (79) (247)  - Other HoP 15,188 14,550 15,827 (639) 638
1,903 1,886 1,726 (17) (175)  - Mental Health 17,236 16,970 16,666 (266) (569)

477 473 454 (4) (22)  - Child, Youth, Families 4,298 4,256 3,284 (42) (1,013)
567 683 630 115 63  - Demand driven primary services 5,180 5,854 4,721 675 (458)
198 209 100 11 (97)  - Healthcare Homes services 1,785 1,886 1,002 101 (782)

1,607 1,458 1,509 (149) (98)  - Other 12,727 13,118 13,626 391 899
8,105 7,995 7,700 (110) (405)  - IDF Outflows 72,517 71,957 68,359 (560) (4,158)

29,793 30,385 29,204 592 (585)   Total Expenditure 276,355 278,411 266,156 2,056 (10,195)

Variance Variance
Month - March 2018 Year to Date
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The unfavourable variances offsetting these amounts are:
∑ Capitation unfavourable variation of ($836k) due to timing of payments and budget phasing. Additional revenue received offsets this variance
∑ Other Health of Older Persons has an unfavourable variance of ($639k) mainly due to additional in between travel for carers and additional costs for 

respite care related to pay parity. Additional revenue will be received from the Ministry to match these claims
∑ Mental Health has an unfavourable variance of ($266k) mainly due to additional services related to Whitby and packages of care
∑ IDF outflows unfavourable variance of ($560k) is a provision for CDW costs owing to other DHB provider arms

Employee FTE Financial Reporting to Ministry of Health (MOH Accrued FTE)

For financial accounting purposes MOH require an accrued FTE measure (as shown in the table below).  This measure includes all hours on an accrual basis 
including leave accruals, overtime and casual hours. As an FTE measure this is highly volatile for a 24/7 facility due to the divisor being set based on the 
number of working days in the month. The Year to Date total is an average for the year. The average $ per FTE is impacted by MECA increases year on year.

Capital & Coast DHB
MOH Accrued FTE

Actual Budget Last year
Actual vs 
Budget

Actual vs 
Last year

YTD March 2018

Actual Budget Last year
Actual vs 
Budget

Actual vs 
Last year

Annual 
Budget 
Average 
FTE Last year

FTE
887 854 880 (33) (7) Medical 897 857 871 (40) (26) 866 874

2,274 2,131 2,114 (143) (160) Nursing 2,293 2,267 2,213 (26) (81) 2,288 2,239
699 702 709 3 10 Allied Health 701 718 700 17 (1) 719 707
141 140 141 (1) 0 Support 143 146 140 3 (3) 146 141
833 833 838 (0) 5 Management & Administration 850 862 837 12 (13) 864 841

4,835 4,659 4,682 (175) (152) Total FTE 4,885 4,851 4,761 (34) (123) 4,884 4,802
Average $ per FTE

14,708 15,366 14,687 658 (21) Medical 127,072 130,306 124,110 3,234 (2,962) 173,585 169,452
7,025 7,237 7,057 212 32 Nursing 61,350 61,407 61,043 57 (308) 81,646 81,086
6,900 6,962 6,765 62 (135) Allied Health 58,916 59,260 57,522 344 (1,394) 78,862 76,807
4,800 4,723 4,366 (76) (434) Support 40,770 40,222 39,211 (548) (1,559) 53,538 52,744
5,757 5,765 6,346 9 589 Management & Administration 53,268 54,445 53,628 1,176 359 71,688 70,389
8,133 8,347 8,239 214 106 Cost per FTE all Staff 71,063 71,386 70,121 323 (942) 94,935 93,838

Annual
Variance Variance

Month - March 2018 Year to Date
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CCDHB STATEMENTS OF FINANCIAL POSITION

Feb -18 Capital & Coast DHB

Balance Sheet

Actual Actual Budget
At Mar 
2017

At June 
2017

Actual vs 
Budget

Actual vs Mar 
2017 Notes YTD March 2018

20 21 101 99 101 (79) (77) 1 Bank

34,597 30,817 14,056 15,999 20,302 16,761 14,819 1 Bank NZHP

9,665 9,689 8,409 8,167 8,409 1,279 1,521 1 Trust funds

42,083 45,406 46,690 36,637 43,962 (1,285) 8,769 2 Accounts receivable

9,272 8,993 8,602 8,157 8,602 391 836 Inventory/Stock

5,704 5,224 5,632 4,446 5,632 (409) 778 2 Prepayments

101,342 100,150 83,491 73,504 87,009 16,659 26,646 Total current assets

448,627 446,611 461,940 468,456 466,278 (15,328) (21,844) Fixed assets

10,245 10,245 10,245 8,615 9,859 0 1,630 Work in Progress - CRISP

12,352 15,103 14,787 10,222 5,613 316 4,881 Work in progress

471,223 471,959 486,972 487,293 481,750 (15,013) (15,334) 3 Total fixed assets

6,468 6,468 6,468 6,468 6,468 (0) 0 Investments in New Zealand Health Partnership

1,150 1,150 1,150 1,150 1,150 (0) (0) Investment in Allied Laundry

7,617 7,617 7,618 7,618 7,618 (1) (0) Total investments

580,183 579,726 578,081 568,414 576,377 1,645 11,312 Total Assets

0 0 0 0 0 0 0 1 Bank overdraft HBL

78,241 74,007 65,996 58,691 66,065 (8,010) (15,315) 4 Accounts payable, Accruals and provisions

81 81 326 81 326 244 (0) 7 Loans - Current portion

4,007 6,011 7,335 1,396 0 1,324 (4,615) 6 Capital Charge payable

593 593 593 0 593 0 (593) Insurance l iabi lity

24,120 24,584 20,969 23,520 20,969 (3,615) (1,064) 5 Current Employee Provisions

44,926 45,223 45,507 41,992 45,507 284 (3,231) 5 Accrued Employee Leave

8,394 11,319 11,819 9,109 11,819 499 (2,210) 5 Accrued Employee salary & Wages

160,363 161,819 152,545 134,790 145,279 (9,274) (27,029) Total current liabilities

302 302 302 628 302 0 326 7 Crown loans

9,717 9,739 8,488 8,249 8,488 (1,251) (1,490) Restricted special funds

605 605 605 229 605 0 (376) Insurance l iabi lity

5,868 5,868 5,868 5,765 5,868 0 (103) Long-term employee provisions

16,492 16,515 15,263 14,871 15,263 (1,251) (1,643) Total non-current liabilities

176,855 178,333 167,808 149,661 160,542 (10,525) (28,672) Total Liabilities

403,328 401,393 410,273 418,754 415,835 (8,880) (17,361) Net Assets

768,766 768,564 779,751 763,363 773,235 (11,187) 5,201 7 Crown Equity

0 0 0 0 (3,484) 0 0 Capital repaid

23,404 23,583 23,677 23,560 23,677 (94) 23 Reserves

(388,843) (390,754) (393,156) (368,170) (377,593) 2,402 (22,584) Retained earnings

403,328 401,393 410,273 418,753 415,835 (8,880) (17,360) Total Equity

Month : March 18

Variance
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Notes to the Balance Sheet and Cashflows

A) Notes to Balance Sheet:

1. The DHB’s cash balance at the end of March 18 is significantly higher than budget mainly due to additional 2016-17 wash-up funding for electives 
and IDF received in October 17 and less than expected capital spend. All surplus funds are invested by New Zealand Health Partnerships in short 
term investments;  

2. Accounts receivable is less than budget due to timing differences. Some of the main customers include Ministry of Health $7.8m, Hutt Valley DHB 
$2.9m, Health workforce NZ $2.5m; 

3. Total non-current assets is less than budget due to less than expected capital spend;

4. Accounts payable, accruals and provisions is higher than budget due to timing differences. Some of main suppliers include Healthcare Logistics 
$2.5m, Spotless services $1.7m, NZ Blood Service $1.3m, various SIDU related accruals $26.7m mainly due to NGO providers paid a month in 
arrears;  

5. Crown loans and equity are in line with budget. The comparative previous year balances are different due to the conversion of all Crown loans to 
equity in February 2017.

B) Notes to Cash flow statement:

6. The net cash flow from operating activities is higher than budget due to timing differences;

7. The net cash flow from investment activities is less than budget due to less than expected capital spend;

8. There is not much movement in financing activities. Note that CCDHB is not seeking deficit support in the current financial year.

C) Ratios

9. Current Ratio – This ratio determines the DHB’s ability to pay back its short term liabilities. 
DHB’s current ratio is 0.62 (June 17: 0.62);

10. Debt to Equity Ratio - This ratio determines how the DHB has financed the asset base. 
DHB’s total liability to equity ratio is 28:72 (June 17 27:73).
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Cash Forecast

We have projected our cash position based on the proposed capital budget and a forecast deficit of $19m for 2017/18. However, any deterioration in these 
forecasts may put the facility limit at risk and we continue to monitor this closely. The working capital facility limit is approximately $55m.
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BOARD PROCEDURAL

Date:  8 May 2018

Author Catherine Epps, Executive Director, Allied Health, Scientific and Technical

Andrea McCance, Executive Director, Nursing and Midwifery

John Tait, Chief Medical Officer

Endorsed by Executive Leadership Team and Clinical Council

Subject CLINICAL COUNCIL – APRIL UPDATE

RECOMMENDATION

It is recommended that the Board:

a) Notes that the Clinical Council met on 26 April 2018 and covered two agenda items:
i. Draft Annual Plan
ii. Pyxis Business Case.

1. APRIL CLINICAL COUNCIL MEETING

The Clinical Council covered the following items at its April meeting:

1.1 Draft Annual Plan Review

While DHBs await the letter of expectations and planning guidance package from the Ministry of Health, 
the 2018/19 annual plan is being drafted with our current knowledge of the Minister’s priorities and 
expectations.  These include reducing inequalities, sustainability and safety of services including 
infrastructure, mental health and wellbeing, child and youth health and wellbeing, and primary health 
care.  

The Clinical Council discussed a range of initiatives within the annual plan and endorsed the direction. The 
Council will review the next draft that will incorporate the Minister’s expectations and updates in 
response to the formal planning guidance.

1.2 Pyxis Business Case

The Pyxis system automatically and safety dispenses patient medications in clinical areas such as wards.  
The current Pyxis 3500 system at Wellington Hospital is no longer supported by the supplier and has 
reached its end of life.   The latest version, Pyxis ES, has been recently installed at Kenepuru Hospital, and 
the ICU extension has been designed to accommodate this version of Pyxis.  

A business case with three options was discussed by the Clinical Council, namely:
∑ Status quo, with major risk for medicine storage and security as the current Pyxis 3500 system 

increasingly fails.
∑ Rebuild new pharmacy stores in areas currently with Pyxis.  This would subsequently decrease 

medicine security and inventory management. 
∑ Purchase or lease the Pyxis ES system.    

The Business Case was endorsed by the Clinical Council with the preference for leasing due to the inclusion 
of technology updates being provided as part of the costs by the vendor.
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BOARD PRESENTATION

Date: 8 May 2018

Author Taima Fagaloa, Director, Pacific Peoples Health

Endorsed By Ashley Bloomfield, Interim Chief Executive

Subject 6 MONTHLY PACIFIC HEALTH REPORT MAY 2018

RECOMMENDATIONS

It is recommended that the Board:

a) Notes the monitoring outcomes for Toe timata le upega CCDHB Pacific Action Plan 2017-
2020;

b) Notes that the sector achieved immunisation for Pacific babies’ target of 95% for 24 months 
(97.8%);

c) Notes the positive outcomes being achieved for Pacific children through the delivery of the 
Project Energize programme across low decile schools;

d) Notes the challenges to achieving better outcomes for Pasifika disabled people;

e) Notes the plan to improve B4SC outcomes for Pacific children by Plunket. 

TOE TIMATA LE UPEGA 2017-2020: CCDHB PACIFIC ACTION PLAN 

Our vision for Pacific people is to live longer and healthier lives. As outlined in Toe timata le 
Upega 2017-2020, the priorities for the plan are:

Priority 1: We aim to give Pacific children and young people the best start in life;
Priority 2: We will support Pacific people to better access mental health and addiction services;
Priority 3: We will support Pacific people with disabilities to increase utilisation of support 
services;
Priority 4: We will encourage Pacific people to eat healthy and stay active;
Priority 5: We will support Pacific people to actively utilize health services.

PRIORITY 1: WE AIM TO GIVE PACIFIC CHILDREN AND YOUNG PEOPLE THE BEST START IN LIFE

1.1 Ambulatory Sensitive Hospitalisation (ASH) rates for Pacific children for Sept 16/17 *BPS

Pacific children’s ASH rates continue to be a high priority and focus area especially for the 0-4 
year olds. At the last ICC meeting, it was noted that the ASH rate for Pacific has continued to 
decrease since December 2015. 
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1.2 B4SC for Pacific

The performance for Pacific children in the Before School (B4SC) programme has fallen behind in
Quarter 2 (Q2) in comparison to Q4 16/17 results where equity targets were achieved for Māori 
and Pacific. Despite the overall target for Quintile 5 being achieved, Plunket were 17 checks 
behind for Pacific children. 

Actions to improve targets include:
∑ The Plunket Pacific navigator is working to locate families twice weekly in the CCDHB area;
∑ Plunket Management has engaged with the pacific arm of Whanau Maanaki Wellington 

Kindergarten Service to support access to the Pacific ECE centres. These will be visited in the 
final term of the year as well as high need kindergartens in Porirua and Newtown;

∑ The quarterly B4SC working group continues to meet with stakeholders involving Plunket, Ora 
Toa, RPH, Compass Health, Sport Wellington and the DHB;

∑ The meetings have seen good collaboration, e.g. joint Plunket and Ora Toa B4SC clinics over 
the holidays and the inclusion of Sport Wellington at large clinics to promote the Pre School 
Active Families programme;

∑ Plunket will engage with Pacific providers and the Pacific Navigation Service to improve 
engagement with Pacific families.

1.3 Pacific Oral Health 

The Bee Healthy Service continues to focus on equity in the delivery of services for high need, 
Māori and Pacific populations. Two initiatives that aim to improve access for Pacific communities 
includes the need to target children who are either in specific areas or have failed to attend 
appointments; the highest being Māori and Pacific children. These include the introduction of 
Hub Administration Support roles to exclusively target these children. The three roles are placed 
in each of the three large hubs of Naenae (Hutt Team), Brandon (Kapiti-Mana team) and Selby 
House (Wellington Team) and are responsible for administration support for the hubs which 
come under each team.

The Service has engaged the support of the Pacific Navigation Service to follow up with Pacific 
children of who need further support with dental care. This will include the Pacific Navigation 
team receiving referrals from the Bee Healthy Service to work with Pacific families particularly 
where English is a second language to ensure they understand the services that will be delivered 
to their child.
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1.4 Pacific Breastfeeding Service

The Pacific Breastfeeding service is comprised of two health workers and a registered nurse. The 
team work as Breastfeeding advocates, educators and Peer Counsellor Programme 
Administrators (PCPAs). The newest team member took up her position as the Pacific Lactation 
consultant in early July and will be undertaking the Lactation Consultant training programme to 
qualify as an International Board Certified Lactation Consultant (IBCLC). The Women’s Health 
Service is also currently in the process of recruiting another hospital based Clinical Midwife/Nurse 
Specialist Lactation position to specifically focus on Māori and Pacific women.

The Pacific breastfeeding numbers are low compared to an increase in this quarter for NZ 
European and “Other”. 8% of the consults in person were Pacific which was similar to 9% in the 
last quarter. 

The Performance improvement plan for the Pacific Breastfeeding Service will include a more 
robust approach to stakeholder engagement. For example, Taeaomanino Trust, a Pacific provider 
based in Porirua hold the Family Start programme contracted through Ministry of Social 
Development.

Family Start workers make regular home visits and, using a structured program, seek to improve 
parenting capability and practice. Workers also actively work to promote breastfeeding, reduce 
home hazards, connect infants to immunisation and primary health services, promote children’s 
participation in early childhood education, and connect families to services that could help 
address family violence, substance abuse, mental health and other challenges they face.

The Taeaomanino Trust programmes is contracted to register 160 expectant Pacific mothers in 
their second trimester of pregnancy. The Pacific Breastfeeding Service will investigate 
opportunities to deliver their services in order to capture Pacific mothers enrolled with 
Taeaomanino Trust.

PRIORITY 2: WE WILL SUPPORT PACIFIC PEOPLE TO BETTER ACCESS MENTAL HEALTH AND 
ADDICTION SERVICES

CCDHB continues to invest in the provision of by Pacific for Pacific services. The services funded will 
support the Pacific people with a high burden of mental illness. The profile in relation to Pacific 
people’s mental health and addiction is complex with compounding risk and protective factors that 
are different from other ethnic groups. The Pacific Directorate will be working with Strategy, 
Innovation and Performance Service (SIPS) to ensure both mainstream and Pacific, primary and 
secondary services are responsive to Pacific people. The services CCDHB continues to fund are as 
follows:
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∑ Vaka Pasefika Forensic Mental Health  
∑ Health Pasefika Adult Mental Health
∑ Health Pasefika Child and Adolescent Mental Health Service
∑ Vaka Tautua Te Ara Pai Pacific Navigation Service
∑ Taeaomanino Trust CAMHS Service.

These services will participate in the Pacific forum who will meet with the Mental Health Review 
Panel and will be identifying consumers who are able to participate in the discussions.

PRIORITY 3: WE WILL SUPPORT PACIFIC PEOPLE WITH DISABILITIES TO INCREASE UTILISATION OF 
SUPPORT SERVICES

According to the census in 2013, the Pacific population is the most youthful population of all ethnic 
groups in New Zealand with a median age of 22.1 years old. This is consistent with the ages of 
Pasifika people using Ministry of Health funded disability support services, with 42% of the Pasifika 
people who were allocated disability supports being aged 19 years and below (compared with 32% 
European/other). Of these, 60% were male and only 40% were female.

Pasifika disabled people and their families overall are somewhat under-represented amongst users of 
Ministry of Health funded disability support services. They represent 5.9% of service users, relative to 
the total Pacific population of 7.4%. Contributory factors to this under-representation are that 
Pasifika disabled people have a limited choice of culturally responsive disability services, allied with 
the negative Pasifika community cultural views of disability.

The 3DHB Disability team and the Pacific Directorate with the support of the Sub Regional Pacific 
Strategic Health Group, are in the early stages of establishing a Pacific Sub-Regional Disability 
Advisory Group to encourage a collective approach by providers of disability services to develop and 
monitor a Pacific disability plan. 

PRIORITY 4: WE WILL ENCOURAGE PACIFIC PEOPLE TO EAT HEALTHY AND STAY ACTIVE

4.1   GRX Green Prescription

Māori and Pacific targets of 70% for Green Prescription GRX and GRX plus have been agreed with 
the provider Sport Wellington. Maternal and Preschool Green Prescription continue to be 
monitored in relation to the performance for Māori and Pacific people. 

4.2   Project Energize

The Heart Foundation are responsible for delivering the Project Energize programme across 
Decile 1 schools in the Wellington region. Project Energize actively works in 240 primary and 
intermediate schools within the Waikato District Health Board area, beginning in 2004. The 
Project works alongside teachers to deliver healthy eating and physical activity into the school 
setting and through into communities. Capital Coast DHB, through the Heart Foundation has been 
delivering the project since 2016 into Wellington schools and are already seeing good results in 
their 16 schools.

The first CCDHB Project Energize AUT evaluation is showing significantly improved results, given 
the high number of Māori and Pacific children enrolled, we can expect that Māori and Pacific 
children nutrition and physical activity is improving. The highlight summary includes (statically 
significant improvement from 2016 to 2017): 
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∑ More children are eating breakfast every day of the week and more children are usually 
eating breakfast at home

∑ one third fewer foods purchased from a fast food place or takeaway
∑ one third fewer fizzy or soft drinks consumed in 2017 compared to 2016
∑ More children (9%) drinking four or more glasses of water a day
∑ Marked (10%) decrease in the proportion of children having fizzy drinks. Almost half (48%) 

had no fizzy drinks in the last week
∑ Slightly (3%) more children drinking fruit juice three or fewer times in the last week. 39% had 

no fruit juice in the past week.
∑ The overall average time spent each day in physical activity in class time increased from 20 

minutes in 2016 to 25 minutes in 2017.
∑ Overall exceeding the goal of 20 minutes of quality physical activity in class time each day.
∑ At all ages and for both genders Capital Coast children were faster in 2016 than 2017.

Two new Energizers have been appointed to the programme, both of Māori and Pacific descent. 
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4.3   Immunisation 8 Month & 24 Month

8 months: Percentage of eligible children fully immunised at eight months of age for total 
DHB population, Māori and Pacific; achievement requires that the target is met for the total 
population and significant progress for the Māori population group (and where relevant) 
Pacific population group has been achieved. CCDHB performance for Pacific immunisation 8 
months 93.3%; 24 months 97.8%: 5 years 92.6%.

PRIORITY 5: WE WILL SUPPORT PACIFIC PEOPLE TO ACTIVELY UTILIZE HEALTH SERVICES

5.1   Healthy Homes Referrals

Healthy Homes referrals to the Regional Wellhomes programme continues to increase. 
Initiatives undertaken to increase referrals include Hub phone calls, texts, and letters. Hub 
works with referrer/medical centre to engage whānau (engage outreach, community workers, 
and navigators). Assessor phone calls, texts, cold calls. Assessor engages whānau for 
intervention follow up (which can include a second visit

5.2   Pacific Faster Cancer Treatment Pathway

The Pacific Faster Cancer Treatment project was developed in response to the 2015-2018 
Ministry of Health-New Zealand Cancer plan and overall cancer control strategy. Faster 
cancer treatment indicators were introduced by the Ministry of health in July 2012, and 
required each district health boards to collect standardised information on patients who had 
been referred urgently with a high suspicion of cancer. This has resulted in a Faster Cancer 
treatment health target, being 85% of people to receive first cancer treatment within 62 days 
of being referred urgently with a high suspicion of cancer. 
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Pacific people receiving cancer treatment at CCDHB Data.

(Number of Pacific island patients who received treatment for cancer by Year. And the 
compliance with the 62 day FCT health target. July 2014 - March 2017)

A project Steering Group was established with clinical and management representation from
the cancer care services, Pacific Navigation Services and the Sub Regional Pacific Strategic
Health Group (SRSPHG). This project was jointly sponsored by the Directors of the DHB Pacific
Health Directorate and the Executive Director of Operations, Medicine Cancer and
Community Directorate CCDHB and Clinical Director.
The Pathway has been completed and implementation phase is underway. This report
supports the need to address inequalities by improving the delivery of health care services to
Pacific peoples with cancer. The Pacific Faster Cancer Treatment project was developed in
response to the 2015-2018 Ministry of Health (MoH, 2015a) New Zealand Cancer Plan that
outlines the overall cancer control strategy which includes:
∑ Improving access to diagnosis and treatment for those with recognised disadvantage, such 

as Māori and Pacific peoples, who have lower cancer survival rates;
∑ Clinicians will be encouraged to use a case management approach for Māori and Pacific 

peoples;
∑ DHBs and PHOs will involve Māori and Pacific expertise, where possible.

Pacific peoples’ stories about their cancer journeys and experiences while under the care of
CCDHB Wellington Blood Cancer Centre (WBCC) were collected. The health care providers,
specialist services, community health providers, Non-Governmental Organisations (NGOs),
Pacific Leaders and community groups also provided their perspectives in the cancer patient 
experience.

KEY FINDINGS

The key findings, provides a summary of barriers and issues identified by patients, their families and
carers, health care providers and spiritual leaders. It also offers possible solutions and
recommendations that will inform the development of the Pacific FCT Plan for our Pacific
population, to ensure that Pacific peoples receive timely care along the cancer care continuum.
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The key barriers and issues identified by patients and family members

Access and Financial Issues

∑ Late engagement with Health services as of ‘fear of the unknown’
∑ Time of appointments at GPs is too short to go over the health issues;
∑ Cost to the patient for a number of appointments to see the GP if the health problem is not 

diagnosed early
∑ Maintaining work as a bread winner of the family and receiving treatment
∑ Time taken to arrange what is needed to support patients at home
∑ Transport to and from appointments or back to the hospital when unwell.

Health Literacy

∑ Poor health literacy leads to confusion and miscommunication
∑ Using medical terminology is difficult to understand
∑ No Pacific Clinicians to explain cancer information
∑ Social, Family, Cultural and Spiritual support
∑ Social, family, cultural and spiritual support not often acknowledged
∑ Patients seek alternative treatments such as fofo (Samoan traditional healer) and spiritual
∑ healing when being told their results were normal
∑ Not given the space for family members to be with the patient.

The key barriers and issues identified by Service Providers

∑ Health Literacy
∑ Identifying the right person to relay information to
∑ Patients late for presentations to (GP)
∑ Do not attend (DNA) both at GP and hospital appointments.

The key barriers and issues identified by Pacific Spiritual Leaders

∑ Health professionals sometimes do not value the spirituality of patients
∑ Assumptions that they interfere with decision makings and the choices patients make
∑ No space/room for prayers and families to be with their loved ones.

Pacific patients accessed and received timely diagnostic tests and treatment once they enter the
Secondary services or admitted to the DHB hospital however, there seems to be long delays in
Primary health in investigating and referring for diagnostic tests to confirm their diagnosis. This has
been raised by many patients and family members.
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RECOMMENDATIONS

∑ Initiate the Faster Cancer triage tool
∑ Improve early engagement with health services/professionals
∑ Improve health literacy and access to information
∑ Consider patient social, cultural, family and spiritual support at all levels
∑ Improve patient care during diagnosis, treatment and follow up care
∑ Increase Pacific Cancer/Oncology clinical workforce.

6.0   Pacific Community Engagement Initiatives

Engaging with Pacific communities remains an important focus for the Pacific Directorate. In 
September the CCDHB Pacific Directorate team supported the Wellington Region Pasefika 
Services Inc, to organise a Health Information Day focused on services for older people. The 
Wellington Region Pasefika Services Inc, is made up of mixed Pacific Island Church congregations 
from Petone, Porirua, and Newtown (PIC). 

The event was held on a Saturday at the Newtown Church and was well attended by members 
from the different congregations. The board of the Wellington Regional Pacifica services 
specifically requested information about services for older people to support Pacific people to 
care for older relatives at home and in the community. The board advocated the need for 
support services to be more culturally responsive to meet the needs of Pacific.

The DHB liaised with the Needs Assessment and Service Coordination (NASC) agency, Wesley 
Community Action, Stroke Central, Alzheimer’s society, Well Elder, and Elderly Family Matters for 
their input. The DHB also promoted Advance Care Plan through translations in the different 
Pacific languages.

In the October 2017 the Pacific Director presented statistical information about children’s 
hospital admissions at the Wellington Pacific Leaders forum and then again the Fijian community.
Both forums generated a lot of interest and discussion about the health of Pacific and people 
wanted to learn and understand more about how they can address health issues within their own 
communities.

7.0   Workforce Development

7.1 CCDHB Peoples Strategy

The Pacific Directorate are engaged in the development of the People Strategy. The basis will be 
the outcome of the Staff Survey which reflects challenges for Pacific staff.

7.2 State Sector Commission – Talent Management Leadership Development

The Pacific Director continues to represent Pacific perspectives for the above national 
programme. This programme is an opportunity for potential Pacific leaders in the health sector to 
be identified for leadership development to further their leadership skills and potential. The 
Pacific Director has participated in 1:1 forums and teleconferences. 
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Capital & Coast District Health Board Page May 2018

BOARD DECISION

Date:  8 May 2018 

Author Rachel Haggerty, Director, Strategy, Innovation and Performance

Endorsed by Ashley Bloomfield, Interim Chief Executive

Subject 3 DHB DISABILITY SERVICES ADVISORY COMMITTEE RECOMMENDATIONS 

The full papers and recommendations of the 19 March DSAC meeting are available on Boardbooks for Board 
members to review.

RECOMMENDATIONS

It is recommended that the Board receives and endorses the advice of DSAC as considered at their meeting on 
19 March, and:

Terms of Reference

a) Notes that the three Chief Executives have agreed to the Terms of Reference and that the Terms of 
Reference have had legal review;

b) Notes the revised Terms of Reference.

Approach to DSAC

c) Notes that the three Chief Executives have been advised of the approach to the DSAC in the attached 
presentation;

d) Notes that this Committee would work with the Maori Partnership Board, Sub-Regional Pacific Advisory 
Group and Sub-Regional Disability Advisory Group;

e) Note the importance of focusing on addictions, as well as mental health.

Mental Health and Addiction: Joint Work Programme Update

f) Notes the work programme that covers the key priorities that ensures the improvement of mental health 
and wellbeing outcomes across the 3DHBs;

g) Notes the combined efforts of the 3DHB’s response to the Mental Health Inquiry. 

Report on UK Research Trip: Citizen Led Social Care and NHS Transformation

h) Notes that the examples cited in the paper and presentation of successful citizen led initiatives and the good 
practices;

i) Notes that Community Circles can be a mechanism for building community assets and the potential for 
Community Circles learning for implementation in the sub-region. 

Update on Implementation of Disability Strategy

j) Notes the review of the Disability Education at CCDHB;
k) Notes the research on Informed Consent for people with learning disabilities with a focus on developing 

resources;
l) Notes the progress on the New Zealand Sign Language Plan;
m) Notes the strategic issues arising from the Interim Governance Group.

APPENDIX

1. 3DHB Disability Services Committee Terms of Reference
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Terms of Reference

Wairarapa, Hutt Valley and Capital & Coast District Health Boards
Disability Services Advisory Committee

March 2018

Compliance In accordance with section 35 of the New Zealand Public Health and Disability Act 2000, 
the Boards shall establish a Disability Support Advisory Committee (hereinafter called 
“The Committee”) whose members and chairperson shall be as determined by the 
Boards from time to time.

The Committee shall comply with the New Zealand Public Health and Disability Act 2000.  
The terms of reference of the Committee shall be to do the following in a manner not 
inconsistent with the New Zealand Health Strategy.

The Committee shall comply with the Boards’ Standing Orders for Statutory 
Committees.

These Terms of Reference:

∑ are supplementary to the provisions of the Act and Schedule 4 to the Act;
∑ supersede the previous Terms of Reference dated 30 July 2017;
∑ are effective from March 2018.

Functions of 
the Committee

The functions of this Committee are to give the advice to the full Board of each DHB on:

∑ the needs, and the factors that may affect the mental health and disability 
status, of the residents of the DHB;

∑ the mental health and disability support needs of the resident population of 
the DHB;

∑ priorities for use of mental health and disability support funding.
The aim of the Committee’s advice is to ensure that each DHB maximize the 
independence of the people with mental health and disability support needs within 
the DHB’s resident population through:

∑ the range of disability support and mental health services the DHB has 
provided or funded or could provide or fund for those people;

∑ the service interventions the DHB has provided or funded or could provide or 
fund for the population;

∑ policies the DHB has adopted or could adopt for those people.
The Committee’s advice will be consistent with the New Zealand Health Strategy.

The Committee shall present its findings and recommendations to the Boards for their
consideration.

Objectives and 
Accountability

The Committee shall:
∑ monitor the disability support and mental health needs of each DHB resident 

population providing advice to each Board;
∑ provide advice to each Board on the implications of mental health and 

disability related needs and status for planning and funding of nation-wide and 
sector-wide system improvement goals ;

∑ provide advice to each Board on policies, strategies and commissioning 
(planning and funding) to support improved health and wellbeing outcomes
for the target population in each district;
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∑ provide advice to each Board on priorities for improvement and independence 
of people experiencing mental health distress and disability as part of the 
strategic and annual planning process to improve wellness outcomes and 
independence within each district;

∑ provide advice to each Board on strategies to achieve equity in modifiable 
mental health and disability status amongst the population of each DHB 
including but not limited to Māori, Pacific, people living in high deprivation, 
people with mental health and addiction conditions and people with 
disabilities;

∑ monitor and advise each Board on the impact and effectiveness of disability 
support and mental health services being provided for the resident 
population of each DHB; 

∑ provide advice to each Board on the delivery of health services accessed by 
people with mental health distress and disabilities including how it can 
effectively meet its responsibilities towards the government’s vision and 
strategies for both populations;

∑ inform and engage with each advisory group on all issues
∑ identify issues and opportunities in relation to the provision of mental health 

and disability services that the Committee considers may warrant further 
investigation and advise the Board accordingly;

∑ identify when ‘expert’ assistance will be required in order for the Committee
to fulfill its obligations, and achieve its annual work plan by co-opting 
experience when required;

∑ report regularly to each Board on the Committee’s findings (generally the 
minutes of each meeting will be placed on the agenda of the next Board 
meeting);

∑ collaborate as required with Committees of other district health boards in the 
interests of providing optimum, economical and efficient services;

∑ perform any other functions as directed by the respective DHB Boards.

Authorities and 
Access

The following authorities are delegated to the Committee to:
∑ require the Chief Executive Officers and/or delegated staff to attend its 

meetings, provide advice, provide information and prepare reports upon 
request;

∑ interface with any other Committee(s) that may be formed from time to time.

Meetings The Committee shall hold no less than four meetings per annum, but may determine to 
meet more often if considered necessary by the Committee or upon that instruction of 
the Boards.  

Quorum A quorum of is a majority of Committee members, and must include at least one 
member from each Board and at least one co-opted member from each of the Sub-
Regional Disability Advisory Group (SRDAG), Sub-Regional Pacific Advisory Group 
(SRPAG)and Maori Partnership Board(s) (MPB) or their nominated alternates.

Membership Membership of the Committee shall be as directed by the Boards.  The Committee has 
the ability to co-opt expert advisors as required.

Procedure Schedule 4 of the New Zealand Public Health and Disability Act will apply to the business 
and procedure of the Committee.

.
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BOARD DECISION

Date:  8 May 2018

Author Rachel Haggerty, Director, Strategy, Innovation and Performance

Endorsed by Ashley Bloomfield, Interim Chief Executive

Subject HEALTH SYSTEM COMMITTEE RECOMMENDATIONS

The full papers and recommendations of the 2 May meeting are available on Board books for Board members to 
review.

RECOMMENDATIONS

It is recommended that the Board receives and endorses the advice of HSC as considered at their meeting on 2 
May, and:

Terms of Reference

a) Notes the revised Terms of Reference which includes the Minister’s priorities.

2018 Work Programme

b) Notes the approved Work Programme for 2017/18 with a focus on health system investment and prioritisation, 
system and service planning, system performance reporting and provider performance.

Investment In and Performance of CCDHB Primary Health Organisations (PHOs)

c) Notes in 2017 CCDHB will invest $60.8 million in the nationally negotiated PHO Service Agreement of which 
$56.4m is for our district and the remainder is funded by interdistrict flows from Hutt Valley DHB;

d) Notes that most PHO funding is agreed through the national PHO Services Agreement, including ‘first 
contact’ services, health promotion, immunisation, and referrals for appropriate interventions and 
procedures;

e) Notes that SIP has taken the lessons from the development of the Older Person Services Dashboard and used 
the knowledge to develop a draft PHO Services Dashboard to assist CCDHB to monitor and improve 
performance against the PHO Services Agreement;

f) Notes that the Committee endorsed the proposed PHO Services Agreement Dashboard with its focus on
structural measures, system level performance and impact measures;

g) Recommends to the Board that it requests management to work with PHOs to increase enrolment of Māori in 
primary care and lift performance from 84% to 95%;

h) Recommends to the Board that it prioritises improved performance in cervical screening, breast screening and 
heart and diabetes checks, for Māori and Pacific;

i) Note that the Committee requests SIP to work with the Pacific and Māori health teams, PHOs and other 
providers to research and develop further initiatives for reducing ED presentation, ASH and acute medical 
admission rates for these populations;

j) Recommend to the Board what further mechanisms may be used for accountability for equity.

Prioritisation and Investment – Implementing the Health System Plan

k) Notes the presentation on Investment and Prioritisation to deliver on health outcomes;

l) Notes the focus is on the marginal investment and that the performance of our existing investment is a focus 
of the Health System Committee.
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Even Better Health Care Update

m) Notes the prioritised initiatives to improve operational efficiency and effectiveness and the developing service 
delivery models that will be the foundation for achieving the goals of the Health System Plan – Vision 2030;

n) Notes the focus is on people and systems with the emphasis on better outcomes for patients and improving 
the working environment for staff. 

Investment and Performance – Aged Residential Care, Community Dental Agreement, Community Pharmacy 
Service Agreement

o) Notes that this is the first community services provider performance report for the Health System Committee 
(HSC);

p) Notes that in 2017/18 CCDHB will invest $62.4 million in local providers under the nationally negotiated Aged 
Residential Care Agreements for services that include rest home, continuing care, dementia and psychogeriatric 
services; 

q) Notes that in 2017/18 CCDHB will invest $2.1 million in local providers under the nationally negotiated 
Combined Dental Agreements for services that include oral health services and special dental services for 
under 18 year olds (predominantly secondary school students);

r) Notes that in 2017/18 CCDHB will invest $82.6 million in local providers under the nationally negotiated 
Community Pharmacy Services Agreements for services that include dispensing and other services provided 
by community pharmacies and the costs of the pharmaceuticals dispensed;

s) Notes that the Committee endorsed the Healthy Ageing Strategy Working group reviewing the older 
person’s dashboard including the use or interRAI data and acute admissions information to better 
understand the impact of the investment made by CCDHB;

t) Notes that the Committee endorsed the SIP team working with the DHB Pacific and Maori teams to develop 
an approach to reducing inequities in accessing community dental services (for secondary school students) 
and improving outcomes for these communities;

u) Notes that the Committee endorsed the SIP team working with the DHB Pacific and Maori teams, PHOs, 
community pharmacies and other providers to develop an approach to reducing inequities in pharmaceutical 
use, which will be linked to the improvement in equity in the use of primary care services (agenda item 3.1).

Hospital and Healthcare Services (HHS) Bi-Monthly Performance Report

v) Notes that planning is progressing for the winter demand and possible flu outbreak to ensure that we are 
able to respond to increased demands on services;

w) Notes that the ICU extension project is progressing and is due to be completed by 1 August as per the project 
plan;

x) Notes that the acute flow work programme is currently being reviewed and activities prioritised to ensure 
improvements continue to be made;

y) Notes the positive outcome of the recent certification surveillance audit  and the reduction in the number of 
overall recommendations;

z) Notes that performance against the Shorter Stays in ED health target has improved to 90-92% against a 
target of 95% but remains a challenge for the DHB;

aa) Notes that the Electives Target has been achieved year to date;

bb) Notes that the DHB remains within the threshold for compliance with the Elective Services and that the 
performance in this area has been sustained;

cc) Notes that performance against the MRI and CT waiting time indicators has remained at a similar level over 
the past three months and there are plans in place to improve access and performance, in particular:
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(a) Outsourcing of both MRI and CT scans;

(b) A review of waiting lists by services with a focus on the longest wait;

(c) The establishment of a demand management group led by the Chief Medical Officer; Review of DHB 
hours of operation with a view to extending these.
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BOARD DISCUSSION

Date: 8 May 2018

Author: Dave Lewis, Health & Safety Manager

Endorsed By: Thomas Davis, General Manager Corporate Services

Subject: CCDHB HEALTH AND SAFETY REPORT FOR THE MONTH OF APRIL 2018

RECOMMENDATIONS

It is recommended that the Board:

a) Notes the number of reported Health & Safety incidents has increased slightly this month;

b) Notes that there were no reported Notifiable Events this month, continuing a 18 month trend;

c) Notes the number of incidents resulting in lost time injuries at the time of the report production was 
four;

d) Notes the current Health and Safety Risks.
All information accurate at time of report production – 01/05/2018

1. PURPOSE

This report updates the Board on Health and Safety risks and outcomes as at 30 April 2018.

2. RISK AND ISSUES REGISTER

∑ There are currently 6 active health and safety risks identified in section at 4.7 of the April Risk 
Report;

∑ There are currently 18 H&S issues listed on the Combined Risk and Issues Register.

3. INCIDENTS

Higher reporting indicates a stronger health and safety culture and provides a more realistic picture 
of the exposure to hazards experienced by our workers. It is the actual work injury claims that 
accurately reflect the level of harm that is occurring. Physical Assaults on staff was the highest 
category of reported incident category, followed by threatening behaviour.
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Performance Summary

+Submission of Pre-employment Health Declarations with less than 2 weeks start date is usual cause

Definitions
∑ Injury Claims - Any work related injury resulting in an ACC claim
∑ MFO Claims - Medical Fee Only Claims. Any work related injury which results in an ACC claim for treatment but 

with no lost time
∑ LTIFR - Lost Time Injury Frequency Rate. The number of lost-time injuries (per million hours worked) within a given 

accounting period relative to the total number of hours worked in the same accounting period
∑ Severity Rate - The average number of lost days experienced as compared to the number of incidents experienced 

i.e. Number of lost days divide by the number of lost time injuries
∑ TRIFR -- Number of incidents where injuries/illness occurred requiring medical treatment by a medical professional 

(Number of injury claims X 200,000 / Number of hours worked)

Performance Indicator
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H&S Incidents

∑ Total Number of Reported Incidents 161 159

- Number of Reported Incidents - Non MHAIDS 90 84

- Number of Reported Incidents - MHAIDS 71 75

∑ Number of Incidents involving visitors 0 0

∑ Number of Incidents involving contractors 1 0

∑ Number of Notifiable Events 0 0

Key Performance Indicators

Indicator
Excluding MHAIDS MHAIDS

Current 
Month

Previous 
Month % Change

Target
(By June 

2018)

Current 
Month

Previous 
Month % Change

Target
(By June 

2018)

ACC Injury Claims 6 17 -65% N/A 6 3 100% N/A

MFO Claims 7 8 -75% N/A 6 2 200% N/A

LTIFR - 12 mth 11* 11 - 8 19* 21 -10% 21

Severity Rate - 12 mth 9 8 13% 8 11 11 - 9

TRIFR - 12 mth 6* 6 - 5 7* 8 -13% 8
TRIFR 12 mth - Including 
BBFE

11* 11 - 9 8* 8 - 8

Notifiable Events 0 0 - 0 0 0 - 0

*estimated

Performance Indicator
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- Meeting Target Below Target

∑ % of Pre-Employment Health Screening 
completed prior to start+ 91% 88% 100%

∑ % of H&S Fundamentals Managers completed 84% 85% 90%

∑ % of Managers – Injury Management 
completed

69% 69% 90%

∑ % of H&S Incidents closed within 14 days 
(January 2018)

43% 80% 100%
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3.1 Lag Indicators (last 13 months)
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3.2 Lost Time Injuries (LTI)

Current Month
Category of 

Incident Directorate Department Days Lost
to Date

Patient Handling Surgery, Women & Children’s ICU (Intensive Care Unit) 9

Patient Handling Surgery, Women & Children’s Ward 7, North 7

Slip, Trip, Fall Surgery, Women & Children’s PAS, Kenepuru 3

Object Handling Surgery, Women & Children’s Theatres - Wellington 2

Past 13 months
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MHAIDS LTI's 2 2 6 2 3 4 3 3 3 3 2 1 0

Total Days Lost 12 8 78 34 29 74 9 26 8 67 20 40 0

MHAIDS
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4. Workplace Injury Management 
4.1 Cost – Past 13 months

4.2 Statistics 4.3 Claims by Directorate – Past 13 Months

∑ Patient and object handling injuries continue to be the most 
common causes for claims, accounting for 38% of all claims over the 
past 12 months

∑ Lumbar sprain injuries remain the most frequent type of injury 
reported

∑ There have been 266 injury claims in the past 12 months
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5. OTHER BUSINESS

5.1 Steering Committees

∑ Health & Safety Steering Committee - This Committee meets every two months. 
∑ Workplace Violence & Aggression Steering Committee – This Committee is meeting on a monthly 

basis and is in the process of developing a work plan.
∑ Moving & Handling Steering Committee – This Committee is meeting on a monthly basis and is in 

the process of developing a work plan.

5.2 Annual Employee Influenza Vaccination Campaign
The annual vaccination campaign is now underway. This year we have supplemented our authorised 
vaccinators with a number of peer vaccinators. These are nursing staff who have undertaken an online 
learning module and are able to deliver the vaccination in their clinical areas under standing orders. We 
have approximately 118 authorised and peer vaccinators.

A week of clinics has been run for non-clinical areas at WRH and Kenepuru Hospital.

Date correct as at 08/05/2018

Managers eLearning No. of Managers Who have Completed

Directorate No of 
Managers

Health & Safety 
Fundamentals 

Injury 
Management

∑ Chief Operating Office 10 7 5
∑ Clinical and Support Services 29 25 23
∑ Corporate Services 40 36 18
∑ Executive Office 17 13 8
∑ Medicine, Cancer & Community 63 57 55
∑ Mental Health (MHAID) 55 38 30
∑ SIP 7 6 5
∑ Surgery, Women & Children's 49 44 42
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6. Employee Support

6.1 EAP
∑ Overall, the number of employees referring to EAP has decreased slightly this month
∑ The number of referrals for work related reasons decreased from 34 last month to 19 this month
∑ Non-work related issues accounted for 79% of referrals

Last 13 Months

6.2 Monthly Referrals to EAP: 
- Work related reasons for referrals (as stated by worker)
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- By Directorate

- Referrals – Work related v Non-work related
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BOARD INFORMATION

Date: 8 May 2018 

Author Caroline Tilah, Executive Director Quality Improvement & Patient Safety 

Endorsed by Chris Lowry, General Manager Hospital & Healthcare Services 

John Tait, Chief Medical Officer

Andrea McCance, Executive Director Nursing and Midwifery

Catherine Epps, Executive Director Allied Health Technical & Scientific

Ashley Bloomfield, Interim Chief Executive

Subject QUARTERLY QUALITY AND SAFETY REPORT FOR MARCH 2018

RECOMMENDATIONS

It is recommended that the Board:

a) Notes the improvement in the National Quarterly Patient survey results for quarter three for all of the 
domains compared with the second quarter results;

b) Notes the positive outcome of the recent certification surveillance audit and the reduction in the 
number of overall corrective actions;

c) Notes there has been an improvement in the policy review compliance rate over the last quarter.

APPENDIX

1. CCDHB April 2017 Patient Experience Survey 

1. INTRODUCTION 

1.1 Purpose

This report updates the Board of the quality, improvement and patient safety activity within the Capital & 
Coast District Health Board (CCDHB) Hospital & Health Services for the period to March 2018.

2. BACKGROUND

One of the core functions of CCDHB is to maintain and improve the safety and quality of our health and 
disability services. We focus on patient safety and patient experience as the key indicators of our progress. 
Growing evidence indicates that better patient experience, developing partnerships with consumers, and 
patient and family-centred care are linked to improved health, clinical, financial, service, and patient 
satisfaction outcomes.  

At CCDHB, quality of care is underpinned by the “Triple Aim”, an international healthcare improvement 
policy (adopted in New Zealand by the Health Quality and Safety Commission) that outlines a plan for 
better healthcare systems. Through our clinical governance structures we are able to provide direction and 
leadership of priorities for quality, continuous improvement and patient safety, and influence behaviours, 
and system and process design to enable the DHB to achieve these priorities. 
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3. DISCUSSION

3.1 Consumer Value – Patient Experience

Focussing on consumer value encourages our DHB to involve our communities in improving equity for our 
populations. We receive consumer information through our complaints and compliments feedback, the 
National and CCDHB patient satisfaction surveys and through consumer engagement.  This information is 
analysed and reflected in continuous improvements.  

3.1.1 Compliments & Complaints

The number of complaints received over the last four months remains within normal variation. The three 
main complaint issues relate to standard of care, communication and delays/cancellations. These themes 
are consistent with previous reporting periods. 99% of complaints received in February were first 
acknowledged by letter or email within the 5 day timeframe.  59.5% of our February complaints were 
closed within the 20 working day time frame. There are a number of factors impacting on completion 
timeframes with the main one being availability of clinical staff to review and respond.

Mar-17 Apr-17 May-17 Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18
Complaints 98 68 92 103 73 77 71 60 96 54 68 84 103
Compliments 85 68 97 92 84 77 85 74 86 43 74 67 85
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3.1.2 Health & Disability Commission Complaints

The number of complaints received from the Health & Disability Commission (HDC) remains within 
normal variation. Currently we have 9 investigations in progress, of which three were received in the last 
quarter. 

3.1.3 CCDHB Monthly Patient Experience Survey

The last monthly patient experience survey completed in March 2018 focussed on communication -
Appendix 1. The results showed a small positive change of three percentage points for our administration
staff compared to February 2017 (69% to 72%).  

We have also completed an analysis of the communication domain data from the national survey for the 
period September to December 2017. There were 8 services that were below the average of 8.5 as 
demonstrated in the chart below. Further analysis of data relating to each service is being undertaken to 
identify improvement opportunities.
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3.1.4 CCDHB National Quarterly Patient Experience Survey

DHBs are required to participate in a national patient experience survey as part of the Health Quality and 
Safety Commission (HQSC) work programme.  Results for Quarter 3 are encouraging and consistent with 
national results, with three out of four of our annual plan ‘targets’ met.

HQSC National Adult Patient Experience Survey: Q3 (February Results)

Date
Feb
2016

May 
2016

Aug 
2016

Nov
2016

Feb 
2017

May 
2017

Aug 
2017 

Nov 
2017

Feb
2018

Communication (CCDHB AP Target 2017/18 8.4)
CCDHB 8.1 8.4 8.5 8.3 8.2 8.3 8.3 8.0 8.4

NZ 8.2 8.4 8.3 8.4 8.3 8.5 8.3 8.4 8.3
Co-ordination (CCDHB AP Target 2017/18 8.4)

CCDHB 8.2 8.4 8.3 8.3 8.1 8.4 8.4 7.9 8.4
NZ 8.3 8.6 8.3 8.4 8.3 8.5 8.4 8.6 8.3

Partnership (CCDHB AP Target 8.6)
CCDHB 8.4 8.7 8.8 8.5 8.3 8.8 8.5 7.9 8.4

NZ 8.5 8.6 8.5 8.6 8.5 8.7 8.5 8.5 8.4
Physical and emotional needs (CCDHB AP Target 8.5)

CCDHB 8.3 8.6 8.6 8.3 8.4 8.5 8.4 8.1 8.7
NZ 8.6 8.7 8.7 8.7 8.6 8.8 8.6 8.8 8.6

Response Rate
CCDHB 31% 37% 32% 30% 31% 34% 29% 13% 28%

NZ 29% 27% 27% 27% 28% 24% 26% 23% 28%

In the month of March three twelve week improvement projects commenced focussed on improving 
coordination ‘from hospital to home’. These improvement projects are specifically targeting an increase
in pharmacy input on discharge from 0% to 100% in higher risk patients, improving the percentage of First 
Specialist Appointments booked within 10 days for physiotherapy clinics, and decreasing the time it takes 
for referral management from the district nursing service. 

3.2 Quality Improvement and Patient Safety

3.2.1 Certification Surveillance Audit CCDHB inpatient services 

Certification of health care services is a requirement under the Health and Disability Service (Safety) Act 
2001 to ensure providers provide safe and reasonable levels of service for consumers. A surveillance audit 
is undertaken part-way through a service provider’s period of certification. It is not a full audit against all 
relevant standards, but offers an overview of key aspects of service delivery. The intent is to provide the 
Ministry with assurance the provider is continuing to meet all relevant standards. The focus of the audit is 
on service delivery and a review of criteria not fully attained at the previous audit. This applies to affected 
providers providing a health or disability service that is certified under the Act.

A Certification surveillance audit was undertaken for the hospital and mental health services at CCDHB 
over three days in April. Preliminary feedback from the auditors was very positive with a number of 
improvements being noted. Twelve of the previous corrective actions have been closed and two new 
actions were identified. This gives a total of 16 certification action recommendations (CARs) of which four 
are rated as moderate and 12 rated as low. The recommendations relate to cultural assessments not 
always being completed in mental health services, policies and procedures due for review, updating of risks 
in two areas of the organisation, the credentialing process for medical staff, some improvement still 
required in patient documentation relating to goals of care and care planning and some aspects of 
medicines management. The final report is expected by the end of May.
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3.2.2 Patient Safety Campaign 2018

Recognition and response systems are an integral component of delivering safe care in acute care hospitals. 
Over the last decade, CCDHB has developed an evidence-based Early Warning Score (EWS) and vital signs
chart, and implemented response teams for medical emergencies and deteriorating patients (Patient at 
Risk team and Medical Emergency Team). This has ensured timely detection, review and intervention for 
acutely ill inpatients whose clinical condition is deteriorating. 

In 2016, the HQSC endorsed a five-year Deteriorating Patient programme, including the national roll-out 
of EWS charts, and recommended that every DHB implement response teams. The national requirement 
is for health care workers to know how to use the EWS vital sign charts, and comply with the mandatory 
escalation pathway. This is consistent with the work that has been developed and implemented across 
CCDHB.

In recent months, two organisational actions have been generated from SAC 1&2 adverse event reviews, 
related to providing medical staff with EWS education at orientation. An emerging concern is that doctors 
are unfamiliar with the EWS system and have not received training on how it works and how to safely make 
EWS modifications. The Chief Medical Officer has endorsed a Patient Safety focus targeting medical EWS 
training that commenced early 2018. 

3.2.3 HQSC Open Campaign - Quality Safety Markers

The Health Quality & Safety Commission is driving improvement in the safety and quality of New Zealand’s 
health care through the national patient safety campaign Open for better care.  The quality and safety 
markers (QSMs) help evaluate the success of the campaign nationally and determine whether the desired 
changes in practice and reductions in harm and cost have occurred.  The CCDHB Quality Safety Markers for 
the period October to December 2017 show:
∑ Surgical Site Infection – orthopaedic surgery 99% patients who had hip and knee arthroplasty were 

given an antibiotic at the right time and received the right dose.
∑ Surgical Site Infection – cardiac surgery - 100% patients who had cardiac surgery were given an 

antibiotic at the right time, 99% received the right dose, and 99% had appropriate skin preparation 
with antiseptic solution (target is 100%).

∑ Safe Surgery - CCDHB met the required 50 observational audits for the time out.
∑ Falls - At CCDHB 93% of older patients were assessed on their falls risk and of those 95% of patients 

were assessed as being at risk of falls had an individualised care plan completed. For both of these 
markers CCDHB has scored at a consistently high level (national target is above 90%), since 2015. 

∑ Hand Hygiene - CCDHB scored 84% which exceeded the national target of 80%. This was due in part to 
the Hand Hygiene Campaign (July – October 2017) aimed at improving compliance with the 5 Moments 
and reducing associated harm to patients.  

3.2.4 Improvement Movement - Improvement Training

The improvement team in the Quality Improvement and Patient Safety Directorate has been running a 
training program called “The CCDHB Improvement Movement”. The aim of this program is to build a 
culture of continuous improvement and to develop improvement capability across the organisation. This 
consists of training staff in the Institute for Healthcare Improvement methodology with Improvement 
Advisors running two concurrent training approaches.

1. Improving the Improvement Culture: one hour Improvement ‘Taster’ Sessions (Join the Movement!)

These training sessions are open to all CCDHB staff and have been held at a variety of locations across 
CCDHB, including Wellington, Kenepuru, Kapiti and Mental Health campuses. These sessions engage staff 
in the CCDHB Improvement Movement and help build a continuous improvement culture through rapidly 
spreading improvement methodology throughout the DHB. The improvement training on offer at CCDHB 
has been sent out to community and primary care organisations through the DONM Primary Care. As at 
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the end of 2017 we had run 32 sessions and 359 staff from across CCDHB have participated in a session. 
Feedback has been very positive - one Senior Medical Officer stated that the training is “critical to service 
development.”  

2.  Building Improvement Capability: 12 week improvement training course

Improvement Advisors also run an intensive 12 week improvement training course three times a year. The 
course is open to all CCDHB staff and builds improvement capability. In 2017, 32 staff had participated in 
the Improvement Movement training and made great improvements in their areas of work. The course 
consists of one training day at the start, 16 hours additional dedicated project time to be managed during 
work hours, and at the end trainees present their work at an Improvement Showcase. The fourth 
Improvement Movement 12 week training program commenced in March with 15 participants. Four of the 
projects are linked to our Annual Plan Quality Improvement priority of reducing hospital acquired 
infections. 

In addition, one of our Improvement Advisors has provided support to two RMOs with their improvement 
projects as part of a trial, in conjunction with the Resident Doctors Association and Synergia, to establish 
improvement training for RMOs. This will also run over 12 weeks. 

3.2.5 Controlled Documents (Policies/Procedures/Protocols/Guidelines)

As a DHB we are actively engaging in policy development and the development of sub-regional and regional 
controlled documents. Overall policy compliance rate is 73%. This is an improvement on the previous 
quarter. The controlled document process is currently being reviewed with improvements being made to 
support further improvement in policy review compliance. 
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April 
2018

Communication and discussion of care

PATIENT EXPERIENCE
Summary Report: Capital and Coast District Health Board

45

Communication 
matters most to  

six in every 10 
patients.

Communication (the discussion 
of care and treatment) is the 

dimension of care that matters to 
most (63%) CCDHB patients.

How do we rate?
Of the respondents who say 

communication matters, three-quarters 
rate our performance on this measure 

as very good  
(8-10 on a 10-point scale).

very good (8-10) moderate (5-7) poor (1-4)

Understanding

n=1913

How are we doing?

Patients’ ratings of what matters
Respondents to the CCDHB Patient Experience Survey are asked to nominate three 
things they feel make the most difference to their care and treatment. They are then 
asked to rate CCDHB’s performance on the three things that are most important to 
them, on an 11-point scale where 0 is `poor’ and 10 is `excellent’.

The graph below ranks the dimensions of care in order of what matters most to 
patients and shows how they think we are doing on each of those dimensions. The 
percentages of patients who say that each dimension makes a difference to their 
care and treatment are listed next to each. 

This report is prepared independently by Point and Associates Limited. 

For more information on the patient experience survey, please contact 
feedback@ccdhb.org.nz or (04) 806 0724

Very good and excellent ratings
More than 17,000 patients have responded to our patient experience survey over 
the past four years. Over the last 12 months, an average of 86% rated our care as  
“excellent” or “very good”. 

RATINGS BY HEALTH SERVICE GROUP March 2017 - Feb 2018 

63%
44%
40%
36%
32%
22%
20%
11%
11%
8%
7%
2%

75%

18%

7%
75%

Overall, n=3680; Medicine, Cancer and Community n=1284; Surgery, Women and Children n=2396

There has been no significant change on this measure when 
compared with the last communication report in Feb 2017.

(March 2017 - Feb  2018)

(n=2295)

Time taken

(Doctors n=3578; Nurses/Midwives n=3412; Administration n=2268; Other staff n=2029. The difference reported is statistically 
significant (p<0.05). Note that N/A answers have been removed and the data recalculated.)

it would be good if I could have 
been informed what my condition 
was in plain simple language  that 
was easy for me to understand, 
rather than all the medical jargon.

Staff were careful to explain 
the procedures and details of 
surgery and treatment with me. 
This was very important to me to 
maintain confidence in my ability 
to cope with the surgery and 
understand the post-op period.

Around 72% of patients say they ALWAYS had enough time to 
discuss health and treatment with clinic staff.

Everybody seemed happy to listen 
to my questions, and they were 
always answered. I was treated 
like a person, and not a number - I 
was very happy about that. 

The consultant was brash, and 
spoke with a raised voice as if 
he was telling me off. He did not 
listen to me. He had not read my 
file correctly and argued with me 
over some very major facts. 

Staff didn’t treat me like just 
another box to tick but took 
time to explain what was going 
on.

Staff have very little time for each 
patient so the communication 
does feel rushed. All explanations 
are verbal and it would be 
valuable for doctors and nurses 
to show images and diagrams and 
explain.

There has been no significant change on this 
measure from the previous report.

There has been a 
positive change of 
three percentage 
points for admin or 
reception staff on 
this measure (from 
69% to 72%) when 
compared to the 
last communication 
report in February 
2017.

Listening
More than three-quarters (78%) of respondents told 
us staff ALWAYS listened to what they had to say. 

7
4
3

9
6
6
6
7

21
8

43
10

18
10
11

18
19

16
17
18

23
11

24
16

75
86
86

73
75

79
77
75

56
82

34
74

Communication (discuss care and treatment)
Treated with compassion, dignity and respect

Confidence about the quality of care & treatment
Consistent and coordinated care while in hospital

Getting good information
Involvement in decisions about health and care

Managing pain and nausea
Cleanliness and hygiene

Co-ordination between hospital, home & services
Enabling whānau, family and friends support

Food and dietary needs
Values, beliefs and cultural needs met

Poor Moderate Very Good

We asked respondents if staff talked to 
them about their condition or treatment in 
ways that made it easy to understand... Other staff

ALWAYS did this.

80

78

72

74

% say that doctors,

% say that nurses and midwives,

% say that admin/reception staff, 

% say that other staff,

78% (Doctors n=3457 (80%); Nurses/Midwives n=3351 (78%); Administration or reception n=1951 
(76%); Other staff n=2029. The difference reported is statistically significant (p<0.05). Note that 
N/A answers have been removed and the data recalculated.)

71

22

8

75

20
5

70

19

11
always

sometimes

never

Doctors Nurses/midwives Admin/reception

(Doctors n=3526; Nurses/Midwives n=3255; Administration/Reception n=1807)

55

54

54

33

32

32

7

9

9

4

4

4

1

1

1

Medicine, Cancer and Community

Surgery, Women and Children

Overall

Excellent Very good Good Fair Poor
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Date: 9 May 2018

Author Rachel Haggerty, Executive Director, Strategy Innovation and Performance

Endorsed Ashley Bloomfield, Interim Chief Executive Officer

Subject CAPITAL INVESTMENT PROCESS

RECOMMENDATIONS

It is recommended that the Board:

a) Notes the attached paper from Hutt Valley DHB on the Capital Investment Process;

b) Notes the Capital Investment Committee (CIC) provides advice to the Ministers of Health and 
Finance on the prioritisation and allocation of funding for capital investment and health 
infrastructure;

c) Notes DHBs are required to follow the Treasury Better Business Case process for all
investments requiring CIC approval.  This includes four stages:

i. Strategic Assessment;
ii. Indicative Business Case
iii. Detailed Business Case;
iv. Implementation Business Case;

d) Notes the conservative timeframe of four years for new capital in a simple local reconfiguration of 
services;

e) Notes that CCDHB is developing its service planning process to inform future master site planning 
and possible major facility investments in future years. 

APPENDIX

1. HVDHB paper on the capital investment process.

1 PURPOSE

This paper shares with the Board a paper considered by Hutt Valley DHB on the capital investment 
process. The description of the process is applicable for all District Health Boards and provides the 
context in which timeframes for major facilities investment can be four years.

2 CAPITAL AND COAST DISTRICT HEALTH BOARD CONTEXT

CCDHB has adopted the Better Business Case framework and has developed templates and guidance for 
use across the organisation.

CCDHB is also developing key strategies and planning processes to inform the development of a detailed 
master site plan and a revision of the Long Term Investment Plan. The current draft Master Site Plan was 
developed to a sufficient level of detail to inform a decision on the placement of the Children’s Hospital.  
This fast tracked process required early confidence in position and location.

Using the Even Better Health Care and the Investment process CCDHB is developing an understanding of 
the implications of system change and the impact of predicted health demand on future infrastructure 
and facility requirements.  We are using a process called system dynamic modelling to interpret the 
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interplay between service delivery options across, homes, community health networks and 
hospitals/specialist services and changes in population demands both locally and regionally. This will 
inform more detailed master site planning across all of our sites. The timeline for this work is currently 
under development.
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BOARD INFORMATION

Date: 3 May 2018

Author Helene Carbonatto, General Manager – Strategy, Planning and Outcomes

Endorsed by Dale Oliff, Acting Chief Executive

Reviewed/approved by Hutt Valley DHB Executive Leadership Team (Reviewed on 2 May 2018)

Subject CAPITAL INVESTMENT PROCESS

RECOMMENDATIONS

It is recommended that the Board: 

a) Notes the Capital Investment Committee (CIC) provides advice to the Ministers of Health and Finance 
on the prioritisation and allocation of funding for capital investment and health infrastructure

b) Notes DHBs are required to follow the Treasury Better Business Case process for all investments
requiring CIC approval.  This includes four stages:

i. Strategic Assessment;

ii. Indicative Business Case

iii. Detailed Business Case;

iv. Implementation Business Case.

c) Notes that DHB’s Clinical Services Plan will support some of the detailed planning required in both the
Strategic Assessment and the Indicative Business Case process, but does not yet have a Master Site 
Plan

d) Notes the conservative timeframe of four years for new capital in a simple local reconfiguration of 
services.

Hutt Valley DHB Strategy links Effective Commissioning

1. PURPOSE

The purpose of this paper is to describe to the Board the capital investment process for new facilities. 

2. CAPITAL PROCESS IN NEW ZEALAND

The Capital Investment Committee (CIC) is a committee that provides advice to the Ministers of Health and 
Finance on the prioritisation and allocation of funding for capital investment and health infrastructure. The
Health Capital Budget covers both new debt and equity, and the health sector’s capital requirements must
be funded from the Health Capital Budget. DHBs are not permitted to access private sector debt to
support cashflow (beyond the accepted overdraft for working capital). The Operational Policy
Framework (OPF) makes it clear that private debt is for working capital purposes only or where the
Minister of Finance has approved a private facility.

The current CIC process applies to capital investment proposals in the public health sector that meet
any one of the following criteria:

i. All investment in fixed assets that require Crown equity;
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ii. Investment in projects or programmes where one or more of the following applies:

a) capital expenditure of $10M;

b) capital expenditure of $10M calculated as the capitalized value of future revenues if
financed from those revenues (such as a finance lease);

c) 20 percent of total assets on the DHB balance sheet.

iii. Strategic investments by DHBs that may substantially affect DHB performance;

iv. Investments identified as high risk in DHB annual plans (using the State Services Gateway Risk
Profile Assessment).

All proposals falling under criteria i – iv require the agreement of the Ministers of Health and Finance.  

2.1 Better Business Case Process

DHBs are required to follow the Treasury Better Business Case process for all investments requiring
CIC approval. Figure one below shows the four stages, their deliverables and the approval decisions at each
stage. As can be seen, there are at least four key steps and decision points to get capital approval from 
Government, with more and more detailed planning and costings as the DHB moves through the process. 

Figure 1: Better Business Case process and Approval stages

Each of the above steps take approximately 12 months (except the Strategic Assessment that should take
about six months) – assuming the process is strictly adhered to and the business cases are approved the first 
time around.  Therefore it would take between three and four years simply to get the range of approvals 
required, alongside the detailed planning, to start any capital project.  Due to the changes to the Ministry of 
Health’s (the Ministry’s) leadership, it is unclear yet how it will drive these capital processes, but a DHB-led 
process supported by the Ministry and Treasury would seem to be the most efficient way of managing such 
a process. 

•Intervention Logic Map
•Problem
•Benefits
•Strategic Response

Strategic Assessment
(Approved by CIC)

•Make the Case for change
•Long list of options/short list of options
•Alternative procurement considered
•Range of costs estimate

Indicative Business Case

(Cabinet Decision)

•Determine potential value for money
•Prepare for the potential deal
•Ascertain affordability and funding
•Plan for successful delivery 

Detailed Business Case
(Cabinet decision)

•Procure the value for money options
•contract the arrangements
•ensure successful delivery

Implementation Business Case
(Decision - joint Ministers)
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2.2 Hutt Valley DHB’s capital redevelopment process

2.2.1 Clinical Services Plan

Developing a business case for capital requires comprehensive planning. It is not about resolving 
current issues (ie, reactive planning), but understanding the long term future needs of the 
population and clinical needs, and considering the range of options that can deliver on improved 
models of care, how care is delivered and where. 

With respect to Hutt Valley DHB, the development of its Clinical Services Plan provides an excellent 
understanding of current and future needs, provides a clear direction for addressing those needs 
through service configurations, additional investment, strategic enablers such as IT and workforce
and models of care. As a result, the DHB’s Clinical Services Plan will support some of the detailed 
planning required in both the Strategic Assessment and the Indicative Business Case process.  

However, the Clinical Services Plan (CSP) will not resolve the broader sub-regional options, as the 
planning was based on the Hutt Valley population only.  A subsequent piece of work that will be 
required following the Clinical Services Plan is joint planning with Capital & Coast DHB to better 
understand the options for delivery across the network of hospitals currently in place, and how 
management might configure the Hutt hospital facility to address service delivery within a 
sub-regional context.  This could stretch anywhere from configuring a current service provided at 
Hutt to be led from Capital & Coast DHB through to Hutt hospital, Wellington hospital and 
Kenepuru operating as a network of hospitals for the sub-regional population. In such a scenario, 
there is the opportunity to deliver different components of services across different sites e.g., more 
complex surgery at Wellington and ambulatory/outpatient/day surgery at Hutt and Kenepuru.
These options have not been explored to date, as it will require entering into a joint clinical planning 
process with Capital & Coast DHB that has not, as yet, commenced. It will be recommended as part 
of the next steps of the CSP – alongside other important mechanisms that would support 
sub-regional planning such as addressing how funding and staffing would operate in a network of 
hospitals.  

2.2.2 Master Site Plan

A Master Site Plan provides a full analysis of the current state, adequacy and appropriateness of 
the existing facilities and plant to accommodate current and future developments.  Such a Plan 
would:

∑ Identify site conditions requiring corrective actions;

∑ Determine land use possibilities;

∑ Understand service routes, Utilities such as water, electricity, air conditioning, medical gases;

∑ Document and evaluate appropriateness of current space allocations;

∑ Understand current functional analysis of the site and each department;

∑ Determinate adequacy of facilities in each department;

∑ Understand the services that are interdependent;

∑ Adequacy of space and accommodation;

∑ Physical condition and potential for expansion and conversion.

Hutt Valley DHB does not have a Master Site Plan, and as such, understanding current and future 
needs is limited from a capital perspective.  A Master Site Plan supports the first stage of an 
Indicative Business Case.
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2.2.3 Timeframe for addressing facilities

Figure two summarizes the steps and likely timeframes for addressing facility issues at Hutt Valley 
DHB. As can be seen, it is at least a four year timeframe before the go-ahead of an agreed 
configuration of hospital services to address facilities in the Hutt would occur.  The four year 
timeframe is conservative, and assumes management can progress sub-regional planning in a 
satisfactory way and the business cases being accepted by the CIC in a timely fashion.

Furthermore, if the sub-regional hospital configurations options were significantly different to 
what they are today, both DHBs would need to go through the CIC process together as there would 
be significant interdependencies between the DHBs (i.e., if some services were to shift to Capital 
& Coast DHB, Capital & Coast DHB would need to expand its facilities as they are currently at full 
capacity across many services – in particular ICU and surgical services). If this was the case, the 
business case process would be significantly more complex and take much longer.  

Figure 2: Timeframe and Process for new capital in a simple local reconfiguration of services

3. SUMMARY

In summary, with the development of Hutt Valley DHB’s Clinical Services Plan, the DHB will understand 
current and future clinical needs and demand, and will identify some key options for how management
can address these burgeoning needs.  It will identify the models of care and investments the DHB will 
need to address locally to improve health outcomes for its population. This work is critical to both steps
in the CIC process (the Strategic Assessment and Indicative Business Case).  

What remains outstanding ahead of moving through the business case process for capital investment is 
1) a Master Site Plan, and 2) a sub-regional plan with Capital & Coast DHB that provides options for the 
configuration of hospital facilities across the network (if this was something both Boards wanted to 
consider).  If that were the case, the development of a Master Site Plan and the Sub-regional Clinical
Services Planning process could occur simultaneously as management develop a Strategic Assessment and 

Facility Build COMMENCES

Detailed Implementation Case

Detailed Business Case

Indicative Business Case

Strategic Assessment

Sub-regional facilities plan with Capital & Coast DHB

Hutt Valley DHB Master Site Plan

June 2018
Hutt Valley DHB Clinical Services Plan
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Indicative Business Case for the CIC process. Depending on the size of the change in hospital facilities
proposed through a sub-regional planning process, the timeframe for development and implementation 
would take at least four years, and longer if the proposed change was more complex.  
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1 PURPOSE

This paper provides the Board more detailed understanding of the initiatives within the Even Better 
Healthcare (EBHC) programmes of work, and the work being undertaken to improve the performance of 
the organisation in both its operational and integration activity.

2 BACKGROUND

In June 2017 FRAC agreed to CCDHB implementing a three to four year plan to enhance its long term 
clinical and financial sustainability.  This plan, known as Even Better Healthcare (EBHC), is delivering 
projects within four broad programmes that support Health and Hospital Services (HHS), Mental Health, 

BOARD INFORMATION

Date: 9 May 2018

From Rachel Haggerty, Director, Strategy, Innovation & Performance

Author Jenny Langton, Principal Advisor, Strategy Innovation and Performance

Mark Stanley, programme Manager, Even Better Health Care

Endorsed by Dr Ashley Bloomfield, Interim Chief Executive

Subject EVEN BETTER HEALTHCARE (EBHC) PROGRAMME PROGRESS REPORT

RECOMMENDATIONS

It is recommended that the Board:

a) Notes there are currently 24 projects underway within Even Better Healthcare (EBHC) across four
programmes, within Hospital and Health Services (HHS), Mental Health, Addictions and Intellectual 
Disability Service (MHAIDS), Integrated Care and Infrastructure;

b) Notes the projects are driving operational efficiencies through technology, systems and tools and 
implement new service delivery models that improve outcomes for patients and make best use of our 
staff;

c) Notes HHS has focused on the Optimal Ward project during this period, information gathering, 
implementing quick wins and developing the operating framework and benefits measurement;

d) Notes MHAIDS has focused on its 24hr Operations Centre Project and workforce management tool 
projects to date while first stage projects for the Intensive Rehabilitation Model of Care and Digital 
Client Pathways Project are completed;

e) Notes that the MHAIDS fulltime equivalent (FTE) reporting module is being implemented across 
CCDHB from June 2018 to improve FTE management across the organisation

f) Notes the Integrated Care programme has three key projects underway – e-referrals as part of 
Community Health Network Enablers, Allied health models of care and development of the Specialist 
Ambulatory Care Framework;

g) Notes the Infrastructure programme includes 10 projects currently with five in the delivery phase.  
Clear financial benefits have been identified although and are being built into our financial processes.

APPENDICES

1. EBHC programme dashboard
2. Optimal ward benefit map.
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Addiction and Intellectual Disability Services (MHAIDS), Integrated Care (IC), Infrastructure and Project 
Management competency.  

EBHC has a focus on strengthening data and analytics (including data visualisation), people and 
capability development (through the Cognitive Institute) and technology (ICT). The programme of work 
has governance from senior leadership across CCDHB and our primary care partners (see appendix 1).  

EBHC has prioritised initiatives to improve operational efficiency and productivity as well as developing 
new service delivery models that are foundational for achieving performance of the system with greater 
levels of care able to be provided in Community Health Networks, being a lower cost and more 
appropriate care setting. There is a strong focus on people and systems, emphasising better outcomes 
for patients and improving the working environment for staff.

3 PROGRESS TO DATE

Between November 2018 and April 2018 a package of projects have been initiated. These are outlined 
below. These projects have enabled the leadership team to:

∑ Engage with the front line workforce in identifying barriers to safe care and developing 
sustainable solutions to manage resource

∑ Organise technology (ICT) investments to support strategic priorities enabling fast track 
solutions 

∑ Develop whole of CCDHB business cases (primarily ICT focused) in partnership with primary 
care for solutions to common business and service problems

∑ Develop and trial solutions that can then be scaled across the organisation

∑ Link existing projects and quality improvement initiatives across the organisation to leverage 
performance.

The recruitment of the programme and project managers, ICT architect, and Investment Manager 
(Business Case expert) have supported the success of the projects.  Recruiting analytical resources has 
been very challenging.  Two high quality appointments commence in May and June. Recruitment is 
progressing with a focus on high quality appointments to support the management of the benefits 
realisation. 

3.1 HHS Programme

There are seven projects within the HHS programme; including staff coverage at night, the 24 hour 
operation centre tools, acute flow, care capacity demand management (CCDM), service reviews and the 
optimal ward.  

The initial focus is on the ‘Optimal Ward’ development and the project management of the changes 
recommended by the service reviews. We have not expanded on the Service Reviews in this report as 
there has been comprehensive reporting to the Board on this project.

3.1.1 Optimal Ward
The Optimal Ward is a project focused on the delivery of care and use of resources within inpatient 
wards. The project is developing, with our staff and patients, an optimal ward operating system that 
ensures the effective use of the workforce. This will improve their ability to provide care improving 
patient and family experience and improving system performance. 

HHS invests $125m per annum for direct operational costs of our 35 inpatient wards. This cost excludes 
our medical workforce. Ensuring the optimal use of this resource is important to our operational 
performance. Workforce engagement is critical to success and remains a priority. 

Discovery involved key informant interviews with staff across the hospital who either work on the 
selected ward (6 South) or provide services to it (both clinical and non-clinical).  Forty interviews were 
undertaken. The interviews generated rich insights and rapidly identified opportunities to make 
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improvements to benefit staff and patients.  Some improvements have already been made – including, 
improving the supplies imprest management. 

Technology is an important enabler for optimising the ward environment and an ICT audit has been 
completed to identify technology priorities. A detailed analysis is underway to develop an 
implementation plan that will ensure the wards are able to use technology more effectively. This 
includes an exploration with Waitemata DHB to explore the digital bedside and whanau patient centred 
care model successfully implemented. 

This project is a critical enabler for implementation of improvements in other projects especially the 
hospital at night, Operations Centre tools, CCDM data and acute flows. A benefits map for the Optimal 
Ward has been developed (see Appendix 2) and baseline measures will inform targets.  A key strength of 
this map is its inherent people focus supported by systems and processes.  

3.2 Integrated Care Programme

The integrated care programme is focused on fast-tracking change in the integrated Three projects are 
now underway within the Integrated Care programme, focusing on specialist ambulatory care e-referrals 
and community health network enablers, and allied health models of care.

3.2.1 Specialist Ambulatory Care Framework 
A framework for supporting the introduction and enhancement of specialist ambulatory care in 
community settings has been agreed.  The project will improve access to specialist services in the 
community thereby reducing demand in the hospital.  The agreement on the ways in which specialist 
ambulatory care can be delivered is underway.  Engagement with primary care, tertiary care and 
consumers is informing this project.

3.2.2 E-Referrals and Community Health Network Enablers
A business case for the IT solution to enable e-referrals is being completed with input from key 
stakeholders including Compass Health, HVDHB, Wairarapa DHB, ICT and HealthLink.  The GMs Planning 
and Funding from HVDHB and Wairarapa DHB are engaged to build 3DHB alignment for sub-regional 
eReferral approach.

There are links between the Community Health Network enablers work and the 3DHB Information 
Management Alliance (IMA).  The Integrated Care project manager for this work has participated in the 
development of the IMA work programme to ensure ongoing alignment and best use of opportunities 
and resources.

3.2.3 Allied Health models of care and workforce
This project is developing a model of care for allied health services that is responsive to population need 
including known challenges associated with population ageing such as long term conditions and 
dementia.  This workforce is potentially under used and able to work more closely with specialist clinical 
teams and primary care to improve prevent avoidable disease and improve outcomes.  This project will
optimise how we structure the allied health workforce across the system from hospital to community
settings, with a particular focus on supporting patients and their families.  

3.3 MHAIDS Programme

The MHAIDS Programme has four active projects with two projects currently taking priority namely
developing the HR workforce management tool and establishing an Operations Centre currently taking 
priority.  Mapping of benefits within these projects has been undertaken and benefits realisation plans 
are being developed.  

3.3.1 MHAIDS FTE reporting
This project has implemented a workforce management solution to optimise management of FTE, 
streamline compliance and support staff to make better resource allocation decisions. It is being 
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adopted across CCDHB to improve management control of the over 5,000 people we employ across the 
organisation. Implementing the solution will contribute to our ability to deliver the following benefits:

∑ Greater knowledge of FTE allocation and utilisation
∑ Increasing operational agility and productivity
∑ Reducing financial and non-compliance risk
∑ Improving employee morale

The solution is now live in production and being tested.  Go live is being targeted for June 2018.  
Handover activity is being documented to support MHAIDS and HHS operations to adopt use of the 
solution.

3.3.2 24 hour Operations Centre within the 3DHB MHAIDS service (MHOC project)
The project aims to implement the MHOC no later than February 2019. This centre will manage 
workforce, security. The benefits anticipated from implementing the MHOC include:

∑ Minimising duplication of services and enhancing patient flow
∑ Centralised common activities and enhanced continuity of care
∑ Provision of real time resource management
∑ Central point of information and security management

Implementation planning has started and the project is linking with HHS to ensure appropriate 
engagement and involvement in the design phase.  A key interdependency has already been identified, 
with two parts of the business developing business cases to improve security.  These have now been 
amalgamated and the Duress Business Case is being updated to support MHAIDS operations.  It will
underpin the Centralised Security work stream of the MHOC project.

3.4 Infrastructure Programme

3.4.1 Automation of administration systems
These three projects all focus on creating operational efficiencies and reducing waste allowing CCDHB to 
be more responsive.

Letters to GPs

CCDHB has the opportunity to create substantial savings by implementing a centralised office mail 
solution with electronic dispatch to GPs. The solution will enhance relationships and operating 
efficiencies with primary care.  There are 290,000 letters sent per annum. Savings are estimated at 
$220,000 per annum. The reduction in paper based letters will significantly reduce the risk of loss or 
misappropriation of clinical letters. The project is 2 weeks ahead of schedule with early adoption by 6 
General Practices starting first week of May 2018.

Invoice Scanning

CCDHB manually processes around 95,000 invoices per year.  The current paper-based processes are 
inefficient – overburdened with staff involvement resulting in late payments, high error rates, lost or 
missing invoices and storage/retrieval costs. A Business Case is currently being developed for 
implementation late 2018.

Expense Claiming

The current staff expense process at CCDHB is largely paper based and requires manual processing, 
checking and approval of approximately 9000 Employee expense claims per annum. Automated 
Electronic expense management system will significantly reduce the time it takes to process low cost 
high volume transactions such as employee purchases, travel and reimbursement while providing an 
electronic approval workflow.
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3.4.2 Facilities & Assets
Wellington School of Medicine (WSOM)

The work to review the lease arrangements for WSOM has progressed well, with the potential for 
additional revenue identified.  The timeframe for an agreement in principle is June 2018 however some 
time will be required to develop and sign contracts after this. This means the benefits will begin to be 
realised from the next financial year (2018/19).

Equipment Tracking

This project aims to generate financial benefits through implementing a new process/system to better 
track hire equipment.  It anticipates a potential reduction in costs related to replacement and hire of 
equipment of approximately $132k per annum.  A system is being developed as an interim solution to 
be piloted at Kenepuru from 1 June 2018 for 30 days. If the pilot is successful it will be rolled out across 
CCDHB. The benefits are expected to be realised in FY 2018/2019.

Occupancy Project

This project aims to optimise the occupancy of our buildings.  The first project is Level 11 CSB. This is 
subject to capital and operational investment.

3.4.3 CCDHB Project Management Framework & Methodology
The new CCDHB Project management framework and PSoda reporting has been implemented for EBHC 
projects.  SharePoint project sites will be established by the end of April, which will ensure good 
document control and easy information sharing for project teams and governance.  A roll out plan is 
being developed to wider CCDHB staff undertaking projects.  The roll out is expected to being from June 
2018.

3.5 Supporting Safety Culture (including Cognitive Institute)

The Supporting Safety Culture Programme is well underway, with staff now trained in the Cognitive 
Institute’s “Speaking up for Safety” Programme.  The first all staff initiative is being launched shortly
with Speaking up for Safety week between 14 and 18 May.  It is the first step in our three year 
Supporting Safety Culture programme and we aim to have all staff trained. This programme is reported 
to the Board as part of the People and Capability project.
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Appendix 1 - Programme Dashboard

Programme Pipeline Start Up Initiate Deliver
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Appendix 2: Benefits Realisation Map – Optimal Ward
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BOARD DECISION

Date:  18 April 2018

Author Andrew Blair, Capital & Coast District Health Board Chair

Subject RESOLUTION TO EXCLUDE THE PUBLIC

RECOMMENDATION

It is recommended that the Board:

a) Agrees that as provided by Clause 32(a), of Schedule 3 of the New Zealand Public Health and Disability Act 
2000, the public are excluded from the meeting for the following reasons:

SUBJECT REASON REFERENCE

Public Excluded Minutes For the reasons set out in the respective public excluded 
papers.

Public Excluded Matters Arising from 
previous Public Excluded meeting

For the reasons set out in respective public excluded papers.

Chair’s report 

CEO’s report

FRAC Recommendations

Pyxis Business Case

Proposal regarding the CCDHB Low Paid 
Workforce

Risk Report

Mental Health and Addiction Inquiry 
Update

Children’s Hospital Update

Facilities and Maintenance Update

Papers contain information and advice that is likely to 
prejudice or disadvantage commercial activities and/or 
disadvantage negotiations

9(2)(b)(i)(j)

* Official Information Act 1982.
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COVER PHOTO: 
Director of Nursing Andrea McCance gives a flu vaccination to Director of Pacific 
People Health, Taima Fagaloa.

Compliments
From the interim CE

HOSPITAL WIDE - WELLINgTON REgIONAL HOSPITAL
In the last two months, I have had dealings with dozens of staff 
at Wellington Regional Hospital from specialists, other doctors, 
radiographers, nurses, dietitians, speech therapists  
and receptionists. In every case the treatment and behaviour  
of all these people was nothing short of exemplary. I was 
always made to feel that patient was first, then family and then 
staff. Every single person we dealt with from the valet parkers, 
admin staff, nurses (even more so) and doctors was caring, 
compassionate, thoughtful, communicative, friendly and just 
downright nice to be associated with.

WOmEN’S CLINIC - WELLINgTON REgIONAL HOSPITAL
I wish to pass on my sincere thanks to all staff that I came into 
contact with at Wellington Regional Hospital for both my initial 
visit and for my day procedure. I felt listened to, respected and 
well looked after. As I was on my own and feeling very nervous 
and anxious, it was important to feel a degree of support and I 
felt this immensely.

DISTRICT HEALTH CARE SuPPORT - COmmuNITY
The support worker has been coming to provide personal 
care (mainly showering) for my mother. This worker has been 
absolutely outstanding in her care and treatment of my mum. 
Mum was very reluctant and defiant about having someone 
shower her. It is a real credit to the service that mum now happily 
has a shower. The support worker is so caring and friendly and 
has developed a great rapport with mum. We will all be very 
sorry to see her leave.

POST ASSESSmENT CARE uNIT - WELLINgTON REgIONAL 
HOSPITAL
I just wanted to say than you to the nurse in PACU and the ward 
nurses who looked after me. The PACU nurse knew some basic 
NZ sign language and could communicate with me when I was 
mute. The nurses were friendly and patient with me, using my 
phone to type messages to them. I felt safe and comfortable the 
whole time.

VOLuNTEERS - WELLINgTON REgIONAL HOSPITAL
I had a hospital appointment with my five month old son and was 
looking lost. The kind volunteer escorted me to the children’s 
clinic. When I finished I wanted to get a coffee so approached the 
desk and another kind woman offered to take me. These women 
were so helpful and friendly.  They were very welcoming and 
willing to go that extra mile for hospital visitors. Very impressed.

Thank you if you are reading this and you 
have already had your influenza vaccination 

this year. Healthcare workers are twice as 
likely to get influenza as other people in 
our community and research shows many 
people are active carriers of influenza, even 
if they don’t show symptoms. So by getting 
vaccinated you are helping protect yourself, 
your colleagues, your family and our patients. 

This year we’ve introduced a new peer 
vaccination programme. Around 65 clinical 
staff have been trained to vaccinate their 
colleagues – that’s in addition to the more 
than 60 authorised vaccinators we already had. 
So this year we are able to get frontline staff 
vaccinated faster than usual – the rest is up to 
you!

As you’ll see on page three, preparations to 
help manage the inevitable workload increase 
during winter are well underway. Prompted 
by a severe flu season in the Northern 
Hemisphere, we’re working hard on our 
capacity planning. A group of SMOs, registrars, 
nurses and allied health staff are working 
together to identify the pressure points that 
emerge when our admissions increase, and 
put in place clear plans to help relieve that 
pressure.

Our new optimal ward project (page five) 
continues our ongoing focus on better care for 
patients. The Wellington Regional Hospital’s 
heart and lung unit will be the first of our 
teams to explore what being an ‘optimal ward’ 
means as we put patients and whānau at the 
heart of our service approach. A series of 
upcoming workshops will examine what a good 
day looks like in our heart and lung unit for 
all those involved, from staff to patients and 
their families, and with a particular focus on 
our Māori and Pacific communities. I’m looking 
forward to seeing the initiative progress and 
roll out to other wards and services. 

Dr Ashley Bloomfield 
Interim chief executive2     l     CCDHB Health Matters April 2018
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Flu season is nearly upon us, and we’re 
gearing up for a more severe influenza 
season this year – based on what the 
Northern Hemisphere has seen. 
As in previous years, the DHB is focusing on optimising 
staff uptake of free influenza vaccinations, as well as 
planning for the inevitable increase in capacity through 
winter, to minimise the impact of flu on our staff and our 
patients. 

“Getting vaccinated is one of the best ways to protect 
yourself, your family, your colleagues and your patients 
from the flu,” says influenza vaccination project manager 
Sarah Christensen. “We’re working hard to ensure that 
the vaccination is as accessible as possible for all workers 
across the DHB – clinical, non-clinical, community, 
students and contractors. 

“I’ve been really impressed by how proactive some wards 
have been. We’re already seeing authorised and peer 
vaccinators running clinics for ward staff, which is great to 
see,” Sarah says. 

Vaccinations for our staff are free, and clinics for non-
clinical staff begin on 30 April and will run through to  

4 May. Mobile clinics will be available for all MHAIDS staff 
from 7 May through to 11 May.

Winter capacity planning is also well underway, with 
groups of SMOs, registrars, nurses and allied health 
staff working to identify the fishhooks that appear when 
services are under strain during the busy winter months, 
and how these might be addressed. 

“Issues such as staffing bottlenecks, wait times for ward 
beds, and communication between teams, wards and 
services are all being looked at as part of this year’s winter 
capacity planning,” says general medicine clinical lead 
David Tripp. 

“The Emergency Department and the General Medicine 
Service are particularly stretched during winter months, 
so we’re focusing a lot of our efforts on how we can 
streamline patient care and reduce patient waiting times 
there.”

This includes engaging ICT about prioritising projects 
that will help streamline processes and enhance 
communication across teams. It also includes identifying 
where extra bed capacity might be across Wellington 
Regional and Kenepuru Community Hospitals, and 
increasing casual nursing staff levels to assist with demand. 

Winter planning well 
underway

 CCDHB Health Matters April 2018     l     3 

Planning for the busy winter months
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health & safety

The Ministry of Health recommends 
annual influenza immunisation of 

healthcare workers and calls for all 
healthcare workers, allied health and other 
health sector workers, and their employers 
to protect themselves, their colleagues, 
their patients and the community from 
influenza by being vaccinated.

 � Healthcare workers, because of the 
nature of their work, are at high risk 
from influenza and twice as likely to 
acquire influenza compared to non-
healthcare workers

 � Immunisation is the best protection 
against influenza. Get a ‘flu shot’ each 
year, before winter

 � Even a mild case of influenza can 
disrupt your everyday activities with 
family, friends, community and work

 � Get immunised to stop the spread of 
influenza around your community

 � Influenza vaccine contains no live 
viruses. Therefore you cannot catch 
influenza from the vaccine

 � You may have the flu and not even 
know it!

 � Four out of five people who get the flu 
virus don’t have any symptoms

This means you could spread the flu virus 
even when you feel completely well. 

Southern Hemisphere Influenza Vaccine 
Effectiveness, Research and Surveillance 
Study (SHIVERS) 2015 showed that one 
out of four New Zealanders are infected 
with influenza each year, and that 
around 80 percent of those infected are 
asymptomatic. 

Protect yourself 
against the flu 

For full details on how to obtain your free vaccination,  
please visit the employee influenza vaccination campaign webpage site 

via the H&S Service intranet site.
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Answer three questions correctly and go into the draw to win two Embassy theatre 
tickets donated by the Wellington Hospital’s Foundation. This months questions are:

1. Why are we gearing up for a more severe flu season this winter?
2. Can you spread the flu virus even if you are feeling well?
3. Have you booked a time in your diary to get your flu jab yet?

Email your answers to us at: healthmatters@ccdhb.org.nz with the subject line “Health 
Matters Competition” before 25 May. We’ll announce the winner each month in Health 
Matters and in Daily Dose. 

Congratulations to last month’s winner - Cherene Neilson-Hornblow, 
registered nurse, MHAIDS (casual resource).

WIN 
mOVIE 

TICkETS

A new project – optimal ward – has been launched in 
Wellington Regional Hospital’s heart and lung unit. 

“Optimal ward is all about putting patients and their 
families at the centre of everything we do so we can 
understand their needs and create an environment 
where staff can provide quality and timely care,” says 
Chris Lowry, general manager hospital and healthcare 
services.   

“We’ve talked to a number of the unit staff to identify 
tasks that add no value to the work they do. The next 
step is to hold a series of workshops around what a 
good day looks like for our staff, patients and Māori and 
Pacific communities, so that initiatives to support this 
can be developed,” Chris says.

Māori health director, Arawhetu Gray, is supporting the 
project and the opportunity it provides for the voices of 
patients and whānau to be heard.

Taima Fagaloa, Pacific people’s director, is also positive 
about the benefits of the project. She says with a 
number of different ethnic nations in the Pacific, health 
services must understand and appreciate the unique 
features of each Pacific community. 

The heart and lung unit was chosen as the project’s 
implementation ward because the regional service 
works with complex patient cases, has high volumes and 
staff are faced with increasing demands on their time.  

“The opportunity for us to focus on teamwork, how we 
can meet our patients needs in a better way and making 
sure we have the tools to do our job is fantastic,” says 
charge nurse manager Claudia Mercier.

Initiatives underway that will be rolled out to other 
wards as part of the project include:

 � ICT hardware review – identifying the right number 
of PCs, printers, and phones for a ward etc

 � supplies management – making sure stock levels are 
appropriate and processes, roles/responsibilities 
understood

 � clinical support services – identifying how to support 
staff better.

For more information on the optimal ward project, 
contact leanne.tomlinson@ccdhb.org.nz

Optimal ward launches in 
the heart and lung unit

Some of the optimal ward project team
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Successful 
information sharing

CCDM upDate

Thank you to all of the charge nurse and midwife managers and Union 
delegates who attended the Care Capacity Demand Management (CCDM) 
study day earlier this month. The day was a great success with plenty of 

information sharing on the progress of CCDM across the DHB.

We’d like to share some of the questions from the day.

The CCDM team at the study day workshop

 ▪
Q   how much extra time will the 

ccdm programme take for rn/rms?
The CCDM programme should not take any extra time for 
our RN/RMs on the wards during their daily shifts.  

There may be some work analysis undertaken at the 
beginning of implementation which involves staff 
capturing their work in 20 minute intervals. This captures 
the work that TrendCare doesn’t.

We will also be setting up local data councils within each 
ward.  This will involve your staff looking at your data.  
This should be included in team meetings so further 
commitments are not placed on our staff.

Q   will skill mix be considered as 
well?

Yes. The CCDM programme considers both staff and skill 
mix across all shifts. CCDM has a core data set with 23 
metrics for consideration. This includes staff and skill mix.

Q   will ccdm be affected by 
trendcare upgrades?

No. The implementation of CCDM will not be affected 
by further TrendCare upgrades. TrendCare is a vital 
part of data collection for the programme and 
requires at least a years’ worth of accurate data. This 
is not impacted by upgrades.

Q   how important is trendcare in 
the programme?

Very important. The programme needs accurate 
data from both your allocate staff and inpatient shift 
data screens. The TrendCare data will be considered, 
amongst other data metrics from payroll regarding 
overtime, extra shifts and unplanned leave, when 
calculating the FTE requirements for each ward.

You can read more about CCDM on the intranet under 
support services/corporate/organisations projects/care 
capacity demand management.
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Like to be involved?
Any other wards that would like to be involved can contact Perioperative Charge Nurse Manager  

Angela Roche (angela.roche@ccdhb.org.nz)  

Introducing our new 
perioperative transit staff
Wellington Regional Hospital’s 
perioperative services have 
introduced eight transit staff to assist 
with surgical patient flow. 
The trial introduction of perioperative transit staff 
followed a ‘time of wait’ audit undertaken at PACU the 
post assessment care unit. The aim of the audit was to 
help identify how the service can operate more efficiently. 
The transit staff are assisting surgical wards to get their 
patients from PACU to the ward in a timely manner to 
avoid PACU closures and theatre delays. 

“Time of wait is an important measure for surgical flow. 
If PACU beds become full because of wait times for beds 
in wards, we risk closing the PACU unit until beds become 
available. This then has a flow on effect for theatre,” says 
perioperative services clinical nurse educator, Katrina 
Burns.  

Length of wait is also important. A ‘delayed patient’ is any 
patient deemed ready for transfer to their ward and not 
collected within 30 minutes. 

The audit found that 83 percent of patient delays were 
waiting longer than 45 minutes, and that 136 hours of 
delay were due to ward nurse unavailability to assist with 
the transfer. The greatest delays occurred between 12pm 
and 5pm.  

“The audit indicated that nursing staff are having difficulty 
leaving their ward to collect their patient from PACU. 
Perioperative transit staff are tasked with transferring 
stable patients from PACU to the wards. They settle the 
patient into their room, take their initial observations, set 
up any pumps or drains and then handover to the ward 
nurse,” Katrina says.  

The transit staff are currently working with wards 7 North, 
7 South, 6 North, 5 North and 4 North. 

 CCDHB Health Matters April 2018     l     7 

Katrina Burns, Tom Poland, Louise Corlett, Sarah Fraser-Clark
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5 Years
April Mission, registered nurse
Melissa Nguyen, emergency physician
Mishalni Goundar, registered nurse
Robin Maxwell, physiotherapist
Agnes Moubeche, registered nurse
June Parone, registered nurse
Kimberley Dobchuk, senior nurse
Rebecca Martin, dietitian
Rebecca Hosler, registered nurse
Emilyn Roales, registered nurse
Sandra Stewart, nurse educator
Agnes Vaaua, transport office 
administer
Bryan Moles, fitter
Penelope List, social worker - 
community day programme
Desiree Fernandez, neurologist 
Conor Hyland, team co-ordinator - 
reception and community health
Tracey Heads, consultant psychiatrist
Nazrin Nisha, health care assistant - 
casual
Richard Paul, registered nurse
Emma Morrow, strategic project 
manager
Jan Marment, senior system 
development manager
Jocelyn Mills, registered nurse
Agnes Estoesta, registered nurse
Rosemary Sutton, clinical typist/team 
support administrator
Maria Hegedus, clinical typist
Luatupu Ioane-Cleverley, physician - 
general medicine

10 Years
Stephen O’Donovan, community 
mental health nurse
Rosemary Simpson, service manager - 
Faster Cancer Treatment
Filipa Molony, nurse educator

Therese Stowers, midwife
Corinne Illana, eligibility analyst
Janette Derham, registered nurse
Marie Habowska, occupational health 
nurse
Fiona Janson, registered nurse
Loraine Haenga, social worker
Doris Tuifao, office manager
Pilar Abril, registered nurse
Deborah Hughes, diabetes nurse

15 Years
Michael Ryan, administration officer
Moana George, mental health support 
worker
Beena Mathew, registered nurse
Christina Faaea, health care assistant
Helen Dunn, pharmacist 
Nayna Narasy, registered nurse

20 Years
Anna Kempthorne, team leader
Lucia Bercinskas, registered nurse - 
casual
Sandra Lyster, clinical speciality nurse
Catherine Siataga, senior security 
orderly
Therese Frost, registered nurse
Justine Plunkett, operations manager
Kalaviti Patel, registered nurse
Penelope Clifford, senior medical 
officer

25 Years
Joanne Powrie, registered nurse
Chi Fai Chris Li, community mental 
health nurse
David Hamilton, oncologist

30 Years
Janet Campbell, counsellor

thanks

What’s your role here?

I am a rotational clinical pharmacist, 
currently working in MAPU. I help to 

ensure that patients are receiving the 
appropriate medications and dosages. 

This includes monitoring any side effects 
or medication adjustments. I talk to 

patients about their medications and 
why they’re taking them, and provide 

advice to doctors and nurses.

Who’s in your team?

There are around 30 pharmacists based 
in our team and we look after both 
Wellington Regional and Kenepuru 

Community Hospitals. We have 
permanent pharmacists who look after 
specialist areas such as paediatrics and 

MHAIDS, and rotational pharmacists like 
me who spend three to six months on a 

ward. 

What’s the best part of your job?

Talking to patients and finding ways to 
explain to them what their medications 
are and why they’re on them. Knowing 
more about their medications allows 
patients to take more ownership of 

managing their health and helps avoid 
any errors. 

Tell us something most staff 

wouldn’t know about you

If I wasn’t a pharmacist I would want to 
open my own cafe as I love cooking and 

experimenting with food. 

Staff Profile

lucy Stewart
Clinical Pharmacist

special thanks and recognition 
to the following staff!
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alicia graham - 
team leader, te haika
Alicia Graham has been the team 
leader for Te Haika since 2015.

Te Haika is the mental health and 
addictions contact centre for 
people in crisis or experiencing 
moderate to severe mental 
health or addiction problems. It 
is staffed 24 hours a day, seven 
days a week by mental health 
and addiction professionals. 
The service is for everyone from Wellington, 
Porirua, Kāpiti, the Hutt Valley and the Wairarapa. 

“A typical day for me involves lots of emails and 
phone calls! As a team leader, communication 
is important so I try and talk to people as much 
as I can. I also attend a number of meetings as 
the overall service liaison is quite important. We 
receive a number of referrals from key agencies 
including GPs, Police, other parts of the DHB and 
community/non-government organisations,” Alicia 
says. 

Te Haika’s recent expansion has seen increasing 
demands placed on the service, which throws up 
some challenges. 

“As we do not see people face to face; we can’t 
read the verbal cues and body language that most 
clinicians would experience.    

“We’ve certainly seen an increase in acute 
demand. My goal over the next few years is to 
provide more training and development in mental 
health telephone triage.  Working on the phones 
is always interesting and very challenging—we are 
always looking for more people to come and work 
with us!”

There are also plenty of great things about the job, 
though, including the team Alicia works with. 

“Easily the best thing about my job is the team 
at Te Haika. I am very lucky to have a smart, 
talented and clinically experienced team supported 
by incredible clinical coordinators, CNS and 
administration. 

“There is a very strong culture of peer support. I 
have great support from my manager, Waka Saba 
and the wider 3DHB MHAIDS management. I also 
enjoy the quality improvement side of the role and 
like to find ways we can make our processes better 
for all,” Alicia says.

IN THE LIFE
DAY
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See the Health & Safety intranet page for further 
details and to print off your consent form.

Free staff 
flu jabs 
New Zealand is expecting a severe influenza 
season this year. Being vaccinated is one of 
the best things you can do for your patients, 
colleagues, families and yourself this winter. 
Vaccinations for our staff are free. Put a time in 
your diary to get your free vaccination.

Non-clinical area clinics
Note: These clinics run from 8.30am-3.30pm 
• MONDAY 30 April - Whānau Care Meeting 

Room, Cultural Care Centre, level 2, 
Wellington Regional Hospital

• TUESDAY 1 May - Education Centre Seminar 
Room 1, Kenepuru Community Hospital

• WEDNESDAY 2 May - Whānau Care Meeting 
Room, Cultural Care Centre, level 2, 
Wellington Regional Hospital

• THURSDAY 3 May - Education Centre Seminar 
Room 1, Kenepuru Community Hospital

• FRIDAY 4 May - Whānau Care Meeting Room, 
Cultural Care Centre, level 2, Wellington 
Regional Hospital

Where tO OBtAiN YOur free VAcciNAtiON:

COMMS: 1648-1804 - April 2018

immunised
I’ve been
FLU?

MhAiDS community clinics 
• te Whare Marie - 7 May 10.30am-12:30pm 
• Te Haika - 7 May 2-4pm & 10 May 

7-9.30am
• Hania St - 8 May 8-11.30am
• Adelaide Rd - 8 May 12.30pm-3.30pm
• PcMht, MhNASc Level 8, BNZ tower, 

Porirua city - 9 May 12.30-3pm
• Papatuanuku -10 May 1-4pm
• MhAiDS head Office, BNZ tower, Porirua 

city - 11 May 9am-12pm 

clinical areas 
All clinical areas should have ‘in-house’ vaccinators who are able to provide vaccinations. Please 
visit the Influenza Vaccination Campaign intranet site for a full list of vaccinators.
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CLINICAL TRIALS TEST bRONCHIOLITIS TREATmENT
Three internationally-developed bronchiolitis 

treatments are being trialled at Wellington 
Regional Hospital in the hope of reducing the virus 
in babies. 

“Bronchiolitis (or RSV) is highly contagious, and 
is the main virus that fills paediatric wards in the 
winter months,” says Thorsten Stanley, paediatrics 
senior lecturer at Otago University, Wellington. 
Wellington’s neonatal intensive care unit treats 
about 100 babies with bronchiolitis each year. 

One in three babies get the virus, but there are 
currently no approved treatments in New Zealand, 
which means the virus has to be left to run its 
course.

“The clinical trials we’re running are aimed at finding 
possible treatments,” Thorsten says.

The longest and largest of the three clinical trials 
involves administering an oral drug to babies who 
have contracted the RSV virus. The drug is designed 
to prevent the baby from becoming very unwell. The 

trial, in its fourth year, is also being 
used to test whether the virus is 
associated with increased risk for 
childhood asthma. 

The second trial is a vaccination 
designed for premature babies 
who are at a higher risk of 
contracting the RSV virus. The 
third trial involves vaccinations for 
pregnant women who are likely to deliver between 
May and September when the virus is prevalent. 

Thorsten says that while the clinical trials are 
exciting, each has its challenges – particularly when 
it comes to recruiting parents willing to take part. 

A large amount of robust data is also required for 
approval from regulatory bodies, which involves 
thousands of participants across multiple countries. 
“However, if we are successful, it would allow us to 
treat and prevent one of the most common winter 
viruses paediatricians see.”  

research

The desire to be environmentally conscious has 
given the DHB an opportunity to be altruistic and 

help people in need on the other side of the world.

The Take My Hands charity collects usable medical 
equipment that can no longer be used in New 
Zealand, and sends them to be used in the Asia 
Pacific region by people in need.

An arrangement with Take My Hands recently saw 25 
hydraulic and electric beds, 36 meal trolleys and two 
drip poles sent to Lahore in Pakistan.

There they’ll be received by the Hope Rehabilitation 
Society, a non-profit that specialises in artificial limbs.

“The beds all work, but they’re past the age where 
they can operate in a hospital environment,” said 
contracts manager Kenny McCaul.

“The traditional way of disposing of these beds 
doesn’t suit how we want to operate anymore, and 

donating 
them fits with 
our new waste minimisation policy.”

A further 21 beds will likely end up in the Solomon 
Islands where, Take My Hands managing trustee 
Janette Searle says, beds of any kind are in short 
supply.

“It’s not about having shoddy equipment, it’s that 
there’s no equipment,” she said.

“Some health clinics just don’t have beds – they have 
patients on the floor. In paediatric departments there 
are women who have just given birth who were on 
blankets on the floor.”

Beds have also gone to propmakers, and surgical 
instruments and equipment that no longer met the 
required standard were donated to the Wellington 
SPCA.

HELPINg THE ENVIRONmENT AND 
PEOPLE IN NEED

sustainability
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it ’s about our place

Update on the 
development of the 

People Strategy
Time is marching on and you may be 
wondering what is happening with 
the People Strategy.
We have been working away to collate your input, 
connect dots and create more conversations based on 
what you’ve told us.  We received fantastic ideas and 
comments from you, and it has taken us some time to 
pull it all together into a useful format. Our next steps 
are to talk with our leadership teams, ensuring that your 
feedback is part of planning and development. 

In the meantime:
 � We have loaded the key themes (based on all the 

things you talked about in the workshops) onto the 
intranet Discussion themes from the People Strategy 
Workshops

 � Different teams across the organisation are developing 
plans designed to address the issues you raised. For 
example, we have provided the ICT team and the 
capability development team with all your comments 
and they are working out what they can address easily 
and what will need bigger plans.  

 � The ideas you have raised have helped us identify 
priorities for the coming year. Payroll, finance, ICT and 
HR are all working together to develop a smarter and 
simpler system to make it easy to do great work here.

 � We’ve launched a pilot directory to help managers in 
particular identify organisation activities to support 
work to make our place a great place to work. It’s 
About Our Place – you may have noticed the icon on 
your desktop.

We have had a fabulous response to our Organisational 
Culture Research Network, with more than 20 people 
keen to be part of an ongoing conversation and 
exploration of our organisational culture and how we 
can support a safety culture at CCDHB. If you’d like to be 
involved email us via ItsAboutOurPlace@ccdhb.org.nz
The Supporting Safety Culture programme is a direct 
response to the concerns you raised about feeling safe 
and supported. We are launching this programme with 
Speaking Up For Safety in the week of 14-18 May. Keep 
your eye out for news and events in the coming weeks.

Feel free to email us your feedback: it’saboutourplace@ccdhb.org.nz

The people strategy document is currently being finalised for discussion with ELT by 
the end of this month. It will then be part of a wider discussion amongst senior leaders 
in early May. Following that we will be ready to bring it back to you for discussion. 

The next part of our conversation will be to reflect on what you have told us, to 
refresh our organisation values. We thought you might like to see some of the values 
words that came through in our workshops:

Next 
steps:
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ED STAff SHINE IN 
LEARNINg fROm ExCELLENCE PROjECT 
A project aimed at identifying, 
acknowledging and learning 
from professional excellence has 
been running in the emergency 
department (ED) since November last 
year. They have been so successful 
that they will continue to run 
across the department, and will be 
introduced across other wards.
The ‘learning from excellence’ project and associated 
ACE awards (Awards for Celebrating Excellence) 
were introduced on a trial basis to recognise staff’s 
contribution to excellence through clinical care, team 
work, resilience, and increasing patient safety. The mutli-
disciplinary approach has been key to its success.

“There are lots of great things going on around the 
organisation, but often we don’t manage to capture it 
and use it to identify new opportunities for learning 
and improving. ACE is about capturing peer-reported 
excellence and using this to share ideas and embed great 
initiatives,” says quality facilitator Briar Coleman.  

The project, which has been led by Briar, alongside 
ED Consultant Jay Amaranathan and ED Associate 

Charge Nurse Manager Caroline Leaf, is based on an 
international healthcare model for improvement and 
Safety II methodology. It is the only example of this kind 
of reporting at the DHB so far. 

“It looks at what we do well, learning from that, and 
trying to put this practice in place every day,” Briar says.

Over 200 nominations were submitted over the 12 
week trial period of the project. Colleagues nominated 
a person in their team who demonstrated excellence in 
health care. Every month winners were selected and their 
achievements celebrated.

The initiatives are documented, with the key learning 
points displayed on ED quality boards and emailed to ED 
staff, so that it can be embedded in their practice. Each 
month a couple of the more interesting cases highlighted 
through the nominations process were selected – 
generally a critical care case across different disciplines 
where there was an excellent standard of practice 
displayed. 

“The team are going to use some of the nominations to 
do a deeper dive on themes over time, and initiate some 
side projects to develop further learning in these areas. 
Ultimately, we want to increase patient safety through 
the development of consistent excellent practice,” Briar 
says.

Ace AwArDs
The ACE award team and some of the winners so far
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compass health

NEW PARTNERSHIP TO kEEP 
STuDENTS HEALTHY
Massey University students are set to get better 

access to healthcare thanks to a collaboration 
between the university and the Newtown Union 
Health Service (NUHS).

The partnership is the first of its kind in New Zealand 
and launched in early April with NUHS managing 
healthcare services onsite at Massey.

“We decided to partner with a Wellington practice 
to provide health care services that address 
our students’ needs,” said Massey University 
communications director James Gardiner.

“This means enabling students to access patient-
focussed and affordable healthcare, more 
appointments, online booking options and staff 
consistency to ensure continuity of care.”

As a Health Care Home practice, NUHS has the 
tools to provide what Massey is seeking, and to 
continually review service delivery through a quality 
improvement lens.

“We’re delighted to partner with Massey, and excited 
to enter into this collaboration with a values-based 
organisation that wants to work together to provide 
a quality health service to its students,” said NUHS 
manager Fiona Osten.

The collaboration also brings new workforce 
opportunities for NUHS staff, who look for innovative 
ways to diversify, recruit, retain and develop staff. 

“Working with NUHS and Compass Health to 
prepare for the start of this new partnership has 
demonstrated our shared values in a practical way 
through patient-centred healthcare, embracing 
diversity and working collaboratively to deliver 
excellence,” said James.

“We know that other educational institutions will be 
looking on with interest as we champion this model.”

Above: The partnership sees the NUHS team managing 
healthcare services at Massey University.

New emergency Department 
volunteer co-ordinator 

A warm welcome to Gael 
Cameron, who is our new 
volunteer co-ordinator for 
the emergency department 

(ED). Gael co-ordinates over 40 
volunteers who assist staff and 

patients ED, the medical assessment 
and planning unit and the emergency observation 
unit, seven days-a-week from 9am to midnight. 

Recently one of our ED volunteers, Peter, received 
a professional excellence award from ED staff. 
“Everything is spotless when he is around, he quietly 
gets on with stocking up, and getting meals for 
patients. We think he is wonderful!”

Countdown charity golf tournament 

Another successful and highly enjoyable charity 
golf tournament was recently held by Countdown 
as part of the Countdown Kids Hospital Appeal. 
Wellington turned on a beautiful sunny day for 

teams. Thanks to all who helped 
make the fundraiser a huge 
success!

Xanthe’s birthday fundraiser
A huge shout out and thank you to Xanthe Mead, 
who asked for donations to Wellington children’s 
hospital for her 8th birthday instead of presents. 
Your generosity is amazing Xanthe, and we hope 
you enjoyed your movie birthday party. The money 
Xanthe raised will go towards funding care items and 
medical equipment for the hospital. 

wellington hospital foundations update
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Stephan Devitt (Shoe Clinic Porirua), Christine Curry (Endocrine Diabetes & Research Centre), Bradley 
Brosnan (Te Korowai Whāriki), Ashleigh Baker (Sport Wellington) and Matthew Hedges (MHAIDS).
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Improving health and 
fitness one foot at a time
A new initiative to help people with 
mental health needs get physically 
active has been given a kick start with 
the donation of almost two dozen 
pairs of running shoes.
The initiative is called the Activate Group programme 
and aims to help improve the cardiovascular health of 
clients at Te Korowai Whāriki – the regional forensic 
and rehabilitation inpatient mental health service in 
Porirua.

The programme is a partnership between Te Korowai 
Whāriki, diabetes nurse Christine Curry, Sports 
Wellington, allied health professionals, and Shoe 
Clinic in Porirua – which donated the shoes.

“This is an incredible contribution and demonstrates a 
very strong partnership of people working to improve 
health outcomes for our clients,” said programme 
coordinator Matthew Hedges.

This is not the first time a Shoe Clinic has given 
a MHAIDS programme a leg up, with Shoe Clinic 
Wellington having donated 60 pairs of sneakers last 
year.

Those shoes helped young people – aged 13-25 and 
experiencing psychosis – to take part in weekly sports 
sessions run by the early intervention team and Sport 
Wellington.

“Many of these young people haven’t had the 
opportunity to be involved in team sports since 
leaving school,” MHAID Service 3DHB medical 
director Dr Alison Masters said at the time.

“They enjoy confidence building, addressing physical 
health issues and recovery while having lots of fun.”

However, until the donation was made, the cost of 
sneakers was a barrier to some people participating.

“It’s all I needed; I appreciate what has been given. 
Thank you so much,” one happy recipient said.
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Stir it up and 
practice your 
sign language
Deaf Aoteaora is running a series of 
‘stir it up’ coffee groups at Wellington 
Regional and Hutt Hospitals every 
month from April through to 
November. 

The sessions are a fantastic way to 
experience and practice New Zealand 
sign language over a cuppa in an 
informal and friendly setting. No prior 
experience required!

For more information on when and 
where these sessions are being held, 
visit the staff intranet.

Neurosciences 
Advanced 
Observation unit 
opens in ward 7 
south
The new Neurosciences Advanced 
Observation Unit opened in April 
on ward 7 south. The new unit will 
provide improved nursing care for 
acute neuroscience patients.

The unit will be used for acute stroke 
patients requiring Alteplase, acutely 
unwell neurosurgical and neurology 
patients.

Supporting 
Māori with 
disabilities
The Ministry of Health has published 
Whāia Te Ao Mārama 2018 to 2022: 
the Māori Disability Action Plan 
to guide the health and disability 
sectors and communities to support 
tāngata whaikaha Māori (Māori with 
disabilities) and whānau.

For information visit www.health.
govt.nz/publication/whaia-te-ao-
marama-2018-2022-māori-disability-
action-plan

Revisiting 
abortion law
The Law Commission wants public 
input on how to rework abortion laws 
to treat terminations as a health – 
rather than criminal – issue.

Abortion is legislated under the 
Crimes Act, however Justice Minister 
Andrew Little has asked how the legal 
framework could be changed to align 
it with other health issues.

Submissions can be made until 18 
May at abortionlaw.lawcom.govt.nz 

Ministry & College 
midwifery 
programme
The Ministry of Health and New 
Zealand College of Midwives are 
working together on a maternity 
programme to address pressure 
on the midwifery-led service.  
Addressing workforce shortages, and 
collaborating on a programme to 
deliver a sustainable midwifery model 
of care, has guided discussions. 

The Ministry has agreed to develop 
a Memorandum of Understanding 
with the College to improve ongoing 
collaboration on the programme.

NEWSinBRIEF

Nominations 
for Volunteer 
awards
Nominations are open for the 
Minister of Health Volunteer 
awards, which recognise some of 
the thousands of volunteers who 
support health and disability services 
in hospitals and communities. Last 
year’s overall Health Volunteer of the 
Year was the Wellington Hospitals 
Foundation volunteer service.

Nominations close on 18 May. 
For more information visit 
volunteerawards.health.govt.nz/.
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