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Hospital Advisory Committee 
A g e n d a  

MEETING DETAILS 

Time and Date  9:30am – 12:30pm, Wednesday, 15 May  2013 

Venue A+ Trust Room, Level 5, Building 32,  Auckland City Hospital 

Members Dr Lee Mathias (Chair), Judith Bassett ,Jo Agnew, Peter Aitken,  
Susan Buckland, Rob Cooper, Dr Chris Chambers, Dr Lester Levy,  
Robyn Northey, Gwen Tepania-Palmer, Ian Ward, Assoc Prof Anne Kolbe.   

Apologies Judith Bassett, Barry Snow 

In Attendance Ailsa Claire (CEO), Fionnagh Dougan (DPS), Dr Margaret Wilsher (CMO), 
Rosalie Percival (CFO), Margaret Dotchin, Sue Waters (CHPO) ,Greg Balla, 
Leani Sandford, Vivienne Rawlings (CHRO), Ian Bell. 
Adult Health: Dr Barry Snow, Dr Ian Civil, Jane Lees, Andrew Davies.  
Children’s Health: Danah Cadman, Dr Richard Aickin, Sara Little.  
Women’s Health: Sue Fleming, Karin Drummond. 
Mental Health & Addictions: Helen Wood, Dr Clive Bensemann, Anna 
Schofield.  
Cardiothoracic  Health Service Group: Peter Lowry, Jane Lees,  
Dr Peter Ruygrok,  
Cancer and Blood Service Group: Dr Richard Sullivan.   
Operational & Clinical Support: Ngaire Buchanan, Dr Vanessa Beavis. 

COMMITTEE FUNCTIONS 

To monitor the financial and operational performance of the hospitals and related services of the DHB, 
assess strategic issues relating to the provision of hospital services by or through the DHB and give the 
Board advice and recommendations on that monitoring and assessment.  

 Item Page No 

1 
5m to 
9:35am 

Agenda 
  Register of Interests 

Attendance Schedule 

000 
000 
000 

2 
10m to 
9:45am 

Confirmation of Minutes Wednesday 3 April 2013 
Actions Arising –carried forward from 3 April 2013 

000 
000 

3 
20m to 
10:05am 

Items for consideration and recommendation to the Board 
3.1        Winter Planning Adult Services – Ngaire Buchanan 

3.2        Winter Planning Children’s Health Service – Ngaire Buchanan 

3.3        St Johns Alternatives to Transport – Jane Lees, Andrew Davies 

3.4        Collaboration with Age related Residential Care-Jane Lees,  

             Andrew Davies 
 

000 
000 
000 
000 
000 

4 
40m 
5m to 

Provider Arm Performance Report 
4.1         Scorecard  

000 
000 
000 

3



Hospital Advisory Committee Agenda – Wednesday 15 May 2013 
Page 2 

10:55am 4.2         Health Target Updates 

4.3         Overall Provider Performance 
               

 Health Service Group Reports  

• Adult Health Service Group 

• Operational & Clinical Support Services Group 

• Children’s Health Service Group 

• Cancer and Blood Health Service Group 

• Cardiovascular Health Service Group 

• Women’s Health Service Group 

• Mental Health & Addictions Health Service Group 
 

 

7 
35m to 
11:45am 

Resolution to Exclude the Public 
Recommendation 

000 
000 

 
NEXT MEETING 

Time and Date: 9.30am, Wednesday, 26 June, 2013 
Venue: Marion Davis Library, Building 43, Auckland City Hospital, Grafton 

 
Hei Oranga Tika Mo Te Iti Me Te Rahi 

Healthy Communities, Quality Healthcare 
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Glossary 
ACC Accident Compensation Commission 
ACH Auckland City Hospital 
ADHB Auckland District Health Board 
AED Adult Emergency Department 
APU Admission Planning Unit 
ARPHS Auckland Regional Public Health Service 
CADS Community Alcohol and Drug Service 
CCHDS Community Child Health and Disability Service 
CEC Clinical Education Centre 
CED Children’s Emergency Department 
CE Chief Executive 
CETU Clinical Education and Training Unit 
CFO Chief Financial Officer 
CHIP Child Health Improvement Plan 
CIMS Critical Incident Management System 
CINAHL Cumulative Index to Nursing & Allied Health 
CMHC Community Mental Health Centre 
CMO Chief Medical Officer 
CPC Clinical Practice Committee 
CPE Continuing Professional Education 
CPHAC Community Public Health Advisory Committee 
CSC Clinical Skills Centre 
CSSD Central Sterile Supply Department 
CWSTU Clinical Workstation and Training Support Unit 
DAP District Annual Plan 
DCCM Department of Critical Care Medicine 
DNA Did Not Attend ( when referring to appointments) 
DSAC Disability Support Advisory Committee 
EMS Emergency Management Service 
ORL Ear Nose and Throat 
FSA First Specialist Assessment 
FTE Full time Equivalent 
GCC Greenlane Clinical Centre 
GM General Manager 
GP General Practitioner 
HAC Hospital Advisory Committee 
HBL Health Benefits Limited 
HCC Healthcare Community 
HDU High Dependency Unit 
HOP Health of Older People 
HQSC Health Quality and Safety Commission 
HR Human Resources 
HSG Healthcare Service Group 
ICU Intensive Care Unit 
IMS Information Management Services 
IMT Information Management Team 
IMTS Information Management and Technology Services 
IS Information Services 
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KPI Key Performance Indicator 
MCA Medical Advisory Committee 
MHAC Maori Health Advisory Committee 
MoH Ministry of Health 
NICU Newborn Intensive Care Unit 
NoRTH Northern Regional Training Hub 
NWH National Women’s Hospital 
OH &S Occupational Health and Safety Service 
OR Operating Room 
ORL Otorhinolaryngology, or Ear Nose and Throat 
PACs Picture Archiving Communication System 
PACU Post Anaesthesia Care Unit 
PDU Peritoneal Dialysis Unit 
PHC Paediatric Home Care 
PHO Primary Health Organisation 
PICU Paediatric Intensive Care Unit 
PVSMUG Patient Vital Signs  Monitoring User Group 
RAC Recruitment and HR Administration Centre 
RiTA Roster and Timesheet Automation 
RMO Registered Medical Officer 
RN Registered Nurse 
SCH Starship Children’s Health 
SDO Senior Dental Officer 
SMO Senior Medical Officer 
SMT Senior Medical Team 
SOI Statement of Intent 
WIP Work In Progress 
WRE Work Related Expenses 
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Conf l ic ts  o f  In terest  Quick  Reference  Guide  

 
 
Under the NZ Public Health and Disability Act Board members must disclose all interests, and the full 
nature of the interest, as soon as practicable after the relevant facts come to his or her knowledge. 
 
An “interest” can include, but is not limited to: 
 

• Being a party to, or deriving a financial benefit from, a transaction. 
• Having a financial interest in another party to a transaction. 
• Being a director, member, official, partner or trustee of another party to a transaction or a 

person who will or may derive a financial benefit from it. 
• Being the parent, child, spouse or partner of another person or party who will or may derive a 

financial benefit from the transaction. 
• Being otherwise directly or indirectly interested in the transaction. 

 
If the interest is so remote or insignificant that it cannot reasonably be regarded as likely to influence the 
Board member in carrying out duties under the Act then he or she may not be “interested in the 
transaction”.  The Board should generally make this decision, not the individual concerned. 
 
Gifts and offers of hospitality or sponsorship could be perceived as influencing your activities as a Board 
member and are unlikely to be appropriate in any circumstances. 
 

• When a disclosure is made the Board member concerned must not take part in any 
deliberation or decision of the Board relating to the transaction, or be included in any quorum 
or decision, or sign any documents related to the transaction. 

• The disclosure must be recorded in the minutes of the next meeting and entered into the 
interests register. 

• The member can take part in deliberations (but not any decision) of the Board in relation to 
the transaction if the majority of other members of the Board permit the member to do so. 

• If this occurs, the minutes of the meeting must record the permission given and the majority’s 
reasons for doing so, along with what the member said during any deliberation of the Board 
relating to the transaction concerned. 

 
IMPORTANT 
 
If in doubt – declare. 
Ensure the full nature 
 

of the interest is disclosed, not just the existence of the interest. 

This sheet provides summary information only - refer to clause 36, schedule 3 of the New Zealand Public 
Health and Disability Act 2000 and the Crown Entities Act  2004 for further information (available at 
www.legisaltion.govt.nz) and “Managing Conflicts of Interest – Guidance for Public Entities” 
(www.oag.govt.nz ). 
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ADHB BOARD AND COMMITTEE (HAC) 
REGISTER OF INTERESTS
 
 
 
NAME OF 
BOARD 
MEMBER 

ORGANISATION ROLE FINANCIAL 
INTEREST 

NATURE OF 
INTEREST 

DATE OF 
LATEST 
DISCLOSURE 

Lester LEVY 
(Chair) 

University of 
Auckland 
Business 
School 
New Zealand 
Leadership 
Institute 
Health 
Benefits 
Limited 
Tonkin & 
Taylor 
Waitemata 
District Health 
Board 
Auckland 
Transport 

Professor 
(Adjunct) of 
Leadership 
 
 
Co-Director 
 
Deputy Chair  
 
 
Independent 
Chairman 
Chairman 
 
 
Chairman 

  1 November 
2012 

Jo AGNEW Professional 
Teaching Fellow, 
School of 
Nursing, 
Auckland 
University 
Casual Staff 
Nurse ADHB 

 Salary 
 
 
 
 
 
Salary 

 9 September 
2011    

Peter 
AITKEN 

Pharmacist 
 
Pharmacy Care 
Systems Ltd 
 
 
Pharmacy New 
Lynn Medical 
Centre 

Pharmacy 
Locum 
Shareholder/ 
Director, 
Consultant 
 
Owner 

Hourly 
Fee 

 
 
Medical Centre 
development 
and pharmacy 
lease 

18 January 
2012 

Judith 
BASSETT 

Nil    9 December 
2010  
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NAME OF 
BOARD 
MEMBER 

ORGANISATION ROLE FINANCIAL 
INTEREST 

NATURE OF 
INTEREST 

DATE OF 
LATEST 
DISCLOSURE 

Susan 
BUCKLAND 

Writer and editor   
Medical Council 
of NZ 
 
 
Occupational 
Therapy Board 
 
 
Northern Region 
Ethics Committee 
Starship 
Foundation 

Self-employed 
Professional 
Conduct 
Committee 
member 
Professional 
Conduct 
Committee 
member 
Member 
 
Trustee 

Fees  
Fee 
 
 
 
Fee 
 
 
 
Fee 

 12 September 
2012  

Dr Chris 
CHAMBERS 

Employee, 
Auckland District 
Health Board 
Wife employed by 
Starship Trauma 
Service 
Clinical Senior 
Lecturer in 
Anaesthesia 
Auckland Clinical 
School 
Associate, Epsom 
Anaesthetic 
Group 
Member, ASMS 
Shareholder, 
Ormiston Surgical 

   20 April 2011    

Rob 
COOPER 

Ngati Hine Health 
Trust 
 
 
 
 
 
James Henare 
Research Centre, 
University of 
Auckland 
Waitemata 
District Health 
Board 

Chief Executive 
 
 
 
 
 
 
Board Member 
 
 
 
Member 

Salary 
 
 
 
 
 
 
No fee  
 
 

Management of 
a Health, 
Disabilities, 
Social & 
Education 
Services Trust  
Advisory 
 
 
 
 

12 September 
2012     
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NAME OF 
BOARD 
MEMBER 

ORGANISATION ROLE FINANCIAL 
INTEREST 

NATURE OF 
INTEREST 

DATE OF 
LATEST 
DISCLOSURE 

Lee 
MATHIAS 

Lee Mathias 
Limited 
 
 
 
 
 
 
Midwifery and 
Maternity 
Providers 
Organisation 
Limited 
 
 
 
 
Pictor Limited 
 
 
 
John Seabrook 
Holdings Limited 
AuPairlink Limited 
 
 
 
 
 
 
Midwifery Council 
of New Zealand 
Health Promotion 
Agency 
Health Vision 
Limited 

Managing 
Director 
 
 
 
 
 
 
Director 
 
 
 
 
 
 
 
 
Shareholder, 
Director 
 
 
Director 
 
Governance 
Advisor 
 
 
 
 
 
Council 
member 
Chair 
 
Chair 

Fee 
 
 
 
 
 
 
 
Fee paid to 
Lee Mathias 
Limited 
 
 
 
 
 
 
Fee 
 
 
 
No fee 
 
Fee 
 
 
 
 
 
 
Fee 
 
Fee 

Shareholder, 
director, 
independent 
directorships 
and 
healthcare 
services 
consulting 
Provider of 
business and 
professional 
services to 
midwives and 
other 
maternity 
services 
providers 
Biotech start-
up focussing 
on diagnostic 
products 
Estate of late 
husband 
Provider of 
early 
childhood 
education 
services 
contracted to 
the MoE. 
Statutory 
Authority 

20 February 
2013     

Robyn 
NORTHEY 

Self employed 
Contractor 
 
 
Hope Foundation 
  
 
 
 
 
 
A+ Charitable 
Trust 

Project 
management, 
service review, 
planning etc. 
Board member 
 
 
 
 
 
 
Trustee  

Fee 
 
 
 
Nil 
 
 
 
 
 
 

Some clients 
are 
contractors to 
ADHB 
Research and 
Education into 
Aging in NZ, 
Deliver 
Seminars and 
awards 
scholarships 

20 June 
2012  
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NAME OF 
BOARD 
MEMBER 

ORGANISATION ROLE FINANCIAL 
INTEREST 

NATURE OF 
INTEREST 

DATE OF 
LATEST 
DISCLOSURE 

Gwen 
TEPANIA-
PALMER 

Waitemata 
District Health 
Board 
Manaia PHO 
Ngati Hine Health 
Trust 
Te Taitokerau 
Whanau Ora 
Lottery Northland 
Community 
Committee 

Board member 
 
 
Board member 
Chair 
 
Committee 
member 
Committee 
member 

Fee 
 
 
 
 
 
Fee 

 11 March 
2013  

Ian WARD C -4 Consulting 
Limited 
NZ Blood Service 
Francis Group 
Consultants 

Principal/ 
Director 
Board Member 
Advisor 

 
 
Fee 
Fee 

 19 January 
2012     

Anne 
KOLBE 

Private Paediatric 
Surgical Practice 
Employee 
Communio NZ 
 
Siggins Miller, 
Australia 
Strategic 
Engagement, 
School of 
Medicine, 
University of 
Auckland 
Husband: 
Professor of 
Medicine 
Whanganui 
District Health 
Board Risk and 
Audit Committee 
Pharmac Board  
National Health 
Committee 

Director 
 
 
Senior 
Consultant 
Senior 
Consultant 
Employee 
 
 
 
 
 
 
 
 
Member 
 
 
 
Member 
Chair 
 

Joint Owner 
 
 
Contractor 
 
Contractor 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Fee 
Fee 

 3 August 
2012      
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                                                  Auckland District Health Board 
                           Hospital Advisory Committee member Attendance Schedule 2013 

NAME FEB APR MAY JULY AUG SEPT OCT NOV DEC 

Judith Bassett  (Chair) 1 1        

Jo Agnew 1 1        

Peter Aitken 1 1        

Susan Buckland 1 1        

Rob Cooper x 1        

Dr  Chris Chambers 1 1        

Dr  Lester levy 1 1        

Dr Lee Mathias, 1 1        

Robyn Northey 1 x        

Gwen Tepania-Palmer 1 1        

Ian Ward 1 1        

Assoc Prof Anne Kolbe 1 1        

X  Absent 
#          Leave of Absence 
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    Confirmation of Minutes of the Hospital Advisory 
  Committee meeting held on 03 April 2013

 
Recommendation  
  
That the Minutes of the Hospital Advisory Committee meeting held on 03 April 
2013 be approved. 
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Hospital Advisory Committee
M i n u t e s

 

Minutes of the Auckland District Health Board, Hospital Advisory Committee meeting 
held on Wednesday, 3 April 2013 in the Marion Davis Library, Building 43, Auckland City 
Hospital, Grafton commencing at 9:30am.   

1 ATTENDANCE AND APOLOGIES 

 The Chair declared the meeting open at 9:30am.   

Committee Members 
Judith Bassett (Chair)                                       Jo Agnew 
Peter Aitken                                                               Susan Buckland 
Rob Cooper                                                                Dr Chris Chambers                                            
Dr Lester Levy                                                            Dr Lee Mathias                                                  
Gwen Tepania-Palmer                                        Ian Ward 
Associate Professor Anne Kolbe                               

Management in Attendance 
Ailsa Claire – Chief Executive  
Dr Margaret Wilsher – Chief Medical Officer 
Margaret Dotchin – Chief Nursing Officer 
Fionnagh Dougan – Interim Director Provider Services 
Rosalie Percival – Chief Financial Officer 
Sue Waters – Chief Health Professions Officer 
Greg Balla – Director Performance & Innovation 
Vivienne Rawlings – General Manager Human Resources 
Linda Wakeling – General Manager Information Management Services 
Ian Bell – Board Administrator 

Apologies 
An apology had been received from Robyn Northey.  An apology for lateness had been received 
from Gwen Tepania-Palmer. 

Moved Jo Agnew; seconded Lee Mathias 
That the apologies be sustained. 

Carried 

2 CONFLICTS OF INTEREST 

 There were no declarations of conflicts of interest for any item on the agenda. Anne Kolbe 
advised that her husband’s employment had changed and she would notify the Board 
Administrator of that change. 

3 CONFIRMATION OF MINUTES 20 FEBRUARY 2013 

 It was proposed that a schedule of reports from services be developed to better inform the 
Committee on what they were doing well, what not so well and what developments were being 
made.  Lester Levy advised that presentations did not inform the Committee adequately and he 
would prefer to follow the practice at the Waitemata District Health Board (WDHB) Hospital 
Advisory Committee (HAC) where clinical leaders and managers take accountability and are more 
direct about what is going on in their services.  Ailsa Claire and Fionnagh Dougan would discuss 
with Judith Bassett and Lester Levy what they proposed to present.  What was proposed was 
similar to that at the WDHB Committee and would provide clearer information to the Committee. 

Gwen Tepania-Palmer joined the meeting at 9:40am. 

HAC Minutes 3 April 2013  

19



HAC Minutes 3 April 2013  

A report on outsourced staff would be provided to the Board later in the day.  A regular report was 
requested to this Committee. 

An analysis of Surgical Services would be presented to the next meeting. 

Although winter had not yet commenced winter volumes were being experienced, and included 
high demand in Children’s Services where some beds were closed because of the 
refurbishments.  This was being mitigated by working with WDHB to have direct referral to them 
and providing more cover in the Children’s Emergency Department.  Adults were experiencing 
increased demand and more admissions with a 4% increase year on year for 3 years and a 7% 
increase in the last year.  This exposed issues as well as opportunities.  An audit undertaken of 
patients waiting for a further procedure showed that of 120 waiting for some time, 60 could have 
been handled differently.  While these patients were waiting, they did not need acute care.   

 After Hours responses needed to be appropriate and timely, and a review would be undertaken 
to see that the right patients were in the right place and to improve assessment of people to 
determine whether they needed more acute care in APU.  ‘Decongestion step down facilities’ 
were being considered.  While those admitted needed to be in a hospital, work was being 
undertaken with GAIHN to have interventions earlier and to provide appropriate care earlier rather 
than having patients develop into an acute state.  WDHB and Counties Manukau District Health 
Board (CMDHB) had also experienced increased numbers presenting. 

WDHB had undertaken a review of readmissions involving 4,000 patients but could not identify 
significant changes in strategies to reduce readmissions.  There was an opportunity using 
Advanced Care Planning for people in their last year to direct them to hospice or provide further 
support at home.  The increase in the aging population was being experienced now and clinicians 
and planners were considering how to deal with this in the most effective way.  This would need 
costs being taken out of the present system to allow investment in earlier interventions, such as 
community support, and the encouragement of changes in behaviour, e.g. seeking GP 
interventions earlier.  The system was very fragmented and there needed to be more active 
engagement as to where services are provided, including using PHOs and GAIHN.  The factors 
that are driving admissions needed to be identified and addressed systematically. 

Alisa Claire advised that this a whole strategy is needed to address and offer support to the 
Auckland population and their general service needs as well as those of the region and nation 
flowing into the ADHB services.  An example of support for the ADHB population would be 
increased earlier CVD intervention which does provide gains within 3 years.   

Moved Jo Agnew; seconded Anne Kolbe 
That the minutes of the Hospital Advisory Committee meeting held on 20 February 2013 be 
confirmed as a true and correct record.   

Carried 

4 ACTION POINTS 20 FEBRUARY 2013 

 While it was suggested that there be a presentation on InterRIA Lester Levy advised that the 
Board needs to address decisions rather than receive presentations.  InterRIA would be taken up 
at Community and Public Health Advisory Committee (CPHAC). 
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5.1 Operational Performance Report 

 The acute flow ED target of 95% had been achieved for the quarter, however elective discharges 
were behind with the Greenlane Surgical Unit (GSU) not coming on stream as rapidly as planned. 
Outsourcing was being implemented to catch up.  This concerned about 225 patients. 

Acute demand is impacting on electives and Lester Levy commented that the GSU had had too 
many revisions of plans and was concerned that the volumes required could not be achieved.   

Greg Balla was undertaking a surgical review and was receiving feedback on what worked and 
what was not working.  There were some governance issues at GSU defining what work should 
be undertaken there and to provide more coordination i.e. with bookers and schedulers.  
Consultants will be providing overnight cover at GSU. 

While it was suggested that the standard private sector surgical unit business model be used 
ADHB still had to address the acute/elective balance and how small services worked over the two 
sites to provide the required acute cover.  This would require longer term planning for some 
services and, while not needing more resources, may see reallocation of resources.  February 
had seen the first allocation of lists over the 40 services, which had worked well but revealed 
some resource issues including a shortage of PACU nurses.  Greg Balla advised that the GSU 
can be made to work efficiently. 

Lester Levy commented that with regional elective surgery Auckland had not followed the 
approach of WDHB which was to design a model first, and there was now a question whether 
ADHB had the right capacity to implement a free standing elective service. Ailsa Claire advised 
that the surgical review would be coming to the next meeting with a proposal which included 
increasing managerial capacity. 

The delivery over plan in paediatrics hemo-oncology and paediatric neurology was noted.  There 
was increasing ability to treat children with these conditions, so more referrals were being 
experienced.  There were issues on pricing as these services did lose money.  World wide the 
growth of tertiary services was outstripping resources and tertiary services need more 
specification as to the service provided and pricing.  Costing systems were not robust and should 
be based on patient contact time.  The production plan was based more on what the Funder had 
money for rather than the real demand and actual presentations.  Rosalie Percival advised that 
the pricing exercise showed that there should have been more funding to tertiary services, but this 
had not been implemented.   

There needed to be a clear description of what were the tertiary services.  This should include a 
description of the service, the capacity and the cost so that discussions could be held with other 
DHBs.  Lester Levy commented that there was a need for service and process changes, as at 
present ADHB was treating everybody presenting or referred which was more than could be 
afforded.  It was difficult to get a national discussion on tertiary services with increased technology 
driving increases in cost of those services.  An example was cardiology with more interventions 
on sicker and sicker people and services fragmented and duplicated across metro Auckland.  The 
duplication of services should be able to be resolved by the DHBs. 

It was noted that the gap between proposed and actual obstetric employee FTE was increasing 
and while the assumption was that beds would be closed, this was being challenged by clinicians.  
The aim should be that normal obstetrics should be addressed in primary services and only at 
ADHB if clinically indicated. 

The issue of outsourced staff had been discussed at the Audit and Finance Committee requesting 
a definite list and while the engagement of new outsourced staff had been addressed, the 
question was how to address the existing outsourced staff.  This would be taken to the Audit and 
Finance Committee who may take a more directive approach.  Cardiac unfavourable variances 
were clinical supplies and staff.  A person was engaged looking at clinical supplies but also higher 
volumes were being experienced and with the target to keep numbers waiting down additional 
volumes had to be addressed.  There was over intervention for ADHB’s population which is not 
funded. 

21



 

5.2 Health Target Update 

 Visits had been made to PHOs to discuss failure to meet the target for more Heart and Diabetes 
checks.  Some smaller PHOs were delivering well but of two PHOs under performing one felt they 
were not funded for the checks and the other had not been working to the right target and 
assistance was being provided to them on their information systems.  While GPs were probably 
doing the test some did not accept that they should fill in forms a particular way so that the checks 
were counted  They do have an obligation to meet targets while accepting public funding.  The 
tests were also an incentive to keep the population well.   

Moved Judith Bassett; seconded Gwen Tepania-Palmer 
That the Operational Performance Report and Health Target Update be received. 

Carried 

6.1 Starship Ward Refurbishment 

 The brief report showed the project was on track and a detailed report would be given to the Audit 
and Finance Committee.  Some flooding had been experienced.  This had identified a problem 
that had not been foreseen and was being addressed. 

6.2 GSU Project Updates 

 Recruitment of additional support services including bookers and schedulers was being 
undertaken. 

Moved Gwen Tepania-Palmer; seconded Lester Levy 
That the Starship ward refurbishment and GSU project update be received. 

Carried 

8 Resolution to exclude the public  

 Moved Judith Bassett; seconded Gwen Tepania-Palmer 
 

RESOLUTION TO EXCLUDE THE PUBLIC 
FROM A MEETING OF THE HOSPITAL ADVISORY MEETING 

 
 

Clauses 32 and 33, Schedule 3,  
New Zealand Public Health and Disability Act 2000 (“Act”)  

That the exclusion of the public from the relevant part of the meeting is necessary to 
enable the Board to deliberate in private on a decision or recommendation as to 
whether any of the grounds in paragraphs (a) to (d) of clause 32 of Schedule 3 of the 
Act are established in relation to all or any part of the meeting. 
 
1.   THAT the public be excluded from the following part of the proceedings of this 
meeting, namely consideration of items 8 to of the Agenda. 
 
The general subject of the matters to be considered while the public is excluded, the 
reason for passing this resolution in relation to each matter, and the specific grounds 
under the above clause for the passing of this resolution are as follows:  

HAC Minutes 3 April 2013  
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General subject of each matter 
to be considered:  
 
 

 Reason for passing this 
resolution in relation to each 
matter: 

 Ground(s) under clause 34 
for the passing of this 
resolution: 

 
8.1 Confidential HAC Minutes   
 20 February 2013  
 
8.2  Risk Report 
 
8.3 Quality 
 
8.4 Equality Impact Screening 

Assessment 
 
8.5 Nutrition Hydration Policy 
 

  
To enable the Board to carry 
on without prejudice or 
disadvantage commercial 
activities and negotiations: 
Offic ial Information Act 1982 
s.9(2)(i) and s.9(2)(j) 

  
That the public conduct of 
the relevant part of the 
meeting would be likely to 
result in the disclosure of 
information for which good 
reason for withholding would 
exist under s 9 of the Official 
Information Act 1982. 
  

  
Carried 

 NEXT MEETING 

 The meeting closed at 11:58 am 

The next meeting is scheduled for  
9:30am, Wednesday, 15 May 2013 
A+ Trust Room 
Clinical Education Centre 
Level 5 
Auckland City Hospital 
Grafton.    

 Signed as a true and correct record of the Hospital Advisory Committee meeting held on 
Wednesday, 3 April 2013.   
 
 
 
 
CHAIR:     DATE:  

 
 

HAC Minutes 3 April 2013  
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Actions Arising and Carried forward from 
Meetings of the Hospital Advisory Committee  

as at 03 April 2013 

 

Meeting Agenda 
Ref 

Designated Expected Report back Comment Action 

HAC  
03/04/13 
Carried 
Forward 

4 Andrew Davies 
Jane Lees 

The St John’s Data will be 
updated and a report will be 
brought on what opportunities 
for reducing ED Presentations 
the data may suggest. 
A full report will be provided 
to the next meeting on the 
current system, the effect of 
funding flows, better triage 
opportunities as well as 
comparison with the London 
experience 
 
 
 

Was Initially 
requested as 
an action for 
Ngaire 
Buchanan.  
Will be led 
by HSG 
Leaders. 

May 
2013 

Carried 
forward 

4 Andrew Davies 
Jane Lees 

The Committee requested a 
report back in May 2013 on the 
clustering of aged care 
providers, how the new system 
was working to encourage 
sharing of knowledge and 
collaborating. 
 
 
 
 

 May 
2013 

 5.1 Greg Balla The proposed Surgical Services 
improvement Plan to be 
included in Public Exclusion 
Pack 
 

 May 
2013 

 6.2 Ngaire 
Buchanan 
 
 
 
 

Presentation on the Winter Plan 
for both Paediatric and Adult 
Services 

 May 
2013 
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Hospital Advisory Committee 

 

                         P a p e r  

Date May 2013 

To Hospital Advisory Committee 

From Ngaire Buchanan 
GM Operations & Clinical Support Service 
 

Authors Ngaire Buchanan, Jane Lees, Andrew Davies, Danah Cadman, Richard Aickin, 
Sarah Little. 

Functional Group Operations & Clinical Support Services 

Subject Winter Plans and Escalation Plans – Adult and Child Health Services 

 Purpose: 
The ADHB Chair has asked that a paper on Winter planning for ADHB 2013 be presented to the Hospital 
Advisory Committee 
 
 

1 Recommendations: 
That the Hospital Advisory Committee notes the 2013 Winter Plans and Escalation Plans for Adult & Child 
Health Services. 
 

 
2 

Executive Summary 
Plans have been developed for both Adult and Children’s Health. The Winter plan provides a high level 
overview of the inpatient forecasted demand and associated bed requirements for the period of May 
through to October. 
 
This year is an unusual year due to the refurbishment of level 6 in Starship and associated building works. 
The completion of the refurbishment was due in early July and is now delayed to the end of July.   
 
Given the decant of  Level 6 beds, the Winter bed flex profile for Adult services during the months of June 
/July has  been revised and  additional bed capacity and other strategies put in place. 
 
The Child Health process has that this is a consequence of delayed bed openings on Level 6. Mitigation 
strategies are in place.  
 

 
3 

Background 
The winter planning for this year has incorporated many of the now operationalised acute flow initiatives 
for adult health. For example the General Medical Model of Care and the new  AED/ APU model of care. 
We are also going into Winter with a healthier staff base than the previous year. With the contingencies 
identified for Child Health these will be considered as ongoing initiatives. For example earlier transfers 
transfer of patients to Waitakere and CMDHB.  
 

4 Issues and Risks  
Apart from the issue identified in the Executive Summary the key risks will be mainly in our ability to meet 
resourcing needs in a timely manner due to staff sickness and availability of bureau staff.  Other specific 
risks are defined within the documents. 

5 Monitoring   
Daily monitoring is in place as we strive to meet the Health targets. 
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1. Introduction/Purpose 

The purpose of this document is to communicate the planning that has been undertaken to manage the seasonal 
winter peak within ADHB. This period is characterised by an increase in overall volume of patients presenting to 
our Emergency Departments and higher patient acuity, requiring longer length of stays. It is also characterised by 
higher staff illness and may also be affected by influenza and Norovirus within the community and hospitals. 

This is a live document and is subject to change as new initiatives are added. 

 

2.Background 

 

1.1 Principles:  

• Meeting and sustaining the MOH 6 hour target is a priority for ADHB 
• Meeting surgical health targets and ESPI compliance 
• The winter period is generally considered to be May / June  to September / October inclusive 
• All service areas must take responsibilities for agreed actions in the organisation’s Escalation and Capacity 

Management Plan and will be expected to ensure these are actioned as required. It is the responsibility of all 
clinical and operational management staff to ensure their areas are responding as agreed within the plan 

• Effective and timely communication will ensure the organisation works together when services are stretched. 
This means working to the  agreed plan along, with ensuring up-to-date information  is readily available 
regarding any capacity or clinical issues 

• Patient care and quality outcomes, safe staffing and healthy workplace will guide decision making regarding 
availability and utilization of beds 

• Cancellation of elective surgery requires approval of the services involved or delegated authority 
 

1.2 Assumptions:  

• Agreed Bed Management principles are upheld including used established guidelines for outlier patients 
• Discharge planning will be initiated on admission and an expected discharge date revalidated each day, so as 

to establish accuracy around length of stay. 
• Staff is aware of and will adhere to the action plans agreed by their services in the organisation’s Escalation 

and Capacity Management Plan when the organisation reaches each level of capacity.  
• HDU / DCCM  and CVICU beds are excluded from the available inpatient capacity 
• ED and APU demand and capacity are excluded from this forecast. 
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1.3 Potential Risks & Mitigations:  
• Staff not available, both permanent and casual to cover staff illness or unplanned leave 
• Bed management restrictions due to ESBL / MRSA and potential Influenza. 
• Acute demand and increased acuity of patients impacting on planned elective services 
• Late handover for Starship level 6 

 
 
Mitigation strategies for the above risks; 
• Recruitment of casual staff and fixed term winter contracts through the bureau to ensure a large pool of 

available staff 
• Infection control planning and monitoring  of both the local, national and international events 
• Collaboration with Starship Hospital over capacity needs and use of Adult Health beds whilst new build work 

continues 
 
 

3. Forecast Assumptions for 2013/14 

 
 

ADHB  Forecast Assumptions for 2013/14 
 

3.1  

Beds Required  
The forecast occupancy is based on a daily average. As a result, the actual number of beds required to effectively 
meet patient demand must consider factors such as the daily peak in occupancy, flexibility in capacity to 
incorporate bed turn and management of gender limitations. This is achieved by adding a buffer at daily level to 
the forecast average daily occupancy.  (Appendix A) 
 
The beds required for each planning group has been achieved by:  
 
 Adding a buffer at daily level to the forecast average daily occupancy. The buffer allows for the daily peak 

in occupancy and enough flexibility in capacity to incorporate bed turn and manage gender limitations. It 
is recommended that a buffer of 7% based on analysis of the previous year’s variability in occupancy at a 
daily level.  

 
 On a monthly level the beds required has been set at a planning group level to ensure that there are no 

more than 5 days per month where we are predicted to need more than the available capacity. 
 
 The bed capacity plan indicates a mismatch between beds required (demand) and physical beds (supply) 

across some planning groups throughout the year. This will be discussed in detail under each planning 
group. The graph above indicates that the overall availability of acute adult beds is predicted to be 
sufficient to accommodate demand 
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3.2 Adult Acute Inpatient Beds  
 

 June July August September October 

2011 Beds 
available 

669 669 669 669 669 

2012 Beds 
available 

669 669 669 669 669 

2013 Beds 
available 

652 652 662 662 662 

2013 Forecast 
occupancy (mthly 
avg) 

615 630 636 622 606 

2013 
Recommended 
beds (mthly avg) 

641 650 660 644 640 

 

Contingency beds are:  

Standard flex: 

 Ward 63 = 4 Beds 

 Ward 83 = 4 Beds 

 Older Peoples Health = 4 Beds 

 Ward 31 Med – 10 beds from  26th

 Tamaki Ward  = 6 Beds 

 July once SS Day Stay has moved 

 Ward 38 Cardiology Day Stay – day stay beds to maintain flow from AED/APU – managed by this area 

Extra flex: 

 Weekend Capacity in Ward 97 

 Totara Ward capacity for use of beds to flex or accommodate Pre Operative patients  
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Contingency planning 

 Opening the above areas equates to: 

Standard Flex = 26 extra beds, with the added area of 38 = up to 10 

Extra Flex

  

 = variable on availability in Ward 97 and Totara Ward 

Risk to 
Implementation 

Level 6 Build delayed further than 26th

 

 July 

 

4. Daily Operations  

4.1 Daily Operations Unit 
 
Initiative 1 Increase use of the discharge lounge 

• Operating hours normally from 0900 to 1900 over winter – consideration to be 
given to opening early to accommodate overnight and early discharges 
accommodate late discharges and free beds in the wards for admissions. 

• Potential to hold patients waiting for an ambulance pick up to free space in wards 
and decrease St John time in hospital. 

• Increased drive on utilisation to be embedded prior to winter 
 

Objective To accommodate patients waiting for discharge outside of the acute inpatient 
area  

Planned Impact Resource required  Responsibility Timeframe Cost $ 
 RN Denise Manning / 

Joyce Forsyth 
4 months  $ 8,500 

Links/Impact on 
other services 

This initiative will free acute beds for admissions earlier in the day and ensure 
patients who are waiting discharge are in a safe and appropriate environment 

Risk to 
Implementation 

Rostering / Resource of Nursing Staff to accommodate extra hours will be determined 
by Adult Escalation plan and must be considered in the overall capacity 

 
Initiative 2 Increased staff available for covering short notice leave through the bureau  

• The Bureau to continue to recruit to manage shortfalls in staffing 
• Recruitment currently underway for Resource Nurses to manage the winter 

workload 
• Review and build internal bureau with targeted advertising and recruitment 

leading up to June. 
Objective To ensure all short notice leave can be covered and ward staffing maintained at 

appropriate level 
Planned Impact Resource required Responsibility  Timeframe Cost $ 
 Recruitment time. Denise Manning / 

Joyce Forsyth 
May to September NIl 

Links/Impact on 
other services 

Staffing levels can be maintained over the winter period 

Risk to 
Implementation 

Unable to recruit to roles in timeframe 

36



 
Initiative 3 Planned additional inpatient capacity when required through opening of   Ward  31 

East 
Objective To match capacity with demand and ensure all patient areas are staffed 
Planned Impact Resource required Responsibility Timeframe Cost $ 
 Nursing staff & 

consumables 
Denise Manning / 
Joyce Forsyth  

4 months $90k based on last 
years usage & costs 

Links/Impact on 
other services 

Cleaning and food services – resource to support 
Allied Health – ability to support particularly if ad hoc opening.  

Risk to 
Implementation 

Availability of additional resource to staff area 

 
 
 
 
 
 
Initiative 4 Increase orderly attached to transit care in the afternoon shift to decrease waiting 

times 
Objective To decrease the waiting times at a time of high demand for orderly support to move 

beds around the hospital. 
 

Planned Impact Resource required Responsibility Timeframe Cost $ 
 Orderly FTE 1.2 Denise Manning / 

Joyce Forsyth 
May to September tbc 

Links/Impact on 
other services 

Orderlies service – staff member could support orderlies pool if workload did not 
require them during the shift for periods of time.  

Risk to 
Implementation 

Potential to sustain this within the service with minimal additional cost 

 

5. Nursing Development  

Initiative 1 Minimise  study days over winter and school holidays – June to August – standard 
practice 

Objective Maintain optimal staffing in the clinical areas 
• Study days/ education planning is always restricted over the winter to ensure 

that staff is available to meet patient demand 
•  Plan not to have non-essential study hours offered over the winter period 

Planned Impact Resource required Responsibility  Timeframe Cost $ 
 Nil Margaret Dotchin  June to August  
Links/Impact on 
other services 

NEtP programme 

Risk to 
Implementation 

NETP and University studies need to continue 

 
Initiative 2 School holiday staff management and roster cover 
Objective Manage leave and roster gaps through peak times 

• All front-line areas to fill vacancies so that there are limited gaps in rosters 
thereby reducing reliance on casual staff  

• Use of  Senior Nurses roster to staff areas at service level 
• Roster scheduling is a focus at present and will be targeted over the next 4 
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months to ensure that there is appropriate skill mix and coverage over nights 
in the first instance and the PM shift and finally  the AM shift. 

Planned Impact Resource required Responsibility  Timeframe Cost $ 
 N/A Jane Lees June to August Nil 
Links/Impact on 
other services 

 
 

Risk to 
Implementation 

 

 
 

6. Infection Prevention and Control 

Initiative 1 Isolation and co-horting where there is high admission rates 
Objective Presentations and admissions of people with ILI will be tracked from April to 

September.  
 
Where there is a high incidence of influenza, a modified ‘incident management team’ 
will be established to manage the situation.  

• Infection Control will be advisors to the IMT but not expected to manage the 
situation.  

 
ILI:  Patients will be cohorted on home wards where there is moderate admission of 
people with ILI. If there is high incidence in the community and increasing admission, 
a decision will be made to co-hort on key wards if appropriate e.g. General Medicine  
Clear guidelines to be established for staff and well communicated across the 
organisation. 

Planned Impact Resource required Responsibility Timeframe Cost $ 
 Masks  April to September  
Links/Impact on 
other services 

 

Risk to 
Implementation 

There will be higher incidence than planned for 
Staff are off work with ILI at higher numbers than planned for 

 

7. Occupational Health 

Initiative 1 Staff flu vaccination programme 
Objective The priority is to increase the uptake especially in staff who work in the clinical areas. 
Planned Impact Resource required Responsibilty Timeframe Cost $ 
  Denise Johnson   
Links/Impact on 
other services 

Employee vaccination programme from April.  The vaccination is free for all staff and 
the timetable will be available on the OH&SS webpage. There will be ward based 
vaccinators available.  
 
Health Promotion 
Staff will be strongly encouraged to take up the seasonal vaccinations. All areas to be 
targeted 
 

Risk to 
Implementation 

Poor staff uptake - Managers are asked to encourage all staff to take up this offer 

 
Initiative 2 ILI Tracking and Sickness Advice  
Objective ILI Tracking 

Staff calling in sick will be asked to identify the reason for their absence. We will track 
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ILI impact on staff absence 
 
Sickness advice 
Information will be provided to staff regarding whether they should stay home to 
prevent spread of viruses and how long they should be off work.  

Planned Impact Resource required Responsibility Timeframe Cost $ 
  Denise Manning / 

Joyce Forsyth 
  

Links/Impact on 
other services 

 

Risk to 
Implementation 

Staff do not cooperate with information to assist with planning 

 

8.Emergency Department /APU  

 
Initiative 1 For ED and APU to be fully staffed over the winter period, this will reduce the 

demand for bureau staff and ensure well orientated and appropriately skilled staff 
are on the floor 

Objective To ensure proactive management of nursing vacancies and to aim for no vacant 
positions  

Planned Impact Resource required Responsibility  Timeframe Cost $ 
  Annemarie 

Pickering 
ongoing Usual recruitment 

cost 
Links/Impact on 
other services 

Maintain staffing levels at optimum level, thus  ensuring bed capacity is maintained 
over the winter 

Risk to 
Implementation 

Delay in authorisation to recruit 
Inability to recruit the right candidate 
Prolonged ‘lead-in’ time for new recruit to commence  

 
Initiative 2 Recruitment – nursing bureau 
Objective To have a preference pool of staff who are familiar and experienced with AED/APU 
Planned Impact Resource required Responsibility Timeframe Cost $ 
  Annemarie 

Pickering 
 

ongoing  

Links/Impact on 
other services 

Preference pool of staff to fill short term and short notice vacancies. 
Where able provide short term contract for cover a planned vacancy. 

Risk to 
Implementation 

Delay in authorisation to recruit 
Inability to recruit the right candidate 
Prolonged ‘lead-in’ time for new recruit to commence 

 
Initiative 3 To increase the uptake of immunisations 
Objective Train staff to deliver immunisations to staff within the workplace (AED/APU) 
Planned Impact Resource required Responsibility Timeframe Cost $ 
 Trained staff Annemarie 

Pickering 
Training completed 
Feb 13 

No further cost 

Links/Impact on 
other services 

Staff  have completed immunisation training which has provided them with an 
additional qualification. This will reduce the impact on Occupational Health & Safety 
in delivering the flu-vaccine to staff. 

Risk to 
Implementation 

Staff uptake 
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Initiative 4 To actively manage annual leave for both  nursing and medical staff 
Objective To reduce the amount of leave approved throughout winter period. During summer 

months leave is given up and above usual leave limits. 
Planned Impact Resource required Responsibility  Timeframe Cost $ 
 Leave planner Jo Mack / 

Annemarie 
Pickering 

Ongoing mgt  

Links/Impact on 
other services 

Duty Managers  

Risk to 
Implementation 

Due to staff turnover plans may not be realised.  
Staff sickness impacts on amount of leave available. 

 
Initiative 5 Co-ordination between AED and inpatient services to increase flexibility in the patient 

pathway 
Objective To speed up patient flow from AED to APU 

• Fortnightly forum with AED and related Adult Services 
• Development of pathways for patients according to services 

Planned Impact Resource required Responsibility  Timeframe Cost $ 
  Anil Nair June 2013  
Links/Impact on 
other services 

Adult Health Services/ Radiology 

Risk to 
Implementation 

Lack of resources to allow after hours cover 

 
 
 
Initiative 6 Elimination of duplicate documentation between AED and inpatient specialities 
Objective Pilot of new Admission to Discharge planner due mid June 2013 
Planned Impact Resource required Responsibility  Timeframe Cost $ 
  Project Team June 2013  
Links/Impact on 
other services 

Adult Health Services 

Risk to 
Implementation 

Delay to implementation 

 
 

9. Adult Health Services 

Initiative 1 Increased discharge of patients to POAC ( Primary Options Acute Care) 
Objective • Clear process and pathways to access POAC from ADHB 

• Measure usage of POAC on a weekly basis 
• Increase awareness of POAC across all services 

Planned Impact Resource required Responsibility  Timeframe Cost $ 
 N/A Jane Lees June to August Nil 
Links/Impact on 
other services 

Adult Health services / Home Based support / Community Services 
 

Risk to 
Implementation 

Under utilisation of POAC services by ADHB 
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9.1 General Medicine 

Initiative 1 Ensure all nursing staff vacancies within General Medicine  are recruited to as soon 
as possible (Recruitment currently underway) 

Objective To have ward with full complement of budgeted nursing staff 
Planned Impact Resource required Responsibility Timeframe Cost $ 
 budget Sandi Milner / 

Raewyn 
Osbaldiston 

Underway now routine 

Links/Impact on 
other services 

Demand on bureau 

Risk to 
Implementation 

Suitable applicants and competing with other hospitals in the region 

 
Initiative 2 Nurse facilitated discharges in General Medicine 
Objective To increase the number of discharges over the weekend which will improve patient 

flow 
Planned Impact Resource required Responsibility  Timeframe Cost $ 
 budget  Sandi Milner / 

Raewyn 
Osbaldiston 

Underway now TBC 

Links/Impact on 
other services 

More discharges on the weekend improves flow through the Emergency Department 
and APU 

Risk to 
Implementation 

Lack of medical input into the Nurse Facilitated Discharge process 

 
Initiative 3 To provide additional beds during the Peak Periods and times of low discharging 
Objective To manage patient flow with the use of additional beds capacity 
Planned Impact Resource required Responsibility Timeframe Cost $ 
 Nursing  Denise Manning May – Oct   
Links/Impact on 
other services 

Links to AED/APU  
Beds in 63 and 83 are first point of call for additional bed capacity 
31 and 38  

Risk to 
Implementation 

Ability to staff these shifts due to demand on bureau and casual staff across the 
organization 

 
 
 
Initiative 4 Initiative 4 & 5are aligned to the Acute Demand programme of matching medical 

resources to demand profile: 
RMO short term contract during winter months (4-11pm) – work in AED/APU 

Objective To provide additional medical staff to admit and process patients in ADU during the 
winter and later in the day when staffing levels typically reduce 

• Additional AED  Registrar, House Officer and Fellow for weekend cover on a 
rostered basis 

Planned Impact Resource required Category Timeframe Cost $ 
 RMO Medical  June – Oct   
Links/Impact on 
other services 

Links to ED/APU  

Risk to 
Implementation 

Unable to locate a RMO prepared to work afterhours or on a short term contract. 
Ideal is 7 days per week, but most likely availability will be Mon-Fri 
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Initiative 5  General Medicine SMO presence in APU  
Objective To provide senior clinician support for RMOs and early decision making on disposition 

across the entire week 
Planned Impact Resource required Category Timeframe Cost $ 
 SMO Medical June – Oct tbc 
Links/Impact on 
other services 

ED/APU in terms of patient flow either to wards to discharge 

Risk to 
Implementation 

SMO not available due to other commitments. 
May need to have more than one SMO which does not support continuity 

 
 
Initiative 6 Reassess need for Sunday preadmission – better utilisation of ORDA 

o Use of Totara Ward beds for patients requiring pre operative admission or 
work up  

Objective Medical staff to reassess those who need Sunday admission 
Planned Impact Resource required Responsibility  Timeframe Cost $ 
 Nil Barry Snow / Ian 

Civil 
Before June  Should be nil 

Links/Impact on 
other services 

Surgery/Anaesthetics/  

Risk to 
Implementation 

Due to all services current commitments, this may not be possible to change. 

 
Initiative 7 Proactive Discharging through leverage of support care packages 

o Response team based on Level 2 with ability to have multi disciplinary 
approach to enable the patient to be discharged home with suitable package 
of care  

Objective Reduced LOS and increased capacity 
Planned Impact Resource required Responsibility  Timeframe Cost $ 
  Jane Lees / Joyce 

Forsyth 
June 2013  

Links/Impact on 
other services 

o Allied Health 
o AED / APU  
o Community services 
o Home based  suppport 

Risk to 
Implementation 

Resources in Community Services to ensure care package delivery 

 
 
Initiative 8 Co-ordinated Management of Stranded Patients 
Objective To reduce LOS for Stranded patients 

o Proactively manage long stay patient care escalate issues to a Nurse Advisor 
/ Service Manager / CD with a standardised process 

 
Planned Impact Resource required Responsibility  Timeframe Cost $ 
 CNM / CNS  Jane Lees June 2013 Nil 
Links/Impact on 
other services 

Allied Health / Community Teams / Other DHB’s  

Risk to 
Implementation 

Identification of appropriate person to manage stranded patients by service 
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9.2 Cardiology 
Initiative 9 Review angio referral status daily with a view to providing extended weekday 

sessions with decision Thursday of each week re providing weekend elective angio 
session if required i.e. electives may need to be replaced with acutes during the 
week. 

Objective To provide appropriate accommodation for patients requiring cardiac care, to provide 
timely access to specialist care and to minimise ALOS/bed turn. 

Planned Impact Resource required Responsibility  Timeframe Cost $ 
 CVU team  Peter Ruygrok / 

Peter Lowry 
Daily Operational for 

elective weekend 
sessions 

Links/Impact on 
other services 

Reduces cardiac outlier patients remaining in Gen Med wards. 
Provides opportunity for patients to be moved out of APU either to Gen Med or 
Cardiology.  This in turn provides capacity in APU for ED patients. 
 

Risk to 
Implementation 

Lack of appropriate staff to manage system.  Impact for elective wait list i.e. wait 
times will be compromised if cancellations made. 

 
Initiative 10 Provide weekend ETT sessions if this is identified as supportive of patient 

movement and/or discharge. 
Objective To support an efficient and effective patient journey with minimal barriers to patient 

discharge and to reduce admissions. 
Planned Impact Resource required Responsibility  Timeframe Cost $ 
 Nursing, Allied 

Health  and 
Medical staff 

 Barry Snow  $320 per weekend 
session 

Links/Impact on 
other services 

APU and Wards will identify patients who could be discharged pending result of an 
ETT. 

Risk to 
Implementation 

Efficiency  and cost effectiveness of weekend ETT is reduced when number of 
patients is <2 

 
 
 
 

9.3 Allied Health 

Initiative 1 Minimise annual leave and  study days over winter and during school holidays – 
June to September 

Objective To maintain optimal staffing in the clinical areas 
Planned Impact Resource required Responsibility  Timeframe Cost $ 
 Allied Health 

Staffing 
Service Managers July – September 

2013 
? 

Links/Impact on 
other services 

Staffing levels impact on all wards within the inpatient setting. During high periods of 
leave (planned and unplanned, i.e. sick leave) remaining staffing resources stretch to 
cross cover service gaps versus backfilling. 

Risk to 
Implementation 

1. This period covers school holidays, along with the northern hemisphere summer. 
As we have a number of parents and a contingent of northern hemisphere staff 
this will need to be managed sensitively. 

2. Cross cover during periods of illness, i.e. gastro or norovirus, is a less than ideal 
model of service for both patients and staff. 
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Initiative 2 All allied health staff vacancies will be recruited to and full by end May 2013 
Objective 1. To enable baseline staffing model to be implemented 

2. Full orientation competed by end of June 2013 prior to the winter period staring 
3. Sufficient staffing available to cross cover during periods of sick leave versus 

backfilling 
Planned Impact Resource required Responsibility  Timeframe Cost $ 
 Allied Health 

Staffing 
Service Managers March – May 2013 ? – dependant on 

the number of 
vacant positions 

Links/Impact on 
other services 

Staffing levels impact on all wards within the inpatient setting. During high periods of 
leave (planned and unplanned, i.e. sick leave) remaining staffing resources stretch to 
cross cover service gaps versus backfilling. 

Risk to 
Implementation 

Late advertising and appointing opens the risk to: 
1. A lack of suitable candidates and the need to re-advertise 
2. A lack of a sufficient time period for successful candidates already in positions 

where four weeks notice is required – leading to late start date and ongoing 
orientation during the winter period. 

 
 
Initiative 3 Increasing the casual pool 
Objective In the event that we are not able to recruit our current vacancies (permanent 

positions) a focus on increasing the casual pool for all disciplines in order to have pool 
of skilled clinicians to cover unplanned leave, i.e. sick leave, in order to maintain the 
staffing model. 

Planned Impact Resource required Responsibility  Timeframe Cost $ 
 Allied Health 

Staffing 
Service Managers March – May 2013 Variable - 

dependant on the 
number of times 
backfill is required 

Links/Impact on 
other services 

Staffing levels impact on all wards within the inpatient setting as during high periods 
of leave or sick leave – causal pool can assist with large service gaps during periods of 
unplanned leave 

Risk to 
Implementation 

1. A lack of suitable candidates due to the nature of casual staff 
2. The ongoing risk of casual staff declining the offer to work due to pre-existing 

plans or illness within their own family, leaving gaps in the staffing model 
 

9.4 Surgical   

Initiative 1 Improved and timely access to acute patients to theatre 
Objective To reduce length of stay by reducing time waiting in an inpatient bed for a surgical 

procedure 
o Reduction of pre operative length of stay  in General Surgery and 

Orthopaedics 
 

Planned Impact Resource required Responsibility Timeframe Cost $ 
     
Links/Impact on 
other services 

Elective surgical programme may be impacted 

Risk to 
Implementation 

Increased acute demand to match planned acute capacity. 

 
Initiative 2 Maintain elective surgery programme  
Objective Meet commitment to ADHB population to treat within clinically appropriate 

timeframes for priority patients and within five months for all patients 
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Planned Impact Resource required Responsibility Timeframe Cost $ 
     
Links/Impact on 
other services 

Service Managers / Clinical Directors 
Bed Management 
 

Risk to 
Implementation 

Cancellation of elective patients 

 
Initiative 3 Utilisation of GSU for Elective Surgery and bed capacity 
Objective Increase bed capacity at ACH 

o Increased Theatre capacity at Green Lane Surgical Unit 
o Utilisation of bed capacity on Totara Ward for identified patients  to transfer 
 

Planned Impact Resource required Responsibility  Timeframe Cost $ 
 Theatre Staff / 

Nursing staff  
Andrew Davies / 
Jane Lees / Joyce 
Forsyth 

April  2013  

Links/Impact on 
other services 

General Surgery / Urology / ORL 
Bed Management 

Risk to 
Implementation 

Under utilisation  and / or difficulty in identifying appropriate patients 

 

9.5 Older Peoples Health 

Initiative 1 Increase capacity in OPH with the use of the flexed beds  
Objective To provide additional bed capacity for OPH  patients during the winter 
Planned Impact Resource required Responsibility Timeframe Cost $ 
 Nurses  May - Sept TBC  
Links/Impact on 
other services 

Bureau if unable to fully recruit extra staff to cover extra beds 
Bureau Nurses (Preference Pool staff) 

Risk to 
Implementation 

• Dependant on being able to recruit additional staffing for winter 
• Budget implications if beds cannot be funded for winter 
• If Resource Nurses used depleted availability for the inpatient areas 

 

10. Radiology 

Initiative 1 Maintain flow for Radiology patients 
Roster RMO for level 2 after hours. Increase Sonographer for Level 2. 
Flag on Radiology referrals for patient discharge introduced 

Objective To maintain optimal staffing for clinical demand 
Planned Impact Resource required Category 

Responsibility 
Timeframe Cost $ 

 Casual Staff –Raewyn Curin 
/David Milne 

  

Links/Impact on 
other services 

 

Risk to 
Implementation 

Increased personnel  costs  
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11. Orderly Services 

Initiative 1 Increase orderly resource attached to afternoon shift / night shift to decrease 
waiting times within general Pool, ED. – adjustments made in the roster so this will 
be cost neutral 

Objective To decrease dependent waiting times on all patient movements within all 
departments during the afternoon period (1700-2300) 

Planned Impact Resource required Category 
Responsibility 

Timeframe Cost $ 

 Orderly Staff (1.0) Denise Manning May-September No added cost 
Links/Impact on 
other services 

Patient flow would not be compromised. 

Risk to 
Implementation 

 

  

12. Regional RMO Winter Plan 

Regional RMO Winter Plan      May – August 2013 
 

 
Recommendations: 

1. This document will be integrated into DHB winter plans as appropriate.  Its underlying principle is 
a philosophy of patient centred care.  

 
2. The CMOs ensure Clinical Directors clearly outline the following expectations of the whole RMO 

team (including locums) at the start of the run:  
a. patient centred care  
b. team work / redistribution of load between busy and quiet teams  
c. that all trainees pick up an additional duties and cross cover equally  
d. shift swaps being organised in a manner which benefits the team as well as the individual;  
e. that leave applications are made early and before the RMO incurs expenses  
 

3. NoRTH has recruited an over allocation as agreed by the NoRTH Operational Management 
Group to account for resignations which may be received in the lead up to and during the winter 
months. Allocation and reallocation undertaken by the VTCs and NoRTH allocators be done with 
a service focus in mind.  At a registrar level this should not undermine long term training 
requirements, but at a House Officer level should favour the movement of House Officer from 
specialties which experience a less acute winter peak into areas of known high need:  

a. equalisation of House Officer vacancies regionally and across specialities 
b. equalisation of Registrar vacancies regionally 
c. allocation of House Officers and Registrars to relief (subject to training requirements)  

 
4. Continue to manage leave proactively in line with the agreements reached in January 2011 and 

to cease granting anticipated leave.  
a. Future leave approval for only 50% of the capacity of the reliever pool (project to review 

leave process and delegated authority currently underway). 
b. Those with high leave balances to be allocated first.  
c. No leave to be approved once the run has begun above the capacity of the relief pool to 

cover. This will result in leave requests being spread more evenly across the run and 
partial leave application approvals. Exceptional circumstances to be discussed with the 
DHB service concerned.  

d. No anticipated annual leave to be granted  
e. Consistent management of sick leave in accordance with DHB policy with a particular 

focus on high users and those with leave patterns.  
f. Agreed leave management protocols documented in the RMO support manual are to be 

adhered to including proactive communication.  
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5. General Managers to remind Service Managers, Duty Managers and Clinical Directors that 

breaches of the RMO rates is not acceptable  
 

6. The MECA should be interpreted in as open a manner as possible to ensure flexible service 
delivery  

a. NB:  this should not be read as encouraging deliberate breaches of the MECA.   
 
 

7. Oversight of the situation to be monitored between NoRTH and DHB services at regular NoRTH 
and DHB Service meetings. A Regional meeting to be established to review the regional RMO 
situation if required.   

 
8. DHB Clinical Directors, Service Managers and NoRTH to make decisions on a mutual basis and 

where RMOs ask for decisions to be renegotiated this is to be done in an inclusive manner to 
insure all parties remain in the loop.  

 

13. Communications Plan Winter 2013 

Winter communications plan 
 
 
In light of the recent virulent form of influenza that has afflicted countries in the northern hemisphere 
winter of 2012/13, a comprehensive communications plan has been devised to increase the uptake of flu 
vaccinations by staff. 
 
The Primary Care Newsletter for ADHB and WDHB is prepared by the communications team and is sent 
to GP practices across the region.  This newsletter can be used to inform GPs about particular winter 
related issues and encourage uptake of flu vaccinations for vulnerable people within our communities.  
 
 
Plan to inform Auckland DHB Adult Health Team about the work taking place to manage the additional 
pressure winter puts on our hospitals.  To provide an update on how we are doing and a clear call to 
action of what we are asking our staff to do. 
This communications will be backed up by education sessions.  Ahead of the communications a more 
detailed brief should be provided to Clinical Directors, Service Managers, Nurse Advisors and Charge 
Nurses to help them communicate with their teams at meetings etc. 
The intranet will be the repository for information and the  weekly / monthly posters will push people to 
the intranet to find out more. 
 
Key Messages:  
 

o Are you ready for winter? We know that winter puts pressure on our hospitals 
o Working together, to make sure our patients get safe, high quality care all year round. 
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Appendix 1 
Forecasting Data by Service 
 
Summary – by service 
Analysis has been done split by service – Gen med, Gen Surg, Ortho, Other Med and Other Surg 
 

 
General Medicine 

Acute: No statistical change in admissions. Slight LOS decrease from 2010 (5.6), 2011 (5.5), 2010 (5.4) 
 2013 Estimates: Estimated admissions based on the same number admissions in 2012. LOS estimation 
unchanged between 2012 and 2013. Forecast Occupancy the same as 2012 actuals 
 
 
 
General Surgery 

 Acute: Admissions increasing yearly with  LOS static between 2011 and 2012 at 5.1 days 
2013 Estimates: Linear increase of admissions across the years used to predict 2013 admissions.   This 
shows a 10% increase between 2012 and estimated 2013 admissions. As LOS is the same, occupancy 
figures should be increased by 10%, although with the small volumes this equates to 1 extra admission 
per day. 
 Elective: Admissions increased slightly between 2009 and 2012 but not significantly over the past 2 
years. LOS static in 2010 and 2011 with slight reduction in 2012 
2013 Estimates: Linear increase of admissions across the years used to predict 2013 admissions.   This 
shows a 4% increase between 2012 and estimated 2013 admissions. If the LOS remains the same in 
2013, occupancy figures should be increased by 4% to account for the additional admissions 
 
 
 
Orthopaedics 

 Acute: Admissions remaining static from 2010 onwards  LOS reducing since 2009, however the rate of 
reduction has slowed each year.  Therefore it is not expected to reduce greatly in 2013 
2013 Estimates: Both LOS and admissions are likely to remain at 2012 level.  Occupancy is likely to 
remain at 2012 levels 
 Elective: 
Admissions were static in 2010 and 2011 but increased significantly in 2012 (approximately 24% 
increase), although on small volumes this equates to 1 extra admission per day. LOS remained static in 
all years from 2009 (apart from an increase in 2011). 
2013 Estimates: It is not clear whether the large increase in 2012 was an anomaly or whether the rate of 
increase is planned in 2013.  As a conservative estimate, a figure of  an additional two occupants per 
day should be considered. 
 

 
‘Other’ surgical specialities 

 Acute: Admissions increased by 1 patient per day 2011 to 2012 .LOS decreased slightly in 2012 to 6 
days 
2013 Estimates: Increased occupancy of 3 patients per day. 
 Elective: No significant  increase in admissions between 2011 and 2012. LOS static in from 2009 to 
2012, no difference in occupants 
 

 
‘Other’ medical specialities 

 Acute: Admissions  remained stable in 2011 and 2012 .LOS  static for the past 3 years 
2013 Estimates: No change from 2012 in forecast occupancy. 
 Elective: Low volumes with no significant  increase in admissions between 2011 and 2012. LOS static 
in from 2009 to 2012, no difference in occupants 
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Appendix 2 
 
Beds Required –how we calculate 
 
Deciding how many beds you required to meet patient demand is a critical part of the decision making 
process. Effectively the decisions you are making are about balancing affordability with risk. 
The higher your beds are resourced against patient demand the more unutilised capacity there will be, 
the lower your beds are resourced against patient demand the higher your risk of breaching capacity or 
unmet demand.     
 
The levels you plan you beds may not be the same across all planning groups or divisions e.g. the 
appetite to breach capacity in a critical care area is generally lower than a general inpatient area. Some 
of the considerations when agreeing planning levels include; 
 
• What is our ability to control demand? 
• What is our ability to escalated/de-escalate? (for example if you have a large pool of agency and can 

easily open additional beds, you may be happy with a lower threshold) 
• What is our ability to decant staff? 
• What is our appetite for risk? (E.g. longer stay in ED, cancelled elective surgery)    
• How well do we understand our variability?  
 
The methodology used to calculate the beds required at a division or planning group level is:  
1. Adding a % buffer to the average daily forecast occupancy.  
2. This accounts for daily variability in occupancy and forecast and provides beds required value at a 

daily level.  
3. The daily beds required value analysed a monthly level, and the beds required for the planning group 

for the month is set at or = to an agreed level e.g. the fifth highest daily beds required. 
    
Whilst we ideally want to be planning to place our patients within home wards as often as possible, if 
each planning group set their beds at the level required to meet highest expected occupancy for the 
month, at the hospital level you have an inflated number of beds resourced, as the peak day for each 
service is not going to fall on the same day of the month. 
 
The levels of both buffer and how many days a planning group breaches capacity may differ depending 
on the planning group for  
• A planning group such as maternity can’t be easily overflowed into other areas, so the threshold to 

breach capacity is much lower. From a planning perspective this means you either require robust 
escalation processes to meet peak demand days or a higher % buffer to accommodate for variability.   

• Planning groups that are classed as general inpatients e.g. medical or surgical can overflow into 
other services beds on peak days, however you want to understand how frequently you are planning 
for this to happen, and where there are insufficient beds to meet patient demand, how many beds 
you need to plan to open to ensure you have capacity at the hospital level. For these groups your 
threshold for breaching capacity is likely to be higher.     

 
This method of planning beds required provides a high level number across the month. More refined bed 
planning based on understanding your serviced and hospital flow e.g. week day and weekend patterns 
can further reduce the risk of capacity breaches within the same number of resourced beds. 
 
The following example shows the medical planning group for April 2012. 
• In this example the forecast buffer is set at 5% (the forecast bed required is the daily average 

occupancy plus 5%).  
• The recommended beds required is set that no more than 5 days are = to or exceed capacity. 
• In this example three day = 168 with two days breaching capacity at 172 and 173.    

In this example four of the five days fall on a Monday. If further analysis indicated this was a common 
pattern you can further reduce risk by planning additional beds to be open on Monday (and possible 
reduced Friday pm and Saturday when occupancy reduces).     
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Options Considered 

Doing nothing further is not an option. 

 
The winter plan process changes for 2013 are in addition to what has been put in place previously. 

a) November 2012: an Adult Service lead debrief and review has taken place with a number of actions to be put in 
place for this planning cycle. These include a n umber of the activities already presented to the Hospital 
Advisory Committee in the Acute Care Management programme of work.  

 
• Co-ordination between AED and Inpatient services to increase flexibility in the patient pathway. (June 

2013) 
 
• Proactive discharging through leverage of support care packages (June 2013) 
 
• Reducing LOS for ‘stranded patients’ (March 2013) 
 
• Development of Primary Care to utilize POAC funding for IV medications. (June 2013) 
 
• Elimination of duplicate documentation between AED and inpatient specialties. (June 2013) 
 
• Matching medical resources to demand profiles (June 2013) 
 
• General medicine acute care clinics where the patient can be booked in out of peak time instead of 

presenting acutely. (June 2013) 
 
• Improved utilization of bed capacity at Greenlane Surgical Unit. (April 2013) 
 
• Note Child Health planning will need to take into account the level 6 r efurbishment. The leadership 

team is reviewing the plan.  
 

  
b) January / February 2013: The current forecasting is done without the aid of a forecasting tool such as CapPlan 

at WDHB and CMDHB. To improve forecasting an Improvement Specialist has been assigned to review the 
past 3-5 years of data, split acute by elective by week and day of week. This will then be aligned to our elective 
production plan. Currently this is indicating a minimum of 25 flex beds with the potential need to have a further 
25 to continue patient flow for both Acute and Elective volumes 

 

Note the next step will be to incorporate the two 
seasonal plans into a rolling plan within the Production planning cycle. 

c) January 2013: Review and adopt learnings or actions from WDHB and CMDHB winter plans. . 
 
d) February 2013: Review current escalation against forecast, resourcing and budget by service group.  
 
e) February 2013: Identify any gaps and present to the senior leadership team for sign off on alternatives outside 

current resourcing 
 
f) March 2013: Winter plan with agreed bed numbers, resourcing requirements presented for final sing off by: 

• Service Group 
• Senior Leadership Team 
 

g) 

 

April 2013: Weekly data regarding winter illness (influenza like illness) reviewed for timing of winter peaks. This 
is normally end of May. 

 Sum of Bed Spaces  Sum of Pre-Winter 
Surgical 257 245 
Medical 124 120 
A+ Links 103 99 
Cardiac 65 57 
Ortho 54 54 
HaemOnc 49 49 
N/A 67 45 
Grand Total 719 669 
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The daily peaks shown in these graphs are not exceptional, but the first graph above looks at 
the weekly

The second graph is also very concerning – looking at ED presentations. The busiest 4 week 
period ever has been the past 4 weeks. Again, a week in isolation is not that different, but the 
cluster for the past 4 weeks is. It does appear that there is some special cause for the increase 
in volumes, and doesn’t bode well for winter if it continues.  

 number of AED admissions, with the past 5 weeks exceptionally high, even 
compared to previous winters. The past 5 weeks have averaged about 430 per week, same 
time last year it was about 380 per week – that’s about a 13% increase, a lot more than the 5% 
growth that is considered typical. 
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ACH Hospital Occupancy Forecast, vs Recommended Beds Required and Nursing Budget
1 June 2013 to 31 October 2013

Medical, Surgical, HaemOnc, Cardiac, Ortho & A+Links
(based on 2012 patient volumes + 5%)
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The forecast above suggests that in Winter 2013 there will be sufficient available physical capacity to 
accommodate peak demand, with flex capacity of at least 25 beds (approx 4% of occupancy) required at times 
in order to accommodate peak demand and allow sufficient spare capacity to allow patient flow.  Resourcing of 
these beds will obviously be critical. Nursing budget is running at an average of 98.7% for the July – October 
period, which may be insufficient to allow for this required spare capacity.  
Relating this to the graph, patient flow would be enhanced by ensuring that the average planned nursing 
capacity (orange line) matched closely to the recommended beds required (Green line) rather than the Average 
monthly forecast occupancy (red dotted line). Alternatively, steps should be considered to reduce length of stay, 
thereby reducing overall occupancy and bringing the required number of beds closer to the Nursing 
budget.

• Forecasting is based on 2012 Occupancy + 5%, with daily occupancy  represented by the average hourly occupancy for each day. 
• Nursing capacity has been calculated from data in the Nurses 13/14 Budget review July 2013 to June 2014 – June 2013 budget unavailable
• File available at L:\Groups\Performance Improvement Projects\Integrated Operations Centre\2. Measure\Occupancy\Winter Plan Graphs from Decision Support + 5% jmct.xlsx
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ADHB Adult Escalation Plan 

Introduction 

The Adult Escalation plan defines the trigger points and associated actions to assist in 
maintain the flow of acute patients. The triggers referred to in this document are available 
from the Escalation Dashboard (available through the Business Intelligence portal). 

 

This document outlines the escalation actions for each area of the hospital and the 
accountabilities to complete these actions. 
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Escalation 
Escalation 

AED ESCALATION ACTIONS 

Escalation for Space - Resus 
Trigger Action By 

Who 
Time Check 

Resus Orange 
(1 bed left) 

• Resus SMO or CCN identify which patient 
will move out next. 

 
Resus 
SMO 
and 
CCN 

10 
min 

 

Resus Red (no beds) 
 

• Move identified patient out if a space is 
available.  

• If there is limited other spaces move patient 
out on R40 or arrival of 4th patient. 

• Move  patient to Monitored, Acutes, APU or 
ward). 

Resus 
SMO 
and 
CCN 

5 min  

Resus Red (no beds) 
and no one can 
move 

• Prepare Monitoring to receive Resus 
overflow. 

Resus 
SMO 
and 
CCN 

5 min  

 

Escalation for Space - Monitoring 
Trigger Action By 

Who 
Time Check 

Monitor Orange  
(1 bed left) 

• Identify next patient to move. 
• Consider using rovers. 

Mon 
Coord 

10 
min 

 

Monitor Red  
(No beds) 
 

• Move identified patient out. 
• Use rovers. 
• Overflow to Resus if Resus has 1 or 2 

patients. 

Mon 
Coord 

5 min  

Monitor Red  
(No beds) and Resus 
Red (No beds) and 
new Patient 
 

• Transfer likely ACA patients to ACA even if 
not seen or paperwork not complete. 
Inpatient doctor responsible must be 
notified of this. 

• Utilise all rovers even if clinical risk 
increased due to move.  

• If both areas remain full, and all rovers in 
use, place patient in any space, and notify 
Duty Manager that Emergency Department 
patients are now at risk. 

Mon 
Coord 
/Flow 
Nurse 

5 min  
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Escalation 

 

Escalation for Space - Acutes 
Trigger Action By 

Who 
Time Check 

Less than 2 normal 
beds 

• Move RTG patients to WR or transition 
lounge 

• Utilise Monitoring for acute patients if there 
is space and it doesn’t cause an Orange or 
Red escalation alert. 

• SMO review patients likely to be discharged 
and facilitate this. 

• Call inpatient Registrars if anyone is waiting 
>1hr to be seen and get a movement plan 
(ie to APU, to ward). 

• Prepare to move expected APU admissions 
to APU even if assessment or paperwork 
not complete. Inpatient doctor responsible 
must be notified by Flow Coordinator. ED 
Clinician complete 6 hour plan, fluid chart & 
med chart for immediate meds required. 

CCN / 
Flow 
Coord 

15 
min 

 

No normal beds • Convert Short Stay areas into Acute beds. 
• Use all available spaces placing low acuity 

patients in less staffed areas such as Con 2, 
Con 3, Con 4.  

• Use Procedure rooms for CNS type patients 
and staff the area with CNS. Move CNS 
patients from other acute beds to this area. 
Use chairs if necessary. 

• Hold low acuity patients in WR 
• Move expected APU admissions to APU 

even if assessment or paperwork not 
complete (ED Clinician to write 6 hour plan, 
complete fluid chart and complete in-
patient med chart for immediate meds). 

• Use all Monitored and 3 of the resus spaces 
(always leave 1 Resus space). 

• Additional nursing staff will be required to 
manage consult room patients and SSU2 
patients, unless already fully staffed 

Floor 
SMO 
/ CCN 
/ 
Flow 
Coord 

10 
min 

 

No beds except one 
Resus bed (All short 
stay, Consult rooms 
full) 

• SMO or CCN ring Duty Manager  
• Place low acuity patients in the waiting 

room. 
• If the waiting room is full, open the Atrium. 

Use nurse educators, and CNS. 
• Move low acuity CNS type patients from 

Acute beds to the Atrium. 
• Continue to decant to APU. 
• Gain additional resources required from 

other areas (orderlies, CNAs) 

SMO 
/ CCN 

5 
min 

 

No beds on Level 2 
and Influx continues 

• Ring the Duty Manager to activate the 
Purple Alert 

SMO / 
CCN 

5 min  

 

60



Escalation 

Escalation for Excessive Waiting Times/High Hourly 
Presentations 
The strategy used will depend on the situation and the SMO should consider which is 
the best option(s). 
The triggers to use each strategy depend on the situation.   
 

Trigger Action By 
Who 

Time Check 

Escalation for 
Excessive ED Signon 
Times/High Hourly 
Presentations 
 

1. Send text to get additional staff. 
2. SMO (one or both) rapid assessment of 

waiting patients; 
3. Fluids and analgesia charted. 
4. Appropriate decision making investigations 

ordered. 
5. Allocate patients needing to be seen 

immediately/soon if identified. 
6. Re-prioritise patients to be seen next. 
7. Identify patients who can be directly 

referred. 
8. Utilise other in-patient doctors. 
9. Allocate patients if patient load for each 

clinician allows this. 
10. SMO must ensure all Triage 2 patients have a 

Specialist Assessment or pathway started 
prior to 10min.  Allocate those needing to be 
seen. 

11. Follow the Escalation for Space strategies in 
conjunction with this. 

Floor 
SMO 

60 
min 

 

Escalation for 
Excessive Waiting 
Times to be Seen by 
In-Patient Teams 
 
(Excessive is defined 
as >1hr. 
Escalation will 
depend on number 
waiting excessive 
times.) 
 

• Call appropriate service and advise them. 
Agree on a plan which may involve 

1. Moving unseen patients to APU or 
other areas. 

2. Calling additional Registrars or HS to 
see patients. 

3. Calling Consultant to come in. 

Floor 
SMO 

60 
min 

 

Escalation for 
Excessive Waits for 
Investigations 

• Re-prioritise CTs. 
• Consider if investigation is needed for 

referral or discharge. 

• Consider if patient needs to wait in AED for 
investigation. 

Floor 
SMO 

60 
min 
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Escalation 

Escalation for 6 Hour Target 
 
Patient care and safety always outweighs need to meet time target unless 
“Escalation for Space” is needed. 
 

Trigger Action By 
Who 

Time Check 

Escalation for 
Delayed EM referrals 

• SMO ensure all patients are reviewed no 
later than 2hrs45min. 

• Consider reason for delayed referral and 
solve any issues if possible. 

• When the department is busy with mainly 
EM patients and few waiting for in-patient 
services, early referral should be considered 
as opposed to short stay or holding patients 
for definitive workups. During busy times, 
discretionary short stay should be avoided. 

Floor 
SMO 

15 
min 

 

Escalation for 
Imminent or likely 
6hr Breaches 

• Move appropriate patients to APU 
(destination likely to be APU even if not 
seen, assessment incomplete, paperwork 
incomplete and safe to do so). 

• Consider short stay if criteria are met and 
best for the patient. 

Flow 
Co Ord 

15 
min 

 

Escalation if Patients 
waiting more then 1 
hour for an APU bed. 

• Flow coordinator call APU CCN. 
• Activate APU Escalation Strategy. (Go to APU 

Escalation Strategy). 
• Consider booking a ward bed instead of APU 

bed if ward beds available. 

Flow 
Coord/ 
CCN 

15 
min 

 

Escalation if Patients 
waiting more then 1 
hour for a Ward bed. 

• Flow coordinator call Bed Managers. 
• Activate Ward Escalation Strategy. (Go to 

Ward Escalation Strategy). 
• Consider booking an APU bed instead of a 

ward bed if APU beds available. 

Flow 
Coord/ 
CCN 

15 
min 
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Escalation 

APU ESCALATION STRATEGIES 

Escalation for Space - ACA 
Trigger Action By 

Who 
Time Check 

ACA Orange 
(1 bed left) 

• Move all patients that do not require 
monitoring around to APU acutes if space 
available. 

• Notify APU CCN 
• Ensure all current patients have treatment 

plans. 
• Ensure all patients with plans that can be 

admitted to the ward have beds booked. 
• Ring Bed Manager to allocate any un booked 

beds and expedite patient transfer. 
• In collaboration with medical staff, identify 

next potential patient who can be removed 
from monitor. 

ACA 
co-
ordi
nato
r/AP
U 
CCN 

5 min  

ACA Red (no beds) 
 

• Alert CCN - who will phone senior medical 
doctors regarding ALL ACA patients monitoring 
requirements, identifying next patients that 
can be unmonitored or admitted.  

• Ring Bed Manager (a/hrs – Duty Manager) to 
allocate any un booked beds and expedite 
patient transfer  

• In collaboration with APU CCN, consider using 
rover (located for side room in APU) for lowest 
risk patient. 

• Discuss with D.M and cardiology flexing some 
of the monitor pts to CCU or step down 

• Move identified patient out if a space is 
available.  

• If no patients are  able to be transferred: Alert 
APU CCN. (the APU CCN will collaborate with 
the current senior staff at work at time of 
incident:  Duty Manager/  Flow / AED CCN / 
AED SMO / APU CD / NUM) 

CCN
/ 
Flow
Nurs
e/ 
bed 
man
ager 

5 min  

ACA Red  (No beds 
left + / - new patient) 

• Alert CCN - who will phone senior medical 
doctors regarding ALL ACA patients monitoring 
requirements, identifying next patients that 
can be unmonitored or admitted.  

• Ring Bed manager and expedite all patient 
transfers if space available. 

• Utilise all rovers even if clinical risk increased 
due to move.  

• If ACA remain full, and all rovers in use, and 
notify Duty Manager that Admission and 
Planning Unit are unable to accept any further 
admissions. 

• Ensure all Senior staff have been notified (APU 
CCN / Duty Manager/  Flow / AED CCN / AED 
SMO / APU CD / NUM) 

APU 
CCN
/ ED 
CCN
/ 
DM 

5 min  
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Escalation 

Escalation for Space - Acutes 
Trigger Action By Who Time Check 
Less than 2 normal 
beds 

• ALERT : FLOW CCN / Bed Manager 
• Move RTG patients to WR or transition 

lounge 
• Utilise ACA for acute patients if there is 

space and it doesn’t cause an Orange or 
Red escalation alert. 

• APU CCN to review patients likely to be 
discharged and facilitate this. 

• Call inpatient Registrars if anyone is 
waiting >1hr to be seen and get a 
movement plan (ie to ward). 

• Designated SSW patients to be reviewed 
for suitability for admission to ward. 

• Identify and move all low acuity patients 
that could potentially be transferred from 
APU bed to APU ambulatory during day 
hours. 

APU 
CCN/ 
Flow/ 
Bed 
manager 

10min  

No normal beds • Alert Flow CCN / Bed Manager / Duty 
Manager / AED CCN / APU CD / AED SMO  

• Convert Consult and procedure rooms into 
Acute beds. 

• Ensure ambulatory area is maximized for 
use. 

• Hold low acuity patients in WR 
• Consider if patient can be sent home to 

return the next day for the procedures. 
• APU CCN to liaise with AED CCN re: using 

available space in AED if it does not cause 
an AED orange or red alert. Inform triage 
that APU is full and that they need to ph 
CCN APU of any new patients. 

• If ACA remains full, and all rovers in use, 
notify Duty Manager that Admission and 
Planning Unit are unable to accept any 
further admissions  

• Identify 5 low acuity patients to be 
outliers in designated spaces if able to be 
staffed and space provided by Duty 
manager / Nurse  Manager 

APu 
CCN/ 
Flow/ ED 
CCN/ 
DM/CD 

5 min  

No beds on Level 2 
and Influx continues 

• Ring the Duty Manager to activate the 
Major Incident Plan 

DM 
activated 
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Escalation 

Escalation for Excessive Waiting Times/High Hourly 
Presentations 
The strategy used will depend on the situation and the Clinical Director of APU 
should consider which is the best option(s). 
The triggers to use each strategy depend on the situation.   
 

Trigger Action By Who Time Check 
Escalation for 
Excessive 
Inpatient 
Signon 
Times/High 
Hourly 
Presentations 
 

1. If the waits are due to one CBU: 
a. CCN will ring Registrar for that 

service and confirm a strategy to 
deal with surge. eg 

i. House Surgeons called 
down. 

ii. Ward Registrars called 
down. 

iii. SMO called down. 
iv. SMO organize another 

team or CBU RMOS to 
help. 

2. If the waits are across multiple CBUs; 
a. Clinical Director (if available) may 

review and allocate patients to 
other CBUs who are not as busy. 

b. Out of hours, CCN may be able to 
negotiate with other services to 
see patients for another CBU. Ie 
Gen Med see Med Spec type 
patients and vice versa. 

CCN APU/or 
CD  

5mins  

Escalation for 
Excessive 
Waits for 
Investigations 

• Re-prioritise CTs. 
• Consider if investigation is needed for 

referral or disposition i.e. can it be done 
from the ward for admitted patients. 

• Consider if patient can be sent home to 
return the next day for the procedures. 

CD of APU or 
of service ?? 

30mins  

Escalation if 
Patients 
waiting more 
then 1 hour 
for a Ward 
bed. 

• Flow coordinator call Bed Managers. 
• Activate Ward Escalation Strategy. (Go to 

Ward Escalation Strategy). 

CCN/bed 
manager/flow 

30mins  
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Executive Summary  
 
This is a live document and is subject to change as new initiatives are added. 

 
Winter is a challenging period for all services at Auckland District Health Board as 
demand frequently exceeds capacity resulting in significant bed pressures. 
 
The Autumn/early Winter period this year will be even more challenging with 38 beds 
on Level 6 closed and also creating the potential to impact on Adult Services. The 
reduction in beds during June and July will have significant impact on paediatric 
volume throughput, as the past five year data highlights this time period for peak 
occupancy.   
 
During the Level 6 Refurbishment Starship Children’s Hospital (SCH) is using Ward 
31 which is part of the Adult Services winter bed capacity. This will impact the number 
of beds available for the winter period  in the adult services.  
 
The refurbishment was scheduled for completion 30th June 2013 and outlying 
Starship beds repatriated to Level 6. There has been a delay to that date with 
completion now scheduled for 19 July 2013, and the full commissioning of the ward 
end July 2013 
 
A review of the last 5 years of daily admissions, census data, CED presentations and 
admission conversion rates has been completed.  This information has been used to 
form the basis of capacity and production planning across SCH and highlights the key 
periods (by day) where demand exceeds bed capacity allowing pro-active 
management. 
 
Escalation plans have been formulated to ensure all strategies are implemented as 
required where demand exceeds capacity and threatens elective productivity (see 
appendix). 
 
The winter pattern observable in Starship Children’s Hospital is normally 
characterised by:  
• overall increased patient volumes and length of stay 
• higher spikes in admissions  
• surges in Emergency Department acute volumes 
• impact on achieving and sustaining the MoH goal of Shorter Stays in Emergency 

Departments 
• longer delays in placing patients throughout the hospital 
• increased patient complexity 
• employee illness 
• additional requirements for casual, bureau and overtime shifts (financial impact) 
• higher levels of cancelled elective surgery (financial impact) 
• deferring elective surgeries to other months increases pressure points to other 

months 
• increased volumes may restrict access to diagnostic related services e.g. MRI, X-

ray 
• influenza and norovirus within the community and hospital 
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Impact of Level 6 Refurbishment 
 
Wards 26A and 26B have been closed since 10th December 2012 due to refurbishment 
of Level 6, Starship Children’s Hospital.  These wards are scheduled to be reopened 
following handover from the construction company on the 19 July 2013 so there is an 
anticipated impact for the autumn and early Winter period with regard to bed numbers 
(see table below). The wards will be repatriated at the earliest possible opportunity 
following commissioning and handover. This has caused a decrease in the number of 
normal winter status beds across the hospital and a decrease in the number of side 
rooms resulting in reduced flexibility. 
 
Principles of care/ADHB objectives: 
 
• To provide safe, reliable and responsive acute and elective care 
• Maintain patient and clinical safety 
• No reduction in elective volumes 
• No impact on CED 6 hour target and acute flows 
• Flexibility with bed allocation and patient flow  
• Pro-active rather than reactive management  
• Whole of system approach to planning 

 
 

Shorter Stays in Emergency Departments 
This continues as one of the DHB’s key objectives going into our period of seasonal 
variation. The shorter stay in Emergency Departments is one of the Ministry’s key 
objectives for all DHB’s. 95% of patients will be admitted, discharged or transferred from 
an Emergency Department within six hours. 
 
The first quarter of the calendar year 2013 (Jan – Mar) saw the Shorter Stays in Children’s 
Emergency Departments unable to be maintained at 95 %, due to higher volumes, higher 
acuity and less flexibility with side rooms due to the level 6 build.   
In addition to this Autumn / Winter plan, an escalation plan attached shows the steps to 
rapidly escalate the patient journey and to maintain the health target at 95%. . 
 
The wards and services will monitor patients waiting in CED and activate the escalation plan 
in time to sustain shorter stays in ED’s that do not compromise patient safety. 
 
The goal is to  maintain inpatient  occupancy at a rate of 92% or under to facilitate the 
Shorter Stays in ED’s target and to facilitate good patient flow through SCH. 
 
Daily meetings to analyse breaches and plan improvements will continue throughout the 
winter period. Second meeting to manage afternoon and evening flow and to manage 
staffing 
 
 

Occupancy Levels Leading into Winter 2013 
 
To date occupancy levels are comparable with last year, albeit with periods of 
unseasonably high occupancy with higher acuity and volumes of children presenting to 
the CED than experienced in a normal summer period. This coupled with a higher 
admission rate 25%-27% acute admissions via CED (normally at 23%) and the 6th floor 
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re build has reduced our flexibility particularly in relation to side rooms. This will require 
3x daily operational management to monitor the admissions both electively and acutely 
and ongoing monitoring of the Childrens Escalation Dashboard.  
 
0930: Ready To Go (RTG) 
 
1230: Daily Operations (DM), Nurse Advisor, Charge Nurse Manager CED 
 
1500: RTG 
 
The objective is  to manage patient flow at all times and to pre-empt major bed block 
before they arise. 
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Winter 2013 Bed Plan Starship
overlaid on 2012 actual occupancy
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Starship Children’s Hospital Bed Model  
 

 
Starship Children’s Hospital 

 
Summer/Winter Bed Model 

 
 

Ward Normal 
Summer 

State 

Summer 
State with 
L6 closed 

Side 
Rooms 

Normal 
Winter 
State 

Autumn Bed State 
with L6 closed 
(March – July) 

Winter Bed State with L6 open 
Post 19 July 2013 

Side Rooms 

27B 19 18 19 19 (onc 
only) 

19 19 19 19 (onc only) 

26A 16 17 4 16 17 16 (+ 6 flex) 36 
26B 22 0 0 22 0 22 (+ 2 flex) 
25A 0 25 7 15 (+ 10 

flex) 
25 15 (+ 10 flex) 7 

25B 20 20 20 20 20 20 20 
24A 25 25 5 25 25 25 5 
24B 24 25 10 24 25 25 10 
23B 17 17 10 (cardiac 

only) 
17 17 17 (+ 5 flex) 10 (cardiac only) 

25A EDS 4       
TOTAL 146 148 46 plus 

cardiac/onc 
158 (flex 
to 168) 

148 159 (+ 23 flex) 77 plus cardiac/onc 
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Risk Impact Mitigation Strategy Who By/Freq. Action 

Patient safety  • Children not able to receive 
timely care in the right 
environment 

• Pro-active review of admissions and elective 
production, bed occupancy and patient flows 
through daily and weekly meetings 

• Charge Nurse & Nurse Advisor to 
review daily admissions with Duty 
Manager and allocate patient rooms to 
ensure patient safety & flow 

• Immuno-compromised children have 
priority on single room allocation. 

• Cohort children in double rooms as 
clinically appropriate 

• Ensure appropriate transfer and or admission to 
SSH. 

• Communication with staff, children, 
families, duty managers,  regional 
DHB’s, St John’s Ambulance service, 
public, primary care 

• Transfer secondary volumes to home 

  
 

CHNM 
Duty Managers 
Nurse Advisor 

Service Managers 
Clinical Directors 

SMO’s  
 

CHNM 
 
 
 
 

Service Managers 
CED – Clinical Director  
 
CHNM and SMO’s 

 
 

Daily 
 
 
 
 
 
 

Daily  
 
 
 
 

Daily basis 
 
 

Daily 

Weekly SSH Capacity 
Planning Meeting 

 
Autumn/Winter Service Action Plan 

1st April – 30th June 2013 
Starship Children’s Hospital 

 

Service:  All inpatient services, Starship Children’s Hospital while Level 6 beds closed for refurbishment 

 
Principles of care/ADHB objectives: 

 
• To provide safe, reliable and responsive emergency care and planned care 
• Maintain patient and clinical safety 
• To meet surgical health targets and ESP1 compliance To meet and sustain the CED 6 hour target. Flexibility with bed allocation and patient flow  
• Pro-active management of admissions and elective throughput 
• Whole of system approach to planning 
• Communication to the service teams: up to date information is readily available regarding capacity or clinical issues. 
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DHB’s where clinically appropriate 
• Transfer ADHB secondary volumes to 

regional DHB’s as required and 
clinically appropriate 

 
CHNM and SMO’s 

 
Daily 

Risk Impact Mitigation Strategy Who By/Freq. Action 
  • Orange alert developed to provide opportunity 

for pro-active management 
• Red alert processes reviewed 
• Escalation plans in place  
• Childrens Escalation Dashboard monitoring 
• Staff encouraged to have flu vaccination 
• Increase utilisation of Green Lane Day Surgical 

Unit as appropriate 
• Alternative models of care to manage 

admissions and LOS e.g. community or primary 
care based where clinically appropriate 

•  

All senior clinical staff 
Duty Managers 

Service Managers 
Pt Flow Co-ordinator 

Nurse Advisor 
CHNM  

Service Manager / CD  
 
 

Nurse Advisor / SMO’s 

 
 

Ongoing  
24/7 

 
 
 

 
 
 
 
 
 

Weekly Planning 
meeting 

Reduction in 
bed numbers 

 

• Disruption to patient flows 
• Potential breach of CED 6 

hour target 
• Inability to deliver elective 

volumes 
• Budget implications 
• Limited single room 

availability for isolation, 
immuno-compromised 
patients 

 

• Twice daily review of expected admissions, 
theatre lists, bed occupancy, staffing 

• Management of bed allocation and outliers 
across all SSH wards 

• Medical staff adhering to triage and acceptance 
criteria for non-ADHB patients 

• Flow chart in CED to advise where to direct 
patients during Level 6 closure 

• Increased daily ward rounds to enhance 
discharges 

• Proactive discharge planning – reinforce 
messaging around admission to discharge 
Nurse Facilitated discharge for children cared 
for as overnight patients in DSU 

• Discharge patients back to home DHB at 
earliest safe opportunity 

• Increased utilisation of transition lounge 
• Increased utilisation of Ronald McDonald 

facilities and DSU 
• A transition lounge created  in SSH 
• Open Starship DSU at night for short stay, low 

acuity children and sleep studies  
• Defer non-urgent, non-ESPI admissions e.g. 

sleep studies or relocate volumes elsewhere 

Nurse Advisor / Duty 
Manager 

 
 

Senior clinical staff 
CHNM 

Nurse Specialists 
Nurse Advisor 
Duty Manager 

Service Managers 
Pt Flow Co-ordinator 

 
 
 

CHNM 
 

CHNM 
 

CHNM 
 
 

CHNM  
 
 

Service Manager 

Daily 9.30 
am and 

3pm 
12midday if 

on Red 
Alert  

 
 
 

Ongoing 
24/7  

 
 
 

Daily 
 

Daily 
 

Daily 
 
 

Daily 
DSU open 

from 7pm to 
7am 

 
 
 
 
 
 
 
 
 
 
 

Inclusive of Allied 
Health discharge plan 

 
 
 

Adult Transition 
Lounge 

Winter Hours 
extended 8.30am – 

1900 
 
 
 

Daily monitoring  
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• Outsource elective surgical volumes as planned 
and extra sessions  if required  

/SMO’s  
 

Duty Manager  
 

Service Manager / CD 
 
 
 

Service Manager / CD 

Monday to 
Friday 

 
 
 
 
 
 
 
 
 
 

Daily review 
 
 

 
 
 
 
 
 
 
 

 
Risk Impact Mitigation Strategy Who By/Freq. Action 
  • Pro-active review of elective admissions to 

determine if appropriate for DOSA or short stay 
• Management of medical resources (junior and 

senior) to meet patient demand and enhance 
decision making and patient flows 

• Leave management for all health professionals 
• No study days in winter months, excluding 

orientation 
• Communication to medical and nursing teams 

on a regular basis to ensure awareness of 
above strategies 

• Development of a ‘swing shift’ for surgical RMO 
services to cover CED and surgical admissions 
from 4pm – 10pm. 

• Patient Flow co-ordinator role in position May  
to October from 3pm to 11pm daily. 

Service Manager / 
SMO’s 

 
All senior medical and 

nursing staff 
Nurse Advisor 
Duty Managers 

Service Managers 
Pt Flow Co-ordinator  

 
 

Surgical CD  
 

Nurse Advisor  
 
 
 
 

Nurse Director 
 

Service Managers 
 
 
 
 

Weekly in 
advance 

 
Ongoing 

24/7  
 
 
 

Chief 
Resident 

CD’s 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 

CHNM approve winter 
roster 

 
 
 
 

Commenced mid April 
2013  

 
To commence 20th 

May 2013 
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Service Manager 

 
 
 
 
 
 

Service Manager 
Financial • Additional unbudgeted 

expenditure may be 
required to mitigate risks 

 

• Identify costs associated with mitigation 
strategies that are not “business as usual” 

• Ensure transparency of costs 
• Develop plans to manage costs to budget 

including identification of savings to offset 

 
Service Managers 

CHNM 

 
ongoing 

 

Staff 
Engagement 

• Loss of goodwill  

• Fatigue and illness 

 

• Senior Leadership presentation and informed 
communication  

• Leaders need to ensure well being of staff, 
monitoring of additional hours, leave 
management, skill mix, rosters 

• Maintain staffing  at optimum level, to ensure 
bed capacity and appropriately skilled staff 

• Aim to increase flu vaccination coverage for all 
Starship staff 

• Senior medical staff to support junior staff  
• Allied health staff vacancies recruited to ensure 

cross cover during periods of sick leave/ leave 

 
Clinical Directors 

CHNM 
Nurse Advisor 

Service Managers 
CHNM  

 
 

CHNM / Nurse Advisor 
 
 
 

Team Leaders  
 
 
 

CHNM Team Leaders  
 
 

CD’s  
 
 
 

Team Leaders 
 
 
 
 

 
 

ongoing 

 
 

Active weekly review 
and discussion with 

staff  
Minimise ‘lead-in’ time 

for new recruits. 
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Public Relations • Peak times may result in 
longer waits resulting in loss 
of public  

• Increased complaints 

• Written information for children/families 
presenting to CED 

• Clear communication with children and families 
to manage expectations and minimise 
complaints 

• Communication plan developed and 
implemented – internal and external 

 
Clinical Directors 

CHNM 
Senior medical and  

nursing staff 
Nurse Advisor 

 
 

Daily / 
ongoing 

 
 
 

To be completed – 
linked with ADHB 

winter communication 
plan 

Unexpected 
issues arising 

 • Regular monitoring of winter plan and actions 
• Review plan as required to meet changing 

needs 
• Clear process of escalation of issues and 

actions to be taken 
• Immediate response team to any issues 

Duty Managers 
Service Managers 
Senior medical and 

nursing staff 
Nurse Advisor 

 
ongoing 
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Use of the Day Stay Unit for Overnight Inpatient Capacity 
 
The Day Stay Unit has a capacity of 10 beds, 2 four bedded rooms and 2 single rooms. Day Stay is currently co-located in Ward 
31 Auckland City Hospital during the period of the rebuild on level 6 of Starship. Day patients are admitted at staggered start times 
and are usually discharged by 1830 hrs. 
 
Actual bed capacity of DSU/Wd 31 10 beds 
Proposed Capacity for Inpatients to assure minimal disruption 
to Elective Day Patient Volumes 

  6 beds 

 
The Day Stay Unit has an actual capacity for 10 inpatients overnight however if all these patients were still present at 0730 hrs this 
would impact on the ability to provide a Day Patient Service due to the space constraints of the Unit. Nurse led discharges will 
facilitate patient flow from 7am each morning Monday to Friday. 
 
Patient’s Most Suitable for Admission as Overnight Patient to Day Stay Unit 
 
• Elective Surgical patients requiring one night admission .Most likely will be admitted to Day 

Stay initially as a Day of Surgery Patient. 
• Elective patients requiring sleep study. 
• Non complex acute surgical and medical patients requiring observation. 
• Non complex patients waiting for acute theatre and able to be discharged following theatre.  
• Post operative renal and liver biopsy patients. 
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Staged Escalation Plan 
 
The process is based on the following steps: 
 
1 Identification (early warning or immediate) of clinical areas requiring review of action flow processes, with highest priority 

given for sick children. 
2 Daily review of patients to determine which patients no longer require tertiary level care and can be transferred to their 

home DHB. Also review of WDHB, CDHB and Auckland patients living in Avondale, New Windsor or Blockhouse Bay who 
could be transferred to Waitakere.   

3 Weekly capacity review meeting to take place to assist in planning for the coming week. 
4 If planned admissions (acute and elective) exceed bed requirements , move to Winter Flex configuration, staffing levels 

permitted and Escalation Plans (see appendix) 
5 In accordance with escalation plans, defer inter-hospital transfers, transfer children to their home DHB where appropriate. 
6 Review elective admissions with Nurse Advisor and Service Manager and postpone where appropriate. 

 
The escalation response is contained within the ADHB Childrens Escalation Plan 2013. 

 
 
Daily Standard Work 

Charge Nurses & Shift Co-ordinators 
Prior to RTG  

• Review current bed state, acuity, pending board admits, planned admissions,  
• assess staffing required for next 24 hours 
• identify out of area patients that no longer require tertiary level care and communicate to RMO’s and SMO’s. 
• identify planned and potential discharges, and discuss with SMO’s and RMO’s. 

After RTG 
• keep Estimated Discharge Dates up to date 
• ensure patients from CED and inpatient wards are transferred at agreed time 
• utilise Transition Lounges whenever appropriate 
• ensure timely room turnaround 
• attend 1500 Flow meeting 

 
Medical Staff 

• Round and discharge patients as early as possible. Liaise with CHN re future admissions / LOS / capacity 
• Discuss out of region acutes and hospital to hospital transfers with the Duty Manager before accepting the referral 
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Extract from whole year capacity planning spreadsheet.  
 
The blue columns show the forecast number of available beds by day with the brown line showing forecast patient numbers.  The red line 
represents 100% capacity. 
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Appendix 1 
 
Transfers to Rangatira Ward, Waitakere Hospital from CED 
 
 
Background 
 
At times whilst the 6th floor refurbishment is in progress, patients are best managed 
by being transferred to an alternative inpatient destination than Starship. 
The decision to transfer patients will vary somewhat depending on Starship capacity 
 
Potentially suitable patients include: 
a) Patients who are from other DHB’s and would be closer to home if transferred 
b) Patients from other DHB’s who can be t ransferred allowing Starship to maintain some functional 

capacity. 
c) Patients from ADHB who can be transferred without personal inconvenience allowing Starship to 

maintain some functional capacity assuming all possible 
d) WDHB domiciled patients have already been transferred. 
 
 
Process 
 
1. CED Staff identify patient potentially suitable for transfer 

 
Gen Paeds admission 

AND 
a) WDHB patient 

OR 
b)  ADHB patient from ‘westADHB’ if occupancy >95% 

(Avondale, Blockhouse Bay, New Windsor) 
AND 

Likely to be able to be transferred without a nurse escort 
 
2. Refer to Med Reg as per normal, but notify them that the patient is a potential transfer to Waitakere 
3. Give caregivers information pack (if ADHB patients and don’t want to go then stay at Starship) 
4. Reviewed by Med Reg who confirms need for admission and completes documentation (med chart 

and fluid chart as needed) 
5. Med Reg phones Paediatrics at Waitakere – ph 021 495431 
6. CED book bed – Call Waitakere Duty Manager to book bed – ph 021 679693 
7. Ensure that CED Consultant or Fellow is aware of patient transfer 
8. Book ambulance if needed (ensure that this is billed to ADHB) 
9. Nursing Handover – ph 8390000 x7660 
10. Complete documentation and transfer 

 
 
 
 
 
Mike Shepherd: Clinical Director CED  
Janet Campbell: Charge Nurse Manager CED  
 Feb 2013 
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Appendix 2 
 
Letter for CED Children/Parents/Caregivers 

 
 

Dear Parent/Caregiver 
 
This letter is to let you know that Starship Children’s Hospital is undergoing a major 
refurbishment project to the inpatient wards on L evel 6.  D uring this work two wards have 
been closed and relocated to other areas of Starship and Auckland Hospital. The work should 
be complete by the beginning of July 2013. We are very excited about delivering two brand 
new ward areas that are family-centred with more single patient rooms and much improved 
parent facilities. 
 
During March to July 2013 there will be t imes when the hospital will be very full.  You may 
need to wait longer than usual for a bed to be ready for your child or we may even need to 
make arrangements for you to go to another hospital. 
 
We understand that this may be stressful for you.  We are doing all that we can to reduce the 
impact of this major project on children and parents attending the hospital.  We aim to provide 
the best possible care for your child, and all of our usual hospital services are available. 
 
We want to keep you informed at all times and our staff will be happy to answer your 
questions.  The best person to ask will be the Charge Nurse for your area or the doctor 
looking after your child. 
 
Thank you for your patience and understanding while this important work takes place. 
 
 
Yours sincerely 
 
 
 
 
Kirsty Walsh 
Project Director Level 6 

 

SIGN OFF:  LEVEL 2  

 

 

Starship Children’s Hospital 

83



18 
 

  

Flu Vaccine 
Flu vaccines are to be encouraged for all staff. The main vaccine programme will start in 
March, however the vaccination will still be available to staff right through to August via 
Occupational Health.  Staff on wards have been trained as vaccinators to improve 
access to flu vaccine and numbers of staff vaccinated. Staff have a duty of care to 
protect themselves and their patients. 
 
Allied Health 

• Education Days will be restricted to absolute essential training 
• Professions will have daily minimum numbers required to meet inpatient and 

clinic needs 
• Social Work will continue to operate an on-call service from 17:00 Friday – 08:00 

Monday morning.  Public holidays on Friday/Monday will also have 24 hour cover. 
Monday to Thursday do not have after hours oncall service. 

• Physiotherapy will continue to operate an 24/7 on-call and weekend service 
• Occupational therapy and Speech Language Therapy will provide cover on the 

3rd day of long weekends.  
• Any concerns with Allied Health to be escalated to Team Leader (phone 021 983 

769) 

Documents to be read in conjunction: 
 ADHB Childrens Escalation Plan 2013 

Outlier Guidelines 
Intranet Site: 
http://adhbintranet/24HRCentre/Inpatient%20Services%20Outlier%20Guidelines.
htm 

Hospital Full Alert Cascade 
Intranet Site: 
http://adhbintranet/24HRCentre/Inpatient%20Services%20Hospital%20Full%20Al
ert%20Cascade.PDF 

Regional RMO Winter Plan 
L:\Groups\EVERYONE\Seasonal Planning\Winter 2012\Regional RMO Winter Plan\Regional 
RMO Winter Plan V2.doc  

 
L:\Groups\24 Hour\Forecasting & Planning\Yearly Occupancy\Occupancy Weekly Trends and Bed Plans 
2013.xlsx  

 
 Name Title Approved 

Prepared by: Kirsty Walsh  Project Director, Level 6  
 Denise Manning Daily Operations Manager  

 
Edited & reviewed by: Carolynn Whiteman Service Manager  
 Rosemary Pearson Performance Improvement 

Manager 
 

 Cath Byrne Nurse Advisor  
    
 Danah Cadman Acting General Manager  
 Richard Aickin Medical Director  
 Sarah Little Nurse Director  
Date: 05/05/13 
Version: #4 
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ADHB Childrens Escalation Plan 

Introduction 

The Childrens Escalation plan defines the trigger points and associated actions to assist in 
maintaining the flow of acute patients. The triggers referred to in this document are available from 
the Escalation Dashboard (available through the Business Intelligence portal).  

 

This document outlines the escalation actions for each area of the hospital and the accountabilities 
to complete these actions. 
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Escalation 
Escalation 

Escalation 
CHILDRENS EMERGENCY DEPARTMENT ESCALATION ACTIONS 

Escalation for Space - Resuscitation 
Trigger Action By Who   

In Hours 
By Who      
Out of Hours 

Time Check 

Resus AMBER 
(1 bed 
remaining) 

• Identify which patient will 
move out next. 

• Ensure SMO called back to CED 
 
• Notify PICU of situation 

SMO &  
Shift Coord 
Shift Coord 
 
SMO 

Reg & Shift 
/Flow Coord 
Shift /Flow 
Coord 
SMO 

10 
min 

 

Resus RED (no 
remaining beds) 
 

• Move identified patient out if a 
Monitoring space is available.  

• If there is limited other spaces 
move patient out on R40 or 
arrival of 4th patient. 

• Notify Duty Manager of 
situation 

SMO &  
Shift Coord 
Shift Coord 
 
 
Shift Coord 

SMO & Shift 
/Flow Coord 
Shift /Flow 
Coord 

 
Shift /Flow 
Coord 

5 min  

Resus Red (no 
beds) and no 
one can move 

• Prepare Monitoring to receive 
Resus overflow. 

• Refer to Purple Alert 

SMO and 
Shift Coord 

SMO & Shift 
/Flow Coord 

 

5 min  

Escalation for Space – Monitoring Rooms 8 - 12 
Trigger Action By Who   

In Hours 
By Who      
Out of Hours 

Time Check 

Monitor 
AMBER  
(1 bed 
remaining) 

• Identify next patient to move 
 

Shift Coord 
 

Shift /Flow 
Coord 

10 
min 

 

Monitor RED 
(No remaining 
beds) 
 

• Move identified patient out. 
• Overflow to Resus if Resus has 1 

or 2 patients. 
• Notify Duty Manager of 

situation  
• Ensure SMO called back to CED 

SMO and 
Shift Coord 

Reg & Shift 
/Flow Coord 
 

5 min  

Monitor RED  
(No beds) and 
Resus RED (No 
beds) and new 
patient 
 

• If both areas remain full, place 
patients with monitor to Acute 
Beds. 

• Duty Manager assist with 
expediting patients to wards  

• Refer to Purple Alert 

SMO and 
Shift Coord 
 
Duty 
Manager 

SMO & Shift 
/Flow Coord 
 
Duty Manager 

5 min  

Escalation for Space – Immunocompromised beds 
Trigger Action By Who   

In Hours 
By Who      
Out of Hours 

Time Check 

Immuno 
AMBER  
(1 bed 
remaining) 

• Consider which patients are best 
placed in another space e.g.  
ward 27B,  

• Identify next patient to move 
 

Shift Coord 
 

Shift /Flow 
Coord 

10 
min 

 

Immuno RED 
(No remaining 
beds) 
 

• Move identified patient out. 
• Notify Duty Manager of 

situation  
• Ensure SMO called back to CED 
• Refer to Purple Alert 

SMO and 
Shift Coord 

Reg & Shift 
/Flow Coord 
 

5 min  
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Escalation 
Escalation 

Escalation for Space – Acutes 
 

Trigger Action By Who   In 
Hours 

By Who      
Out of Hours 

Time Check 

Acutes RED (1 
bed remaining) 

• Notify Duty Manager of 
situation 

• Duty Manager assist with 
expediting patients to wards 

• Identify patients to move to 
Monitored beds 

• CED SMO notified 

Shift Coord 
 
Duty 
Manager 
 
 
Shift Coord 

Shift /Flow 
Coord 
Duty 
Manager 
 
 
Shift /Flow 
Coord 

10 
min 

 

No normal 
beds 

• Ensure SMO called back to CED  
• Move identified patients to 

Monitored beds 

SMO and 
Shift Coord 

SMO & Shift 
/Flow Coord 

 

5 min  

No normal 
beds and no 
monitored 
beds 

• Overflow to Resus if Resus has 1 
or 2 patients 

SMO and 
Shift Coord 

SMO & Shift 
/Flow Coord 

 

5 min  

No beds in CED 
and Influx 
continues 

• Ring the Duty Manager to 
activate the Major Incident Plan 

SMO and 
Shift Coord 

SMO & Shift 
/Flow Coord 

 

5 min  

Escalation for Excessive Waiting Times/High Hourly Presentations 
 

Trigger Action By Who   
In Hours 

By Who      
Out of Hours 

Time Check 

RED alert for 
Patients 
arrived in last 
hour AND 
Patients 
waiting for ED 
sign on AND 
Triage 3 
patients 
waiting 
 

• Ensure SMO called back to CED 
• Notify Duty Manager of 

situation 
• Allocate tasks for next hour 
• Request help from inpatient 

teams 
 

Shift Coord 
 
 
CED SMO 

Shift /Flow 
Coord 
 
CED SMO 

30 
min 

 

AMBER alert 
for Referrals 
waiting in CED 
to be seen by 
inpatient 
teams  

• CED SMO notified 
•  Ask IP Reg for assistance with 

workload from House 
Officer/other Reg/SMO/NS/2nd 
on call Med Reg 

 

Shift Coord 
SMO and 
Shift Coord 
 
 
 

Shift /Flow 
Coord 
Reg & Shift 
/Flow Coord 
 

  

RED alert for 
Referrals 
waiting in CED 
to be seen by 
inpatient 
teams 

• Call relevant IP Consultant to 
assist 

• Move stable referred patients to 
IP ward 

• Notify Duty Manager of 
situation 

CED SMO 
 
Shift Coord 

CED SMO 
 
Shift /Flow 
Coord 
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Escalation 
Escalation for Patients ready to go 
 
Patient care and safety always outweighs need to meet time target. 
   

Trigger Action By Who   
In Hours 

By Who      
Out of Hours 

Time Check 

Patients waiting 
more then 1 
hour for a Ward 
bed. 

• Duty Manager to attend CED 
and assist with expediting 
patients to wards 

• Activate Ward Escalation 
Strategy. (Go to Ward 
Escalation Strategy). 

Shift 
Coord 
 
Duty 
Manager 

Shift /Flow 
Coord 
 
Duty Manager 

15 
min 

 

AMBER alert 
(three or more 
patients waiting 
to go) 

• Go to AMBER ward escalation 
strategy  

• Ensure SMO called back to 
CED  

Shift 
Coord 

Shift / Flow 
Coord 

10 
mins 

 

RED alert (five 
or more 
patients waiting 
to go) 

• Go to RED ward escalation 
strategy 

Shift 
Coord 

Shift / Flow 
Coord 

5 
mins 
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Escalation 
 
 
STARSHIP HOSPITAL INPATIENT WARD ESCALATION STRATEGIES 

Occupancy 
Trigger Action By Who   

In Hours 
By Who      
Out of Hours 

Time Check 

Stage 1 
escalation 
AMBER > 
92% 

• Establish accuracy of planned discharges  
• Ensure barriers for discharge identified – 

involve medical and allied health teams for 
resolution 

• Phone specialty SMO’s on call and ask for 
assessment on children 
1. for immediate discharge 
2. Auckland children living in Avondale, 

Blockhouse Bay and Waterview for 
transfer to Waitakere 

3. For transfer to DHB of domicile  
4. to go to DSU for the night 
5. to go Ronald McDonald house for the 

night.  
• Ensure whiteboards are accurate for all 

other patients 
• Escalate treatment delays to NA/CD/SM 

and formulate a plan, utilise Duty Manager 
where required. 

• Escalate discharge delays to NA/CD/SM 
and formulate a plan, utilise Duty Manager 
where required. 

• Review elective lists to defer treatment if 
clinically able 

• Notify Shift coordinator, CNM /SMO in CED 
of IP capacity 

 Duty Manager to determine - will occupancy 
remain amber or worsen in 1 hour  

No - Monitor and review 
Yes - Plan to escalate to Stage 2 RED  

CN/ Duty 
Manager 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Duty 
Manager 

Coord / Duty 
Manager 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Duty 
Manager 

10 
mins 

 

Red > 94% • Follow all steps for AMBER >92%  with the 
addition of 

• Issue  red alert – include text paging to 
handover phone 

• Review all planned discharges to utilize 
transition lounge  

• Flex all available ward beds 
1. Day Stay Unit 
2. 23B/27B 

• Prioritise transfer of patients to wards 
using any resources directed by DM/BM 

Bed Manager / Duty Manager to determine - 
will occupancy remain an issue 

No - Monitor and review 
Yes -Escalate by text communication to 
GM, CL & ND  to decide next steps 

Duty 
Manager 

Duty 
Manager 

10 
mins 
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Escalation 
Side Rooms 

Trigger Action By Who By Who      
Out of 
Hours 

Time Check 

Amber < 4 • Establish accuracy of planned discharges 
• Establish ongoing requirement for side 

room – may require Infection Control and 
CD to advise. 

• Establish requirement for cohorting 
specific patients 

• Ensure barriers for discharge identified – 
involve medical and allied health teams 
for resolution 

• Phone specialty SMO’s on call and ask for 
assessment on children 

1. for immediate discharge 
2. Auckland children living in 

Avondale, Blockhouse Bay and 
Waterview for transfer to 
Waitakere 

3. For transfer to DHB of domicile  
4. to go to DSU for the night 
5. to go Ronald McDonald house 

for the night.  
• Ensure whiteboards are accurate for all 

other patients 
• Escalate treatment delays to NA/CD/SM 

and formulate a plan, utilise Duty 
Manager where required. 

• Escalate discharge delays to NA/CD/SM 
and formulate a plan, utilise Duty 
Manager where required. 

• Review elective lists to defer treatment if 
clinically able 

• Notify Shift coordinator, CNM /SMO in 
CED of IP capacity 

 Duty Manager to determine - will occupancy 
remain amber or worsen in 1 hour  

No - Monitor and review 
Yes -Plan to escalate to Stage 2 RED 
 

CN/ Duty 
Manager 

 

Coord / 
Duty 
Manager 
 

10 
mins 

 

Red <2 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 

• Follow stages for amber first  
• Specialty SMO review 
• Plan to support infectious patients as 

cohorts 
Consideration to the use of treatment 
rooms for palliative care patient  
 
 
 
 
 
 
 
 
 
 
 
During the 8 week period prior to the 
completion of Level 6  
 

CN/ Duty 
Manager 
SMO 
 
 
 
 
 
 
 
 
 
 
 
 
 
Nurse 
Director 

Coord / 
Duty 

manager 

5 
mins 
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Further 
strategies 
and Capacity  
utilisation 
for review 
for 
anticipated 
volumes in 
June and 
July (based 
on historic 
data)  

• Consider utilisation of other clinical and 
non-clinical areas within Starship and 
within ADHB to safely accommodate 
patients and staff increasing capacity / 
LOS issues. 
a) consider transfer process to Wilson 

Centre 
b) increase Homecare service to allow 

earlier discharge from ward /  follow-
up from CED 

c) increase DOSA volumes – reassess 
the need for Sunday preadmission 

d) Explore the opportunity to access 
acute subspecialty clinic to prevent 
an admission 

e) Defer Sleep Studies & other non-
essential treatments / procedures 

f) Potential spaces in CED to utilise for 
longer stay patients. 

g) Potential spaces within Starship to 
review for additional bed space  e.g. 
to use ward 27A ambulatory area; to 
use paediatric OPD as an inpatient 
area for 27B   

h) Investigate use of Baby Bus to 
transfer children from CED to other 
Auckland hospitals if St John’s unable 
to transfer in a timely way. 

 

Nurse 
Advisor 
Clinical 
Leader 
Clinical 
Directors 
Service 
Managers 
 
SM / 
CHNM 
 
CHNM’s 
wards and  
CED   
 
 
Service 
Manager 
SMO’s  
 
Service 
Manager 
 
Service 
Manager/ 
SMO/CD  
CD/ 
CHNM of 
CED   
 
 
 
 
 
 
 
 
 

 
 
By 
end 
May 
2013  
 
 
End 
May 
2013 
 
 
 
End 
may 
2013 
 
 
 
End 
May 
2013 
 
 
 
Mid 
May 
2013 
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Appendix 
 
CED Capacity Plan and Escalation (Purple Alert) 
http://adhbintranet/ADHB_Policies_and_Procedures/2HSGs/ChildHealthSS/CCHADS/CED%
20CapacityPlan&Escalation.pdf 
 
Inter hospital transfer policy 
http://adhbintranet/ced/documents/CED%20and%20SSH%20Functioning/TransfersToStarshipFromOtherHos
pitals.pdf 
 
Measure definitions 
<< Insert document from BI Portal >> 
 
Trigger levels 
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      ST  JOHN'S  ALTERNATIVES   
                 TO  TRANSPORT  
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   Briefing Paper to Hospital Advisory Committee 

 
Date: 7 May 2013 
To: Hospital Advisory Committee 

From: Jane Lees &  Andrew Davies  
Subject: Update – St Johns Alternatives to Transport  
  
 
Recommendation 
That the Hospital Advisory Committee note the update on the work with St Johns and 
support the approach.  
 
Introduction 
In late 2011 ADHB initiated work with the support of St Johns investigating alternatives to 
transporting to the emergency department. This was one of a range of initiatives 
to support reduction of demand on the acute care services at ADHB.  
 
The initial focus was placed on transport from Age Related Residential Care (ARRC) 
facilities within the ADHB catchment. 
 
In early 2012 the ADHB / St Johns work programme merged with the GAIHN initiative for 
reduced transports with ADHB as a pilot site for investigating the reduction opportunities from 
ARRC.  
 
Initial Data Analysis 
 
While we had volumes of data on St Johns transports and data on the presentations to the 
emergency department it took significant manual intervention to match the data sets. 
 
Through the period of June to August we constructed the data set below which identified the 
reasons for admission from ARRC.  
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This data highlighted that while we have a large number of presentation from ARRC 
addresses a significant proportion of these were not from ARRC but from independent living. 
Analysis into the decision to transport was completed by St Johns for this population and in 
80%+ of the cases the decision to transport was confirmed by a GP.  
 
It was viewed by the project team that given the majority of transports were made under 
medical advice that there was limited opportunity to avoid transports for this population. 
 
Analysis of those transports from ARRC showed that around one third of the reason for 
transport could have been prevented by early warning systems, observation guidelines and 
nursing education. These preventative opportunities were taken up under the cluster model 
work with the ARRC facilities.  
 

Of the 513 patients with 
addresses from ARC, 237 were 

not actually from residential 
care facilities 

166 were from ARC, but not 
preventable 

77 from ARC may have been 
prevented with Early Warning 

Assessment 

24 preventable with 
Observation Guidelines 
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The other two thirds were all valid reasons for transport and again the majority under medical 
advice. These were seen to be appropriate transports with minimal opportunities for 
reduction. 
 
At the time of reviewing the data it became evident the greater opportunity was in the 
residential transports and providing alternatives to St Johns for these transports. 
 
Current focus / Next Steps 
 
With GAIHN we are working on:  

• Increasing the proportion of transports to A&M centres. Last quarter we had 20 
transports per month going to A&M and look to increase this. 

• In May the funding pathway for transports to GPs is opening so patients can be 
transported to their GP (awaiting final sign off from St Johns) 

• Defining an acute district nursing service to cater for patients at their place of 
residence.  

• A single person response to low acuity patients. 
 

A recent audit by St Johns indicated that with these initiatives there is the potential for an 
additional reduction of  15 transports per day to be reduced. 
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COLLABORATION WITH  

                 AGE RELATED RESIDENTIAL CARE 
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   Briefing Paper to Hospital Advisory Committee 

 
Date: 7 May 2013 
To: Hospital Advisory Committee 
From: Jane Lees &  Andrew Davies  
Subject: Update - Collaboration with Age Related Residential Care  
  
 
Recommendation 
That the Hospital Advisory Committee note the update on the collaboration with Age related 
residential care and support the approach. 
 
Introduction 
In 2012 ADHB formed a collaborative with ARRC with the aim to work together to improve 
the quality of care for  the residents with a particular emphasis  on the Ministry Target to 
reduce falls with harm and pressure injuries by 20%.  A locality approach was developed 
utilising a “cluster model”. 
 
Benefits realised 

• Sector engagement has been pleasing with 55 of 68 facilities attending cluster 
meetings 

• 34 of 68 facilities have submitted data re falls with harm and pressure injuries  
• 20 facilities have attended training sessions 
• Attendance at the FDNH Learning Sessions including facility based engagement  
 

Resource development  
• Resident information brochures on falls and pressure injuries prevention developed 

with the sector to meet the residential population  
• Assessment tools and care plans for falls and pressure injury prevention 
• Policy development regarding falls and pressure injury prevention. 
• Innovation hub – sharing ideas throughout the sector and region (example below) 
• Yellow envelope implementation  - the yellow envelope has standardised  the 

information and documentation required when transferring patients between hospital 
and residential care  - we have linked this process to the redesigned A-D planner  

• Website redeveloped -  www.qualitycare4olderpeople.org.nz  to support data 
collection , innovation sharing  and educational opportunities with links to FDNH and 
the HQSC 

•  
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Data Collection Sample 

 

Further Opportunity for Improvement   

Changes to the geographic shape of the clusters moving from 11 to 7 with the aim to increase 
relationship development, leadership and support, as well as align to localities as they develop and 
emerge   Broaden the clinical focus wider than falls with harm and pressure injuries to focus on 
other key quality improvement initiatives  linked to the  DAP e.g. IV service within ARRC, inter-RAI 
implementation, dementia care pathway implementation, access to an acute nursing service to 
prevent avoidable admissions, developing bed capacity for use other  than residential care -e.g. 
rehabilitation.    
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The Clusters – green = cluster host   
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               4    PROVIDER ARM PERFORMANCE REPORTS  
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4   Overall Provider Arm Performance Summary
 
 
Recommendation
 
That the report be received. 
 
 
Prepared by:  Rosalie Percival (Chief Financial Officer ) and Fionnagh Dougan (Interim Director Provider Services)
 
 
 
This report summarises the overall provider arm performance for April 2013.   
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Provider Arm Performance Report 
 

 

 
Provider Overview 

• Scorecard 
• Health Targets 
• Financial and Operational Performance 

 
Health Service Group  Reports 

• Adult Health Service Group 

• Operational & Clinical Support Services 

• Children’s Health Service Group 

• Cancer and Blood Health Service Group 

• Cardiovascular Health Service Group 

• Women’s Health Service Group 

• Mental Health & Addictions Service Group 
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                                  SCORECARD AND COMMENTARY  
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Freq Result Target

M X Y

Information to assist w ith understanding the scorecard:
The scorecard provides a high level status of monthly performance for ADHB provider 
services.  The indicators included are organisation w ide and are grouped by the 
organisational Key Result Areas.  Service specif ic indicators are provided in the 
service summaries later in this report.
Indicators are updated monthly or quarterly depending on availability of information and 
rate of change.  The indicators provide a status for the current period and compare this 
to the target for the period.  It is important to understand that performance in the 
reporting period may not reflect the longer term trend.  Trend charts are available for 
indicators to see long term performance against targets. 
Health Targets are show n at the top of the scorecard. 
For each indicator the result is show n in comparison to the target for the period.  
The status reflects w hether the target has been achieved in the current period (Green 
indicates achieved or better, Red is not achieved).

Indicator Period Status

PR### - Indicator Title MMM-YY

 

Scorecard Guidance
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Freq Result Target
M 95.5% 95%
M 100.1% 100%
M 100% 100%

PR129 - % Hospitalised smokers offered advice and support to quit M 96.23% 95%
M 59 99

Freq Result Target

M 0.063 0.09
M 0.356 0.6
M 5.6% 5%

Nosocomial Infections
M 0. 1
M 1.52 1.6
M 0.404 2.4
M 0.107 0.2
Q 3.9 0

Unplanned Re-admissions
M 10.4% 6%

Governance

4M 74.8% 65%

Freq Result Target
Accessibility
Electives

M 0.004 0
M 0.007 0

Diagnostics
M 100% 85%
M 62.4% 75%
M 83.5% 75%
M 29.7% 50%
M 22.1% 50%

Effectiveness
Health of Older People

M 89.5% 80%
Mental Health

M 91.9% 95%
Efficiency

M 9.2% 9%
M 19.2% 9%
M 18.9% 9%
M 3.04 3
M 66% 68%
M 57.8% 70%
M 126.52 99

Auckland DHB Monthly Performance Scorecard for April 2013

Adverse Events

PR095 - Falls with major harm (per 1000 bed days)

Patient Safety

Apr-13
Period

Health Targets
Period

PR035 - HT2 Elective discharges cumulative variance from target Apr-13

PR084 - Adverse events causing harm (SAC 1&2) per 1000 bed days
PR097 - Nosocomial pressure injury point prevalence (% of in-patients)

Period

PR143 - Healthcare-associated Clostridium difficile infection rate (per 10,000 beddays)

PR078 - 28 Day Readmission Rate - Total

PR090 - Healthcare-associated bloodstream infections (per 1000 bed days) - Child
PR088 - Healthcare-associated Staphylococcus aureus bacteraemia (per 1000 bed days)

PR144 - % Hand Hygiene Compliance

Apr-13
Apr-13

Feb-13
Feb-13

Better Quality Care

PR087 - Central line associated bacteraemia rate per 1000 central line days 
PR089 - Healthcare-associated bloodstream infections (per 1000 bed days) - Adult

Dec-12

PR070 - % Cancer patients receiving radiation/chemo therapy treatment within 4 weeks of DTT

PR017 - (MOH-01) % All patients with ED stay < 6 hours 

PR044 - % Urgent Diagnostic colonoscopy procedures treated < 14 days
PR045 - % Non urgent colonoscopy procedures treated < 42 days

PR046 - % Outpatients & community referred MRI completed < 6 weeks
PR047 - % Outpatients & community referred CT completed < 6 weeks

PR042 - Cardiac Bypass Surgery Waiting List

PR043 - % Accepted referrals for elective angiography treated within 3 months

PR038 - (ESPI-2) Patients waiting longer that 6 months for their FSA
PR039 - (ESPI-5) Patients given a commitment to treatment but not treated within 6 months

PR052 - % Day Surgery Rate
PR053 - Inhouse Elective WIES through theatre - per day

PR048 - Elective day of surgery admission (DOSA) rate

PR023 - % Inpatients on Older Peoples Health waiting list for 4 days or less

PR125 - Mental Health % long-term clients with relapse prevention plans

PR058 - % DNA rate for outpatient appointments - Pacific
PR074 - Average LOS for WIES funded discharges (days)

PR056 - % DNA rate for outpatient appointments - All Ethnicities
PR057 - % DNA rate for outpatient appointments - Maori

Apr-13

Apr-13

Apr-13
Apr-13
Mar-13
Mar-13

Apr-13
Dec-12

Mar-13

Mar-13

Apr-13

Apr-13

Mar-13
Apr-13

Mar-13
Mar-13

Apr-13

Apr-13

Apr-13
Apr-13
Apr-13
Apr-13
Apr-13
Apr-13
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Scorecard Commentary 
 
 
Electives 
 
ADHB discharges continue to track close to the Healthcare target. At the end of Q3 the 
number discharged year to date was marginally behind the plan at 99.8% which will round 
up to 100%. This shortfall has been made up during April to deliver at 100% of target . Risk 
mitigation plans are in place to ensure the ADHB discharge target for the full year is 
achieved. This involves additional work in some specialities delivered through extra theatre 
lists in unused sessions and some after hours and weekend work. 
 
ESPI 2 and ESPI 5 targets to have no patient waiting longer than 5 months at the end of 
 June are on track to be met .  Contingency plans are in place for certain at risk services to 
ensure delivery. There are weekly status reviews at both service and management levels 
and ESPI 5 especially is under intense scrutiny. In spite of this there remains a challenge 
with ESPI 5 for spine work in Orthopaedics with every effort being made to address this. 
ESPI 2 compliance is tracking to meet the 5 month target by June 30. 
 
 
MRI  
 
We remain below the 75% target but have significantly improved our performance over the 
previous two months from around 30%, to 62.4%.   
 
 
 
Average Length of stay for WEISS funded discharge, (days)   
 
In this month we are below target but there has been a noticeable downward trend in this 
area over the last year, with most months below the long term average. 
 
 
 
DNA Rates 
 
Our DNA rates are below target and addressing these is a priority for all health service 
groups.  
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 Acute Patient Flow 
Primary Objective:  That at least 95% of patients will be admitted, discharged or transferred from Auckland Emergency Departments within 6 hours

Date of Delivery: 30 June 2013

Project Risks / Comments:
Overall, adult and children combined, we achieved the 95 % for !ǇǊƛƭΦ
More detail is provided for each emergency department on the next two pages.

Acute Patient Flow, Actual vs Target, July 2011 - June 2013
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 Adult Acute Patient Flow
Primary Objective:  That at least 95% of patients will be admitted, discharged or transferred from Auckland Adult Emergency Department 
within 6 hours
Date of Delivery:  30 June 2013
Clinical Leads: Jane Lees , Dr Anil Nair
Project Sponsor: Andrew Davies
Steering Group:  Jane Lees,  Andrew Davies, Dr Barry Snow, Dr Anil Nair,
Dr Anthony Hardy, Dr Robyn Toomath, Dr Alex Ng, Sandi Milner, Sharee Bartlett

Improvements to date:
Phase I of the acute flow work delivered
• Reviewed Medical / Nursing requirements for AED and approved business case for 

resource increase to match increased workload.
• Charge nurse patient flow coordinator introduced
• Improved access to Radiology 
• Streamlined documentation required for safe transfer 
• Improved triage processes.
• 58 Additional beds opened
• Winter Ward 31 General Medicine 10 additional beds
• Daily Rapid Rounds introduced 
• Nurse Facilitated Discharging in General Medicine
• Improved Bed Management Communication via Estimated Discharge Dates, CMS 

upgrades, improved visual management, more efficient bed management 
meetings, earlier time of day discharging.

• Daily breech review meetings to understand root causes and implement short 
term solutions.

• General Medicine model change

Immediate actions to improve current performance:
• Audit of the delays to treatment in the wards to identify all discharge delays.
• Improve referral practices to allied health to support resource allocation and 

prioritization of patients for discharge.
• Reallocate Allied resources to AED and APU to avoid admissions where possible.
• Implementation of a different model of working with the allied teams is under 

development to support more flexibility in resources moving across services.
• Regular reviews held between allied health teams and service leadership (clinical 

and management) to prioritize activities.
• Escalation plans put in place to Improve response times for service coordination. 

Brought the community team resources in for support when the number of 
patients waiting was above the threshold.

• Reinstate the processes from previous improvement programmes and strengthen 
the controls for sustainability.

• Daily meeting implemented with Snr nursing and management to review the 
reasons for not meeting target, current state of the hospital, plan of the day, 
staffing challenges and priorities, and actions for addressing patient discharging 
and flow.

• Infection control audits of side rooms on a daily basis and intraday as required 
• Increase focus with the medical teams on patient discharging and sign on times for 

acute patients. 
• Increased focus on weekend discharges and the use of nurse facilitated discharges.
• Utilized senior nursing teams to support proactive opening of flex beds based on 

occupancy triggers.
• Worked with St Johns on optimum timing for patient transfers from wards and 

prioritization of AED transfers to minimize delays.
• Increase communications and engagement with all staff with revitalized 

communications

Project Risks / Comments:
• Adults performance in April was 94.8%. This remained relatively stable through the month.
• This is a result of daily management activities to address patient blocks and  maintain flow.
• An accelerated work programme has been put in place for the acute inpatient actions to support readiness for winter. 

Mid to longer term improvements planned:
• Eliminating duplicated documentation between AED and inpatient medical teams
• Streamlining high volume patient pathways and developing team approach to acute flow management between ED 

and IP specialties.
• Roster alignment to demand profiles
• Demand management in alignment with Health of Older People (HOP) and District Annual Plan acute demand 

initiatives
• Increased focus of the inpatient specialty teams via the introduction of acute flow measures into the daily and weekly 

operational management team meetings.

Adult Acute Patient Flow, Actual vs Target, July 2011 - June 2013
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Project: Children’s Acute Patient Flow
Primary Objective:  That at least 95% of patients will be admitted, discharged or transferred from Auckland Children’s Emergency
Department within 6 hours
Date of Delivery: 30 June 2013
Clinical Lead: Richard Aickin
Project Sponsor: Fionnagh Dougan
Steering Group Fionnagh Dougan, Richard Aickin, Michael Shepherd, Janet Campbell

Project Risks /Comments:
April’s performance averaged at 97.2%. There have been reduced volumes through CED this month due to 
 school holidays, however we are seeing increased numbers of children presenting with respiratory illness. 
Bed capacity and availability of single rooms continues to be a pressure point for Child Health.
There has been a delay in the recommissioning of level 6, caused by the need to change the
water system on level 7. Work continues on the Autumn/ Winter plan and escalation plan to take 
in to account the 6 day delay.
 
 
 

The implementation of a surgical swing shift between 4-11pm is assisting with quicker care planning.
A flow co-ordinator role will be reintroduced for the Winter period starting next month. 

Improvements to date:
• Increased completion and accuracy of Estimate Discharge 

Date (EDD’s) for current inpatients
• Improvement in the forecasting of short term occupancy 

levels
• Changes to the registrar call back guidelines to improve 

timeliness of patient review
• Capacity planning process implemented to ensure better 

longer term planning
• Bed turnaround reviewed which has resulted in a reduction 

of time taken  to access a bed
• Cohorted patients with low complexity and reduced staffing 

for this group, freeing staff to care for increasing numbers 
of higher acuity patients

• Rostered additional senior staff onto periods of high 
admissions, to improve decision-making speed

• Increased the frequency of daily Ready To Go meetings to 
two or three times a day to identify potential discharges

• Daily review of patients who can be safely cared for by their 
DHB of domicile

• A Rapid Improvement Event was held at the end of August.  
This led to process and communication improvements and.  

• Increased liaison with CMDHB and WDHB.
• Opening up the Day Stay Unit for overnight patients
• Basing a House Officer in CED to review general surgical 

admissions during the peak hours of 1600 – midnight
• Agreement with WDHB that where appropriate, Auckland 

children living on the border can be cared for at Waitakere
• Investigating different models for the management of semi 

acute orthopaedic patients – so avoiding the need for an 
inpatient bed

Children's Acute Patient Flow, Actual vs Target, July 2011 - June 2013
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Improved access to elective surgery
Primary Objective: Increase ADHB Elective Surgical Discharges from 
11,950 to 12,891
Date of Delivery: 30 June 2013
Clinical Lead: Vanessa Beavis, Ian Civil
Project Sponsor: Greg Balla
Steering Group:  Greg Balla, Dr Vanessa Beavis, Margaret Dotchin. Ian Civil
,
 

Risks / Comments: (Amber)

1.Year to date April we were at 100.1% to target. Note: this does not include outflows
assumed at plan 
 
2. ESP1, two and five are moderately compliant for April.  

Previous activities:

• Quarterly OR session re-allocation process introduced for the first 
time re-allocating OR sessions based on demand requirements of 
production plan and supporting GSU expansion

• The productive operating room in place for Level 8 and 4, 
highlights from last month:

• OR usage reporting now baselines all ORs
• Recruitment of TPOR perioperative nurse role underway

• ORL process for over the phone preadmission being rolled out 
progressively to other services – recruitment and appointment of 
necessary nursing roles near completion with likely process 
changes in March once all training complete.

• Stage one ‘SCRUM’ data infrastructure now available for all HSGs. 
Roll out of weekly meeting routines underway.

• Ongoing ESPI management at all levels including active support for 
some services to improve tools and process design for delivery of 
wait time and discharge targets

Planned activities:
Clinic performance:
• Business rule standardisation for waitlist management to ensure 

appropriate patient listing and accurate reporting
Production planning:
• Phasing adjustment to reduce risk in current plan for Quarter four 

delivery
• Development of surgery dashboard to improve performance 

visibility and variance tracking
• Introduction and handover of routines to new production planning 

manager who started 21 January 2013.

GSU progress:
• Further confirmation of session allocation at GSU
• Nursing and other FTE in place at GSU to match session growth 

requirements
• Overnight model of care in progress
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MoH Target: Shorter waits for Cancer Treatment
Primary Objective:  That 100% of eligible patients requiring radiation treatment or chemotherapy will commence treatment 
within 4 weeks of a decision to treat. 
Date of Delivery:  30 June 2013 (4 weeks)
Clinical Lead: Giuseppe Sasso (Rad Onc), Paul Thompson (Med Onc), Richard Doocey (Haematology)
Service Manager: Robyn Dunningham

Ongoing initiatives to maintain the 4 week target

Radiation Therapy:

An “Operational team” measures KPI’s to prioritise the 
waitlist and analyse performance on a weekly basis. 
This is ongoing.

A daily Waitlist report enables daily monitoring and  
immediate remedial action if required. This is ongoing.

Chemotherapy:

Weekly meetings to coordinate clinician, nursing and 
Daystay workload. This is ongoing 

Regular monitoring of clinic utilisation of FSA, F/Up and   
review clinics. 

Clinic capacity is monitored weekly to ensure patients are 
scheduled by priority and length of wait time.

Cancer Care Coordinators: 3.5 FTE Cancer Care 
All of the cancer co-coordinator positions have now been 

appointed. Senior nurses  have been recruited to 
coordinate the care and support for patients through 
the course of their cancer treatment. This initiative 
supports the national priority of  Faster Cancer 
Treatment

The service is 100% compliant for March 2013

Key risks which may impact  capacity to deliver to the target in the coming months:

Chemotherapy:
Adherence to the 4 week target is being achieved by daily monitoring of wait times and detailed Daystay and clinic 

scheduling to manage a sustained growth in referrals that is impacting day stay capacity and resources. 
Radiation Therapy: 
The commissioning  of the new Radiation Therapy planning system by August 2013 will significantly increase 

planning capacity to continue to meet the 4 week target.

Radiation Therapy/Chemotherapy - % patients receiving treatment w ithin 
4 weeks of DTT, Actual vs Target, July 2012 - June 2013
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Achievements :
ADHB achieved the Quarter 3 2012/2013 target of 95% at 96.1%. 

Having achieved 96.5% in January there was a sustained rise 
in February to 97% but a slip back in March to 95%. 

Immediate Actions to improve performance 
A. Maintain Focus on short stay/high volume areas to achieve 
• AED and APU continue to be audited weekly and maintain  

performance: AED 95.25% over the 3 months, APU 92%
• Ongoing Support for Women’s Health HSG by Smokefree 

facilitators – audits are occurring. Resistance to auditing has 
been overcome. The aim for ADHB Maternal Health is to have 
a paperless system of documentation using Healthware. 
However, coders do not use Healthware for coding purposes. 
Also there is a glitch in the Healthware booking in form that 
does not give an ability to state brief advice has been given 
unless a referral to smokefree services has not been made. 
There is ongoing dialogue here because of the 3rd MoH target 
that 90% of all pregnant women who smoke must be given 
brief advice and assistance to quit.

B. Improve engagement of clinical workforce to achieve 
• Reports on events discharged and coded in the month to be 

available for services and reported weekly to OMM and Board
C. Data collection systems and processes to achieve
• Weekly Pareto Chart of cumulative percent achievement for 

the month of wards / areas emailed out from the CEO plus 
follow up weekly achievement poster for each area.

D. Communications – planned activities
• Poster campaign with weekly posters to let each area know 

how they are doing
• Weekly results are reported by ward / unit and accountable 

Manager. Meetings with Nursing or Midwife Advisors are  
followed up and a discussion of percent achieved occurs.

Comments
As of 1/5/13, ADHB has met the Quarter 3 Health Target. Charge Nurses of wards with patients who did
not receive brief advice are still being sent weekly feedback on those patients and this is helping to
uncover problems in their systems. The 4 weekly cycle of ward audits continues with an emphasis on
those wards that have recurring problems. Where defects are noted they have been rectified and staff
members educated. The plan to get all electronic whiteboards to have a column designated for smoking
status continues. Brief advice to quit by ethnicity for the quarter was 95.4% for Maori; 96% for Pacific; and
96.5% for all others.
In the 3rd and 4th week of each month an electronically created Pareto chart of % status achievement for
each ward for this target is published with a comment from the CEO. The wards then receive an A4 poster
for their achievement board.
AED now continues to score well each week as a result of ongoing education and the ability to print off an
information sheet on discharge - if there is no evidence of brief advice being given beforehand. The acting
CD is happy to be referred to an EDS that is not in line with the nursing assessment. If the nurse has
ticked current smoker in the assessment field, but not brief advice given, there is a system in place with
the ward clerks to remedy the situation before the patient file goes for coding..

Project: Better help for smokers to quit
Objective : 95% of hospitalised smokers provided advice and help to quit by 30/06/2013
Clinical Lead: Stephen Child Programme Sponsor: Margaret Dotchin Programme Manager Acting: Karen Stevens 
Steering Group: Di Roud, Anna Schofield, Maggie O’Brien,  Stephen Child, Rachel Mattison, Paul Bohmer, Arun Kulkarni, Kristine Nicol, Paul Birch, Anne-Marie 
Pickering, Karen Stevens, Kara Hamilton, Steven Stewart, Megan Tunks, Maree Wilton, other members of the Smokefree team.

Better help for smokers -% of hospitalised smokers provided advice 
and help to quit, Actual vs Target, Jan 2012-Jun 2013 and % of Maori 

hospitalized smokers offered advice and support to quit
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Project: Cardiac Bypass Surgery
Primary Objectives:  To enable timely access to cardiac bypass surgery the waiting list  should be no greater than 99.

To support the national cardiac bypass intervention target, 989 bypasses should be completed in 2012/2013
Date of Delivery: 30 June 2013
Clinical Lead: Peter Ruygrok
Project Sponsor:   Peter Lowry
Steering Group:  Paget Milsom, Andrew McKee, Peter Ruygrok, Elizabeth Shaw, Pam Freeman

Completed Improvement Activities:
 Developed and implemented electronic scheduling system
 Initiated pre-admit process
 Developed detailed operational reporting
 Set up development production process
 Approved business case for CVICU bed capacity
 Built capacity planning model for CVICU and Ward 42
 Initiated daily bed management meeting
 Implemented enhanced recovery pathway in ICU
 Releasing time to care foundation modules
 CVICU\HDU merger
 Business case approved across the service for the staffing of the 

4th theatre
 Rapid Rounds ward 42
 Elective pathway process established
 Production planning process established
 CPR surgical outcome database implemented
 New electronic referral system implemented for national 

urgency scoring tool
 MOS ward meeting 31
 Acute predict database implemented

Further improvements in progress:
 Delay to discharge – ward 42 & CVICU

To reduce LOS for patients who are delayed during the discharge 
process, reducing theatre cancellations

• Surgical site infection reduction project
• Direct treatment costs reduction project

To reduce the cost of treatment within the service and enable 
the service to meet budget expectations

• MOS system
To make use of the MOS system in an operational setting .  This 

will facilitate the use of data to make effective meetings 
as well as assisting the service to determine its strategic 
direction and scope of improvement work

• EP service improvement project
This piece of work is aimed at getting the wait list for this service 

under control through a critical review of process as well 
as accurately measuring demand and capacity

• Admissions and discharge planning module RTC

Monthly Performance
During the month of April CTSU delivered 70 eligible BP procedures against a plan of 81. In terms of our planned 
intervention rate we are 61 ahead of the MoH target now.  The waitlist is at is lowest point year to date with 59 
patients waiting on the list.  Complicating this further is the number of deferred and unavailable patients which has 
caused scheduling issues throughout the month.  The low number of waiting patients have prevented outsourcing 
and weekend contracts which has impacted on throughput.  Also a high cancellation rate due to CVICU bed 
availability reduced production.  The positives of having a short wait list is a marked reduction in waiting time for 
patients on the list.  Patients are being contacted immediately after referral and a large proportion of patients are 
being  treated within a month of being listed.  The decrease in in-hospital cases has also allowed the service to 
continue to achieve high elective throughput.  The service is ahead of the ADHB elective contract target due to this.

Reduce Cardiac Waiting List, Actual vs Target, Jan 2011 - Jun 2013
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Project: More Heart and Diabetes Checks 
Primary Objectives: Increase the percentage of people in the eligible population group have a CVD risk assessment every 5 years
Date of Delivery: Overall goal is 60% by June 12, 75% by June 13 and 90% by June 14.
Planning and Funding  Manager: Gayl Humphrey
Project Sponsor: Dr Denis Jury 
Steering Group: Primary Care Clinical Advisory Team 

Past activities:
ADHB funds the license for an electronic clinical 
decision support tool with Enigma.  This is available for 
all ADHB PHOs (although is currently only actively 
utilised by Auckland PHO and Procare). The other two 
PHOs have access but have opted to use other tools . 

Recent and Current activities:
• Data is being collected weekly from all PHOs 
regarding CVDRA.
• Acute Predict is expected to roll out on 23 March 
2013 in Auckland hospital.  Results from the WDHB 
trial are still to be received 
• The Cardiac HSG is assessing the impact that the 
National target will have on secondary care activity.   
• A recent CVD contract with the PHOs has incentive 
based funding attached to it with a support 
component and an incentive component.  Plans for 
how to achieve the CVD target are included in the 
support component and the first of these has been 
received.

Project Risks / Comments:
CVD RA are now reported to the ADHB by the PHOs weekly.  The percentage of eligible patients currently who have been screened within the five year period is 61% against a 
target of 75% which is a 7% improvement in the last quarter.  Workplace screening  scoping is still underway with NHI lookup capability being explored.  The includes potential 
screening of ADHB staff who are eligible.  Acute Predict is now within the ACH and PREDICT will be installed also in the Diabetes Centre at GCC.
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Project: Increased Immunisation
Primary goal: That 85% of 8 months olds are fully immunised by July 2013 that 95% of 8 month olds are full immunised by December 2014.
Date of Delivery: 1 July 2012 to 30 June 2013, and 1 July 2013 to 31 December 2014
Clinical Lead:  Richard Aickin
Project Sponsor: Richard Aickin
Steering Group:  Richard Aickin, Carol Stott, Leani Sandford, Jackie Jollands, Alison Leversha, IMAC, Auckland PHO, Public Health, Plunket, Commissioner 
for Children Office, Ministry of Health

• Activities
1) review of immunisation guidelines to focus on 

early engagement with parents
2) an online questionnaire looking at what assisted 

parents to immunise their child on time & what 
would have helped those who did not immunise 
on time

3) a joint RFP with WDHB for Outreach 
Immunisation and National Immunisation Register 
(NIR) Administration services, with the aim to 
improve co-ordination of services, improve 
coverage rates, minimise duplication of activity 
and, where possible, achieve cost savings.

4) Education sessions for Practice Nurses were held 
in November – the focus was newborn enrolment 
and PCV vaccine

5) Particular focus on GP practices with high Maori 
enrolment but low Maori coverage – one on one 
assistance is provided to promote recommended 
pre call and re call processes and clean data

6) A DVD to dispel common immunisation myths is 
being produced in partnership with IMAC for use 
with health professionals.

Project Risks / Comments:
ADHB's coverage for target population has increased to 91% at 6 April 2013. 
This is above the 2012/13 target to be achieved by July 2013. 
Maori immunisation rate at 8 months have increased from 82% to 84%. Pacific rate at 8 months 
increased from  88% to 89%, a slight decrease Asian from 94% - 93%, Other has increased  87% to 92% 
and NZE increased from 92% to 93%
As ADHB has already achieved the national target, the focus for the Immunisation Operations Group is 
on improving the coverage rates for our most  at risk children – Maori, Pacific and lower socioeconomic 
groups. 
The recent joint tender process with Waitemata DHB for a provider of Outreach Immunisation services 
and NIR administration has identified a preferred provider. The new service will be operational in ADHB 
from 1 July. A transition plan is in place - the new provider is now working with current providers under 
the guidance of ADHB Associate P&F Manager to ensure this is seamless and has no impact on 
immunisation rates
Note: Data reported quarterly.

85% of 8 months olds are fully immunised - Total 
Actual vs Target - July 2012 to June 2013
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Financial Performance  

Consolidated Statement of Financial Performance - April 2013  

Provider   Month     YTD   

$000s Actual Budget Variance Actual Budget Variance 

Income            
Government and Crown Agency 
sourced 

6,420  6,337  83 F  61,465  65,099  (3,634) U  

Non-Government & Crown Agency 
Sourced 

9,527  11,175  (1,648) U  65,611  68,667  (3,056) U  

Inter-DHB & Internal Revenue 1,335  1,076  259 F  12,115  11,431  683 F  

Internal Alloc DHB Provider  89,291  89,627  (336) U  888,745  889,194  (449) U  

 106,573  108,215  (1,642) U  1,027,937  1,034,392  (6,456) U  

Expenditure            

Employee Costs 67,107  64,372  (2,734) U  631,559  630,217  (1,342) U  

Outsourced Staff 1,639  1,238  (401) U  15,521  12,193  (3,328) U  

Outsourced Clinical Services 766  2,374  1,608 F  26,403  24,790  (1,613) U  

Outsourced Other 2,899  2,858  (41) U  30,117  28,379  (1,737) U  

Clinical Supplies 18,711  19,276  564 F  190,579  192,925  2,345 F  
Infrastructure & Non-Clinical 
Supplies 

15,131  14,860  (271) U  146,901  148,066  1,165 F  

Internal Allocations  493  491  (2) U  4,901  4,882  (19) U  

Total Expenditure 106,747  105,470  (1,276) U  1,045,981  1,041,452  (4,529) U  

             

Net Surplus / (Deficit) (174)  2,745  (2,919) U  (18,044)  (7,060)  (10,984) U  
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Consolidated Statement of Financial Performance - April 2013  

Performance Summary by HSG 

Provider 
Variance  
Month 

Variance FTE  
Month 

Variance  
YTD 

Variance FTE  
YTD 

$000s $000’s # $000’s # 

Adult Health (419) U  (18) U  (4,683) U  11 F  

Women's Health & Genetics (244) U  2 F  (2,627) U  0 F  

Child Health (1,416) U  28 F  (3,407) U  37 F  

Cardiac Services (1,219) U  (2) U  (2,748) U  7 F  

Operations 940 F  20 F  2,868 F  27 F  

Perioperative Services 15 F  14 F  (1,151) U  38 F  

Cancer & Blood Services 64 F  (4) U  3,065 F  7 F  

ACH Others (1) U  0 F  (24) U  0 F  

Mental Health (162) U  (9) U  38 F  4 F  

Ancillary Services (476) U  (8) U  (2,316) U  (1) U  

Total  (2,919) U  24 F  (10,984) U  131 F  

 

 

Consolidated Statement of Personnel By Professional Group - April 2013   

Provider 
Actual 

FTE  
Month 

Variance 
FTE  

Month 
Variance  
Month 

Actual 
FTE  
YTD 

Variance 
FTE  
YTD 

Variance  
YTD 

 # # $000’s # # $000’s 

Medical Personnel 1,297  (47) U  (2,652) U  1,243  7 F  (7,720) U  

Nursing Personnel 3,342  11 F  (1,179) U  3,290  65 F  914 F  

Allied Health Personnel 1,731  66 F  101 F  1,720  86 F  5,323 F  

Support Personnel 325  (26) U  (198) U  312  (13) U  (649) U  
Management/ Administration 
Personnel 

1,113  64 F  1,194 F  1,136  44 F  791 F  

Total (before Outsourced Staff) 7,807  68 F  (2,734) U  7,701  189 F  (1,342) U  

Outsourced staff 82  (44) U  (401) U  95  (57) U  (3,328) U  

Total   7,888  24 F  (3,135) U  7,796  131 F  (4,670) U  

 
 
 
 
 
 
 
 
Comment on Major Variances    
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Revenue 
 
Provider arm revenue was $1.642M less than budget for the month with $1m of the month’s variance 
being due to a one off extraordinary item.  Starship Foundation Revenue has been budgeted at $5m for 
the year and the year end forecast is now $4m with the adjustment being made this month.  The balance 
of the month’s unfavourable revenue variance is largely due to lower than budgeted research revenue 
which has been completely offset by lower research expenditure. 
 
The year to date unfavourable revenue variance has two other major components, $2.2m due to 
unfavourable ACC and $1.9m due to unfavourable non-resident revenue.  The remainder of the year to 
date variance is made up of a number of smaller items relating to changes in contracts that also have 
resulted in lower costs. 
 
Expenditure 
 
Expenditure for the Provider arm was overall unfavourable for the month ($1.292m) and YTD ($4.529m).  
The unfavourable result for the month is largely due t o high employee costs with kiwisaver and 
superannuation costs coming in considerably above the budgeted level, the unpaid days accrual for the 
month being high, statutory and penal payments considerably above last year’s April level and also high 
internal bureau usage.   
 
The key year to date variances are summarised below: 
 
Prior to the current month employee costs were substantially underspent overall with an offset in the cost 
of outsourced staff.  I t should be not ed that there has been a s ubstantial year to date overspend on 
medical staff.  The YTD overspend on medical staff even when adjusted for coding changes is over $6m.  
The drivers of the medical staffing overspend are job sizing, leave cover, additional junior doctors 
allocated in the last rotation, additional superannuation and k iwisaver costs and hi gher than budget 
statutory day and penal allowances. 
 
Outsourced clinical services while favourable for the month are unfavourable year to date.  Work 
continues to improve in house productivity and reduce outsourcing. 
 
Other outsourced services are overspent year to date by $1.7m largely due to the extra $1.6m additional 
cost for Microsoft licensing which has been paid for all DHBs by healthAlliance and is recovered through 
this outsourced service line. 
 
Clinical supplies are favourable for the month and year to date due to a number of successful saving and 
performance improvement initiatives and s tricter controls with the implementation of Oracle R12 
electronic purchasing. 
 
Infrastructure and non-clinical supplies were overspent for the month due to depreciation adjustments.  
Year to date these costs are favourable due to a wide range of factors – depreciation adjustments, cost 
savings and activity and contract variances.  
 
 
FTE 
 
April FTE are 24 bel ow budget and 18 hi gher than March.  A dverse FTE variances in Medical, 
outsourced and s upport staff are offset by favourable variances in nursing, allied health and 
management/admin staff.  The adverse medical FTE variance for the month is in junior medical staff (34) 
and medical officers (11).   
Business Transformation 
 
The approved 2012/13 DAP includes Business Transformation savings of $33M (Provider arm). The 10 months 
target savings target of $26.4M was achieved as summarised below:  
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Whilst the programme continues to deliver a favourable result, the challenges of higher than contract volumes in 
clinical services continues to impact on savings. The higher volumes in service delivery has continued to impact on 
inventory and model of care initiatives but these are being mitigated through maximising revenue and reducing 
employee costs by closer monitoring of overtime, bureau nursing, vacancy management and reduction in 
contractors.  These controls have delivered additional savings to offset unfavourable variances within the savings 
programme.  
 
Unfavourable variance in inventory control and procurement management initiatives is attributed to the higher 
than contracted volumes which this has directly impacted on clinical supplies.  Various work-streams and 
collaboration with healthAlliance to manage clinical supply costs are underway.  The savings are expected to flow 
but there are some timing differences. 
 
Unfavourable variance in radiology clinical treatment costs savings from neuro-coilings and stents which have 
been met this month but increased volumes in the first half of the year has resulted in an unfavourable variance.  
Further savings expected to flow in coming months. 
 
Review of outsourced services is unfavourable against budget but the services are managing this through offsets 
from vacancy savings. The expansion of surgical theatre capacity at GSU is underway and is expected to result in 
increased volumes from this site and reduce overall outsourcing costs.   There are also timing issues for some 
projects and initiatives but expected savings will flow in coming months.  The model of care/skill mix reviews in 
Womens, Cardiac, Perioperative and Childrens respectively are underway and savings are expected to flow.  The 
unfavourable variance is offset by savings from vacancy management. 
 

Initiatives 

Full Year Actual Budget Variance 

$’000s $’000s $’000s 
Review staff vacancy/skill-mix, model of care within 
medical, nursing and technical areas (all services) 6,248  7,325  5,283  2,041  
Inventory control and procurement management and 
pricing (all services) 5,241  2,456  4,203  -1,747  

Additional revenue (Chemotherapy & external pricing) 718  596  596  0  

External revenue from scheduled tests 100  311  83  228  

Increase in Revenue Elective MoH Contracts 338  0  0  0  

Review Renal services skill-mix 497  292  412  -122  

Implementation of Payroll system savings 380  414  233  181  

Women's Model of care and skill-mix review 1,412  448  1,177  -728  
Review all outsourced services (Childrens, Surgical, 
MRI,Pet, RT, Operations) 4,966  2,307  4,307  -2,000  
Review model of care in Cardiac, Perioperative, and 
Childrens Services 10,884  9,200  9,070  130  

Performance & Improvement programme 668  1,900  512  1,388  

Allied Health Model of Care 650  1,170  542  628  

Total 32,102 $26,419 $26,419 0 
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Volume Performance 

1) Combined DRG and Non-DRG Activity (All DHBs) 
April 2013 Year to Date

$000s $000s
HSG Service Con Act Var Prog % Con Act Var Prog %

AED, APU, DCCM, Air Ambulance 1,668 1,661 -7 99.6% 16,545 16,862 317 101.9%
Ambulatory Health Services 2,861 2,646 -215 92.5% 28,423 27,559 -864 97.0%
Gen Med, A+ Links, ID, NASC 7,402 7,653 251 103.4% 73,521 75,232 1,711 102.3%
Gen Surg, Trauma, Gastro, Resp 7,598 7,824 226 103.0% 75,292 74,939 -353 99.5%
Ophthalmology 2,385 2,429 44 101.9% 23,618 23,991 373 101.6%
Orthopaedics Adult 4,120 4,276 157 103.8% 40,746 41,167 422 101.0%
Rehab Plus 612 612 0 100.0% 6,115 6,115 0 100.0%
Trans, Renal, Uro, ORL, Neuro 9,917 9,919 3 100.0% 98,315 100,228 1,913 101.9%

36,562 37,019 457 101.2% 362,576 366,094 3,518 101.0%

Cancer & Blood Service 7,361 7,140 -221 97.0% 73,355 74,631 1,275 101.7%

9,585 9,352 -233 97.6% 94,813 100,891 6,078 106.4%

Child Health & Disability 657 657 0 100.0% 6,575 6,575 0 100.0%
Medical & Community services 5,817 5,226 -591 89.8% 57,853 59,258 1,405 102.4%
Paediatric Cardiac & ICU's 3,469 3,790 321 109.2% 34,355 35,087 732 102.1%
Surgical & Community services 4,494 4,730 236 105.2% 44,455 46,067 1,612 103.6%

14,438 14,403 -35 99.8% 143,237 146,986 3,749 102.6%

Genetics 200 199 -1 99.7% 1,983 2,015 32 101.6%
Womens Health 6,356 6,194 -162 97.4% 62,999 64,466 1,467 102.3%

6,556 6,393 -163 97.5% 64,982 66,481 1,499 102.3%

GCC, PAS, Elective, Interp 47 47 0 100.0% 465 465 0 100.0%

Operations 2,018 1,692 -326 83.9% 20,024 17,678 -2,346 88.3%

2,065 1,739 -326 84.2% 20,489 18,143 -2,346 88.5%

Mental Health & Addictions 43 43 0 100.0% 431 431 0 100.0%

Maori Health services 68 68 0 100.0% 678 678 0 100.0%

Pacific Health Services 32 32 0 100.0% 320 320 0 100.0%

The Auckland Regional Public Health Service 94 94 0 100.0% 937 937 0 100.0%

Funder 5,125 5,145 20 100.4% 51,251 51,447 196 100.4%

81,929 81,428 -501 99.4% 486,638 498,030 11,391 102.3%

Cardiac Service

Adult Health 
Service

Adult Health Service Total

Children's 
Health Service

Children's Health Service Total

Women's Health 
Service
Women's Health Service Total

Operations and 
Clinical Support

Grand Total

Operations and Clinical Support Total

 
Excludes caseweight Provision 
NB: $000 Actual is price x volume and may differ from revenue allocated in GL 
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2) Non-DRG Activity (ALL DHBs) 
 

April 2013 Year to Date
$000s $000s

HSG Service Con Act Var Prog % Con Act Var Prog %
AED, APU, DCCM, Air Ambulance 516 538 22 104.2% 5,122 5,625 503 109.8%
Ambulatory Health Services 2,077 1,982 -95 95.4% 20,687 20,371 -316 98.5%
Gen Med, A+ Links, ID, NASC 3,567 3,764 197 105.5% 35,490 35,726 236 100.7%
Gen Surg, Trauma, Gastro, Resp 1,760 1,782 23 101.3% 17,554 17,399 -156 99.1%
Ophthalmology 866 1,040 175 120.2% 8,665 10,066 1,401 116.2%
Orthopaedics Adult 448 398 -50 88.8% 4,490 4,569 79 101.8%
Rehab Plus 612 612 0 100.0% 6,115 6,115 0 100.0%
Trans, Renal, Uro, ORL, Neuro 3,677 3,624 -53 98.5% 36,638 37,163 525 101.4%

13,523 13,740 217 101.6% 134,762 137,035 2,273 101.7%

Cancer & Blood Service 5,195 5,107 -88 98.3% 51,876 52,591 715 101.4%

Cardiac Service 826 886 60 107.2% 8,270 9,066 796 109.6%

Child Health & Disability 657 657 0 100.0% 6,575 6,575 0 100.0%
Medical & Community services 2,072 1,995 -78 96.3% 20,713 20,639 -74 99.6%
Paediatric Cardiac & ICU's 298 259 -39 86.8% 2,995 2,718 -277 90.8%
Surgical & Community services 608 657 49 108.0% 6,082 6,686 604 109.9%

3,636 3,568 -68 98.1% 36,365 36,619 254 100.7%

Genetics 200 199 -1 99.7% 1,983 2,015 32 101.6%
Womens Health 1,919 1,930 11 100.6% 19,070 19,727 658 103.4%

2,119 2,129 10 100.5% 21,052 21,742 690 103.3%

GCC, PAS, Elective, Interp 47 47 0 100.0% 465 465 0 100.0%

Operations 2,018 1,692 -326 83.9% 20,024 17,678 -2,346 88.3%

2,065 1,739 -326 84.2% 20,489 18,143 -2,346 88.5%

Mental Health & Addictions 43 43 0 100.0% 431 431 0 100.0%

Maori Health services 68 68 0 100.0% 678 678 0 100.0%

Pacific Health Services 32 32 0 100.0% 320 320 0 100.0%

The Auckland Regional Public Health Service 94 94 0 100.0% 937 937 0 100.0%

Funder 5,125 5,145 20 100.4% 51,251 51,447 196 100.4%

32,725 32,550 -175 99.5% 0 0 0 0.0%

Children's Health Service Total

Women's Health 
Service

Adult Health 
Service

Adult Health Service Total

Grand Total

Children's 
Health Service

Women's Health Service Total

Operations and 
Clinical Support

Operations and Clinical Support Total

 

NB: $000 Actual is price x volume and may differ from revenue allocated in GL 
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3) Caseweight Activity for the Month of April 2013(ALL DHBs) 
 

HSG Service Con Act Var Con Act Var Prog % Con Act Var Con Act Var Prog % Con Act Var Con Act Var Prog %
AED, APU, DCCM, Air 250 243 -6 1,152 1,123 -29 97.5% 0 0 0 0 0 0 0.0% 250 243 -6 1,152 1,123 -29 97.5%
Ambulatory Health 
Services

77 62 -15 354 284 -69 80.4% 93 82 -11 431 380 -51 88.1% 170 144 -26 784 664 -121 84.6%

Gen Med, A+ Links, 
ID, NASC

831 843 12 3,835 3,889 54 101.4% 0 0 0 0 0 0 0.0% 831 843 12 3,835 3,889 54 101.4%

Gen Surg, Trauma, 
Gastro, Resp

906 964 58 4,181 4,447 266 106.4% 359 346 -14 1,658 1,594 -63 96.2% 1,265 1,309 44 5,838 6,041 203 103.5%

Ophthalmology 84 58 -26 389 266 -122 68.5% 245 243 -2 1,130 1,122 -8 99.3% 329 301 -28 1,519 1,388 -130 91.4%
Orthopaedics Adult 456 488 32 2,103 2,252 150 107.1% 340 352 12 1,569 1,626 57 103.6% 796 840 45 3,671 3,878 207 105.6%
Trans, Renal, Uro, 
ORL, Neuro

904 905 0 4,174 4,174 1 100.0% 448 460 12 2,066 2,121 55 102.7% 1,352 1,364 12 6,240 6,296 56 100.9%

Adult Health Service Total 3,508 3,562 54 16,186 16,436 249 101.5% 1,485 1,483 -2 6,853 6,843 -10 99.9% 4,993 5,045 52 23,039 23,279 240 101.0%

Cancer & Blood Service 469 441 -29 2,166 2,033 -133 93.9% 0 0 0 0 0 0 0.0% 469 441 -29 2,166 2,033 -133 93.9%

Cardiac Service 1,183 1,032 -152 5,460 4,761 -699 87.2% 715 803 88 3,299 3,706 407 112.3% 1,898 1,835 -63 8,759 8,467 -292 96.7%

Medical & Community 
services

812 700 -111 3,745 3,231 -514 86.3% 0 0 0 0 0 0 0.0% 812 700 -111 3,745 3,231 -514 86.3%

Paediatric Cardiac & 
ICU's

492 505 14 2,269 2,332 62 102.8% 195 260 65 902 1,200 298 133.0% 687 765 78 3,171 3,531 360 111.4%

Surgical & Community 
services

475 513 38 2,192 2,369 177 108.1% 367 369 2 1,694 1,703 10 100.6% 842 883 40 3,886 4,073 187 104.8%

Children's Health Service Total 1,779 1,719 -59 8,207 7,932 -274 96.7% 562 629 67 2,595 2,903 307 111.8% 2,341 2,348 7 10,802 10,835 33 100.3%

Women's Health Service 796 744 -52 3,674 3,432 -242 93.4% 165 180 15 763 832 68 109.0% 962 924 -38 4,437 4,264 -173 96.1%

Grand Total 7,735 7,497 -238 35,693 34,595 -1,099 96.9% 2,928 3,095 168 13,510 14,284 773 105.7% 10,663 10,593 -71 49,204 48,878 -326 99.3%

$000s $000s
Acute Elective Total

Case Weighted VolumeCase Weighted Volume $000s Case Weighted Volume

Adult Health 
Service

Children's 
Health Service

 

NB: $000 Actual is price x volume and may differ from revenue allocated in GL 
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4) Caseweight Activity for the YTD April 2013(All DHBs) 
 

HSG Service Con Act Var Con Act Var Prog % Con Act Var Con Act Var Prog % Con Act Var Con Act Var Prog %
AED, APU, DCCM, Air 
Ambulance

2,476 2,435 -40 11,424 11,238 -186 98.4% 0 0 0 0 0 0 0.0% 2,476 2,435 -40 11,424 11,238 -186 98.4%

Ambulatory Health 
Services

760 702 -58 3,507 3,238 -269 92.3% 917 856 -60 4,230 3,950 -279 93.4% 1,677 1,558 -119 7,736 7,188 -548 92.9%

Gen Med, A+ Links, 
ID, NASC

8,242 8,561 320 38,031 39,506 1,475 103.9% 0 0 0 0 0 0 0.0% 8,242 8,561 320 38,031 39,506 1,475 103.9%

Gen Surg, Trauma, 
Gastro, Resp

8,985 9,162 177 41,458 42,275 816 102.0% 3,528 3,308 -220 16,279 15,266 -1,013 93.8% 12,513 12,470 -43 57,738 57,541 -197 99.7%

Ophthalmology 835 585 -250 3,853 2,699 -1,154 70.0% 2,406 2,433 27 11,100 11,226 126 101.1% 3,241 3,018 -223 14,953 13,925 -1,028 93.1%
Orthopaedics Adult 4,519 4,921 402 20,851 22,706 1,855 108.9% 3,339 3,011 -328 15,405 13,893 -1,513 90.2% 7,857 7,931 74 36,256 36,598 342 100.9%
Trans, Renal, Uro, 
ORL, Neuro

8,969 9,228 259 41,388 42,582 1,194 102.9% 4,397 4,439 42 20,289 20,482 194 101.0% 13,366 13,667 301 61,677 63,065 1,388 102.3%

Adult Health Service Total 34,785 35,594 809 160,511 164,242 3,731 102.3% 14,586 14,047 -539 67,303 64,818 -2,486 96.3% 49,371 49,641 270 227,814 229,060 1,245 100.5%

Cancer & Blood Service 4,655 4,776 121 21,480 22,040 560 102.6% 0 0 0 0 0 0 0.0% 4,655 4,776 121 21,480 22,040 560 102.6%

Cardiac Service 11,734 11,960 225 54,146 55,186 1,039 101.9% 7,021 7,940 919 32,396 36,639 4,242 113.1% 18,755 19,900 1,145 86,542 91,824 5,282 106.1%

Medical & Community 
services

8,049 8,369 320 37,139 38,618 1,479 104.0% 0 0 0 0 0 0 0.0% 8,049 8,369 320 37,139 38,618 1,479 104.0%

Paediatric Cardiac & 
ICU's

4,877 4,912 35 22,502 22,665 163 100.7% 1,920 2,103 183 8,858 9,703 845 109.5% 6,796 7,015 219 31,360 32,368 1,008 103.2%

Surgical & Community 
services

4,711 4,970 259 21,740 22,933 1,193 105.5% 3,605 3,564 -40 16,633 16,447 -185 98.9% 8,316 8,534 218 38,372 39,380 1,008 102.6%

Children's Health Service Total 17,637 18,251 614 81,381 84,216 2,835 103.5% 5,524 5,667 143 25,490 26,150 660 102.6% 23,161 23,918 757 106,872 110,367 3,495 103.3%

Women's Health Service 7,896 8,000 104 36,434 36,913 480 101.3% 1,625 1,696 71 7,496 7,826 329 104.4% 9,520 9,696 175 43,930 44,739 809 101.8%

Grand Total 76,707 78,580 1,874 353,952 362,597 8,645 102.4% 28,755 29,350 595 132,686 135,432 2,746 102.1% 105,462 107,930 2,469 486,638 498,030 11,391 102.3%

Children's 
Health Service

Case Weighted VolumeCase Weighted $000sCase Weighted Volume $000s $000s

Adult Health 
Service

TotalElectiveAcute

 
Excludes caseweight Provision 
NB: $000 Actual here is price x volume and may differ from revenue allocated in GL 
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HEALTHCARE SERVICE GROUPS  

UPDATE 
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Adult Healthcare Service Group 
 
Service Overview 
The Adults HSG is responsible for the provisions of emergency care, medical and surgical 
services and sub specialties for that adult population.  The HSG leadership consists of 
Medical Director Barry Snow, Surgical Director Ian Civil, Nurse Director Jane Lees and 
Performance Director Andrew Davies. 
 
The services in the HSG are structured into 5 portfolios: 
GINOA – General Medicine, Infectious Diseases, NASC, Orthopaedics and A+ Links 
NUTRON – Neurology, Urology, Transplant, Renal, ORL, Neurosurgery 
Adult Emergency, APU, Critical Care, Air Ambulance 
General Surgery, Respiratory, Gastroenterology 
Ophthalmology and Ambulatory Services. 
 
Scorecard 

Measure Target

Sac 1 and Sac 2 per 1000 bed days 0.17 0.6 →

Falls with harm per 100 bed days 0.06 0.09 →

Pressure injuries per discharge 0.50% →

SSH - 6 Hr Compliance 95% 95% →

Elective waitlist FSA >6 months 13 0 ↓

Elective waitlist Surgery >6 months 15 0 ↓

ADHB Elective Volumes to plan 100% 100%

Colonoscopy Urgent <14 days 29.7 50% ↓

Colonoscopy Non Urgent < 42 days 22.1 50% ↓

FTE variance to budget Month -18.3 ↓

Clinical Supplies costs $,000 YTD $45,593 $46,076 ↑

P&L Budget $,000 YTD 141,551$ 146,233$   ↓

Smoking performance 97% 95% ↑

Diabetes Checks 61% 75% ↑

Avoidable admissions from ARRC TBC 10% red

Customer Satisfaction 77% 90% VG / E ↓

Turnover 8.90% 10% ↑

Turnover <1 yr 3.51% ↓

# of Employees who have taken greater than 80 
hours sick leave in the past 12 months 614

Excess Annual Leave 13.37% 6% ↑
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Scorecard Commentary 
 

 Health Targets 
Acute Flow: 
The adult acute flow performance for April was 94.8% in line with our long term 
performance.  Work continues on improvements to processes and the escalation plans in 
readiness for winter. 
 
Smoking Cessation: 
Performance for April met the target at 97%.  We have seen great improvement in AED over 
recent months which goes a long way to helping us meet this target. 
 
Elective Discharges: 
Adult discharges in April were 100% of plan with minimal variation from plan across the 
services.  ESPI 2 and ESPI 5 compliance remains a challenge in subspecialty areas of Ocular 
Plastics and Orthopaedic Spines . Outsourcing has been approved to mitigate the ESPI risks. 
 
Diabetes Checks: 
Performance has improved from 50% to 61% over the past 3 months however we are still a 
way off the target.  Recent provider actions to improve this include nurse specialist support 
and education provided at practices. 
 
 

  Increased Patient Safety 
Safety performance in the HSG is tracking below target levels.  A number of initiatives to 
reduce falls and pressure injuries have been undertaken in the HSG and are improving our 
performance. 
 

 Better Quality Care 
ESPI performance is a challenge in particular with the spinal patients.  We have started 
outsourcing these patients to make sure we meet the 5 month target for June 30.  We have 
weekly tracking of progress against the 5 month target and are progressing at the required 
rate. 
 
The new measure of colonoscopy wait times continues to prove challenging.  A recent 
capacity and constraint project in this area identified constraints in the nursing for 
endoscopy which has been addressed.  We have a fine balance between the service capacity 
and the demand when at steady state but with the current waitlist we require an injection of 
resource to clear backlog of patients for non urgent colonoscopy.  Discussions with WDHB 
and CMDHB have indicated similar issues.  To address the issue we are re-triaging the 
waitlist and will use locum gastroenterologists on a fixed term basis to reduce the waitlist. 
 

 Improved Health Status 
Smoking performance has had a significant uplift in recent months with the target now 
consistently met. 
 
Diabetes performance has improved but we still require more engagement with the PHOs 
and primary practices to lift this measure significantly.  We have requested data on 
performance at a practice level to target our support services. 
 

144



   

 

 Engaged Workforce 
Excess annual leave remains an issue with growth in April.  SMO leave is the subject of a 
review at present and this review is expected to have a favourable impact on this measure 
for adults. 

 
Strategic initiatives 
 
Deliverable / Action STATUS 

     
• Falls with Harm Programme (20% reduction) On Track √ √ √   

• Reduce pressure injuries (20% reduction) On Track √ √ √   

• Hand Hygiene On Track √ √ √   

• CLAB zero On Track √ √ √   

• Acute care management 
o Avoidable admissions – Alt to hospital care 
o Early discharge 
o Reduced admissions from ARRC 
o Escalation plan 
o One document between AED and IP teams 

On Track  √ √ √  

• Elective discharges per plan On Track  √ √ √  

• Improved access to diagnostics (colonoscopy wait times 
reduction) 

Delayed  √    

• Reduce average LOS 
o Long stay patients 
o ERAS in Ortho / Gen surg 

On Track 
 

Rollout 

 √ √   

• Improve clinic flows and utilisation of resources via MOH 
projects 

On Track  √ √   

• Behaviours of concern project On Track √ √    

• Intentional Rounding Rollout √ √    

• Bed modelling and winter capacity On Track  √ √   

• Return ACC to 2011 levels Delayed   √   

• Adult savings programme 
o Nursing MOC 
o Medical over allocation and phasing or resources 
o ACC and Non Res 
o Outsourcing reduction 
o DTC reduction in line with Concord programme 

Delivery 
reduced 

  √   

• Establish Community dialysis centre Delay  √  √  

• Diabetes support to GP practices On Track  √  √  

• Establish ARRC Cluster model Complete    √ √ 

• ARRC avoidable admissions On Track √ √ √   

• Slark Hyperbaric Unit Complete  √ √   

• National intestinal failure service On Track   √ √  

• Pathway improvement for Glaucoma patients including 
Optometrists in care pathway 

Initiating  √ √ √  

• Development of Management Operating System (MOS) 
for service and ward level (L2, L3 and L4) 

Rollout     √ 

• Implement a Nursing Management Operating System 
(MOS) 

Complete     √ 
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Key achievements in the month: 

• Adult Escalation plan has undergone significant revamp and ready for 
socialising 

• Workshop with majority of ARRC providers on collaborative practice and 
opportunities to further develop relationships 

•  Delivery of electives to plan and reduction in ESPI risks. 
• April Falls month focusing on improved practices to prevent falls with harm 
• Intentional rounding rolled out in another cohort of 10 wards 
• Launch of IV service to ARRC 
• Adult services occupancy audit to understand reasons for delay to 

discharge and opportunities for alternative to acute beds 
Areas off track and remedial plans: 

• Improved access to diagnostics – mitigation with re triage of the patients 
on the waitlist (expected 30% reduction) and locum for period to address 
backlog. 

• Return ACC to historical levels and Adults Savings plan – April saw a 
continued decline in ACC revenue. While the project is delayed we have 
implemented containment actions to prevent leakage with a dedicated 
resource to follow up all ATR ACC opportunities  

•  Community Dialysis – Delay due to contracting for the Glen Inis site and 
delays in locating a suitable site for Onehunga. 

 
Key issues / initiatives identified in coming months 

• Investigate a model for Acute District Nursing to reduce St Johns transports 
to the adult emergency 

• Finalise winter plan and engagement of whole of hospital on escalation plan 
• Standardise practices for reducing delays to patient discharge 
• Focus on increased use of POAC, primary care and community alternatives 
 

Financial results 
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CONSOLIDATED STATEMENT OF FINANCIAL PERFORMANCE
Adult Health Reporting Date  Apr-13

($000s) MONTH YEAR TO DATE
Actual Budget Variance Actual Budget Variance

REVENUE
Government and Crown Agency 2,089 2,180 90 U 19,294 21,869 2,576 U

Other Income 40,447 39,894 553 F 395,703 396,122 419 U

Total  Revenue 42,536 42,074 462 F 414,996 417,991 2,995 U

EXPENDITURE
  Total Personnel Costs 18,076 17,518 558 U 170,334 169,590 744 U

Outsourced Services 1,236 820 417 U 10,094 9,564 530 U

Clinical Supplies 4,289 4,466 177 F 45,593 46,076 483 F

Infrastructure & Non-Clinical Supplies 590 629 40 F 5,510 6,440 930 F

Total  Expenditure 24,191 23,433 758 U 231,531 231,670 139 F

Contribution 18,345 18,641 295 U 183,465 186,321 2,856 U

Allocations 4,033 3,909 124 U 41,915 40,088 1,826 U

NET RESULT 14,312 14,731 419 U 141,551 146,233 4,683 U

Paid FTE
MONTH (FTE) YEAR TO DATE ( FTE)

Actual Budget Variance Actual Budget Variance
      M edical 440.4 413.7 26.7 U 422.7 413.7 9.0 U

      N ursing 1,204.3 1,199.4 4.9 U 1,201.0 1,201.2 0.3 F

      A llied Health 209.0 230.8 21.8 F 209.1 227.9 18.8 F

      S upport 6.0 5.0 1.0 U 5.1 5.0 0.1 U

      M anagement/Administration 161.3 160.5 0.8 U 153.1 160.5 7.3 F

Total excluding outsourced FTEs 2,021.0 2,009.4 11.6 U 1,991.1 2,008.3 17.3 F
   Total :Outsourced Services 24.2 17.5 6.8 U 23.0 17.1 5.9 U

Total including outsourced FTEs 2,045.2 2,026.9 18.3 U 2,014.1 2,025.4 11.3 F
 

 
Comments on major financial variances 
YTD result is $4.7M U.  MOH base income is recognised per budget, although YTD 
actual volumes are 101% of contract, equating to $3.5M of income not reflected in 
the result ($1.2M inpatient/WIES funded, $2.3M non inpatient/WIES funded). 

 
The key drivers of the YTD unfavourable result are: 
a. ACC Income $2.2M U - increased target is not yet being achieved in full.  ACC 

project is underway, focusing on both the elective surgery and rehabilitation 
streams. 

b. Radiology costs $1.7M U (9% above budget) due to additional MRIs to address 
the waiting list, combined with an increase in CT utilisation. 

 
The key mitigation strategies to manage bottom line continue to be i) focus on 
increasing ACC revenue through the project work now underway, ii) continued tight 
management of FTE recruitment and annual leave management, iii) volume controls 
for non DRG IDF, iv) initiatives with ARRC facilities and St Johns to reduce acute 
demands, v) review of Radiology CT utilisation. 
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Operations & Clinical Support Services 
 
Service Overview 
This service delivery group comprises of Daily Operations (including daily operations, transit, 
resource, bureau, volunteers & reception) Greenlane Clinical Centre (including Outpatient 
facilities, Patient Administration, Contact Centre &Interpreter services), Radiology, Laboratory, 
Clinical Engineering, Nutrition, Emergency Management, Daily commercial services, Pharmacy. 
These services are managed by Ngaire Buchanan. The Clinical Lead is Vanessa Beavis who is the 
Director of Peri-operative services, Operating Rooms & Anaesthesia. The underlying purpose of 
this grouping is to provide a co-ordinated, appropriate, efficient, accurate and timely response 
to patient and clinicians requirements. 
 
Scorecard 
March - April 2013  
 

Measure Target

Adverse Events (SAC 1&2) 0 0 ↑
Medication Errors 9 0 ↑
Surgical Checklist    TBA TBA
Hand Hygiene Compliance TBD >70%
High Risk Clinical Equipment  1&2 91% >90% →

Customer Experience -Complaints 7 0 ↓
Customer Experience-Inpatient Survey TBD TBD ?
MR Waitlist - 6 weeks 62% 75% ↑
CT   Waitlist - 6 weeks 84% 75% ↑
Ultrasound - 6 weeks 73% 75% →

April 13 YTD Financial Performance

Surplus/ ( Deficit) 144,796
Business Improvement Savings (March) 10,586K 11,723     (1,137 U)
Paid FTE 2,205 2,270 65 F

Smoking Cessation Advice 94% 95% →
Number of Clinical Trials underway TBD TBD

→

Voluntary Employee turnover 8% 10% →
Sick Leave (Hours as a % of total hours worked) 4% 3.70% →
Work Injury lost time (Q2) 5 3 →
Excess Annual Leave 0.57m 0.25 →
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Scorecard Commentary 
 

 Health Targets 
Better Help for Smokers to Quit: There has been an increase from 92% compliance to 
94% from last month. The area of focus is the Greenlane Surgical Unit (GSU) (87.1%) 
with 4 patients missed and Level 9 Operating Rooms (75%) where the one patient was 
missed. A review of the cause has been undertaken with a change in process on 
admission for GSU.  
 
Diagnostic Wait List:   
March result only available: CT remains above target for the month. 
Ultrasound is hovering at the target and dipped in January due to capacity. This will be 
able to be accounted for in capacity planning in the future with a review of level 5 
ultrasound capacity. With the outsourcing of MRI and the reducing waitlist this has 
enabled the increase in number of patients referred and seen within the six week time 
frame to go from and average of 30% to 60% in the month of March. With the 
installation of the third MRI at GCC this will ensure a sustainable 
capacity.

 
 

  Increased Patient Safety 
Adverse events there was one SAC 2 event involving hand over of clinical information in 
the month of March and no SAC 1 or 2 in April. 
The was a total of 9 medication errors for March including delay in supply, medication 
signed but not given, expired medication and incorrect storage. 
 
 

 Better Quality Care 
Customer Experience:  There have been 7 complaints for the month of April which is a 
slight drop from the previous month. These include Radiology bookings, cleaning, one 
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from LabPlus and the contact centre. There are a number of complaints involving staff 
communication which have been addressed individually and through a customer care 
workshop.  
 
 

 Improved Health Status 
Refer to the health target report for this month 
 

 Engaged Workforce 
The turnover for the service is 8 percent against a target of 10%, with sick leave 
running at 3.6%.  We have had for senior medical staff take up the offer of buy-out of 
excess annual leave. There remains a $570k accrued liability for excess leave. The key 
area where this remains a stretch for services is where it will impact on production. The 
decisions regarding the option to address this are made at GM Level.  
 
Prevention of work related injuries is a key focus for this service with a high number of 
staff involved in wet area’s, lifting and pushing heavy equipment. Specific targeted 
programmes have been introduced in Kitchens and Orderly services to reduce risk. 
 
Strategic initiatives 
 
Deliverable / Action STATUS 

     
• PC3 Lab business case On Track √    √ 

• Level 4 Lab shell 
• ADHB programme for DML project 

On Track 
Behind 

Schedule 

 √ 
√ 
 

 
√ 
 

  
√ 
 

• Consolidate Nuclear Medicines scans on at ACH Behind 
Schedule 

 √ 
 

√ 
 

 √ 
 

• 3rd MRI scan at GCC 
• GCC CT contract 

On Track 
On Track 

 √ 
√ 

√ 
√ 

 √ 
 

• HBL nutrition NBIO  On Track  √ √   

• HBL Laundry NBIO  On Track  √ √   

• WDHB/ADHB Contact Centre business case On Track  √ √  √ 

• ADHB E-referrals Phase 2 On Track √ √ √ √ √ 

• MOJ ROI initiated  On Track  √ √   

• CT Installation into Mortuary Complete      √ √  √ 

• WDHB/ADHB Clinical Engineering contract X √ √ √  √ 

• CSSD Replacement Sterilisers 
• SSH OR Redevelopment  

Complete 
On Track 

√ 
√ 
 

 
√ 

√  √ 
√ 
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 Key issues / initiatives identified in coming months 
There are a number of initiatives being focussed on in this area including 
• Preparation for a regional emergency management exercise in October 2013 
• Ongoing HBL programmes with Laundry and Food services 
• LabPlus has three significant programmes of work  
• Maintenance work in the Aseptic Production Unit  
• Outpatient Process Improvement workstream 
• Continuing CSSD improvement for sterile sets within Child Health 
• Starship OR redevelopment project 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Key achievements in the month 
•  Surgical Safety Checklist results presented for L8 OR 
•  Finalisation of the change to mailroom services 
•  Anti- microbial business case signed off. 

Areas off track and remedial plans 
• GSU vacancies at 13.25 FTE with 4 staff due to commence April/May. As 

well as another recruitment drive being implemented the Chief Nurse is 
reviewing skill mix and turn over for this area. Other options such as the 
New Grad programme being bought forward for the Operating Room 
section are being considered.  

•  Allied Health SW, OT difficult to recruit permanent roles. Casuals in place. 
•  
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Financial results-Operations and Clinical Support 

CONSOLIDATED STATEMENT OF FINANCIAL PERFORMANCE
Operations & Clinical Support Services Reporting Date  Apr-13

($000s) MONTH YEAR TO DATE
Actual Budget Variance Actual Budget Variance

REVENUE
Government and Crown Agency 753 685 68 F 7,412 6,852 560 F

Other Income 3,806 3,755 50 F 36,977 38,121 1,144 U

Total  Revenue 4,559 4,441 118 F 44,389 44,973 584 U

EXPENDITURE
   Personnel Costs 9,984 9,992 8 F 94,289 97,195 2,906 F

Outsourced Services 985 833 151 U 11,071 8,371 2,700 U

Clinical Supplies 3,007 3,457 450 F 33,790 34,225 435 F

Infrastructure & Non-Clinical Supplies 2,471 2,814 343 F 27,281 28,165 884 F

Total  Expenditure 16,446 17,096 650 F 166,430 167,956 1,526 F

Contribution (11,887) (12,656) 768 F (122,041) (122,983) 941 F

Allocations (7,620) (7,448) 172 F (77,996) (76,069) 1,927 F

NET RESULT (4,268) (5,208) 940 F (44,045) (46,913) 2,868 F

Paid FTE
MONTH (FTE) YEAR TO DATE ( FTE)

Actual Budget Variance Actual Budget Variance
      M edical 122.1 123.0 0.9 F 119.9 124.2 4.3 F

      N ursing 96.2 85.2 11.1 U 85.1 82.3 2.8 U

      A llied Health 765.0 788.1 23.1 F 770.8 796.6 25.8 F

      S upport 183.4 168.4 15.0 U 176.6 168.4 8.1 U

      M anagement/Administration 277.9 304.2 26.3 F 290.7 303.3 12.6 F

Total excluding outsourced FTEs 1,444.7 1,468.9 24.3 F 1,443.1 1,474.8 31.7 F
   Total :Outsourced Services 7.1 3.2 3.9 U 7.7 3.2 4.5 U

Total including outsourced FTEs 1,451.8 1,472.1 20.4 F 1,450.7 1,478.0 27.2 F  
 
 Comments on major financial variances-Operations & Clinical  Support 
YTD result is $2.9M F. The key drivers of this result are: 
 
1. Internal Service Billing $1.9M F (2.5%), reflecting overall YTD ADHB volumes 1.7% 
above contract, combined with additional Radiology revenue for increased MRI/CT 
volumes to address waiting lists.  
2. Employee Costs $2.9M F due to FTE averaging 27 below budget 
3. Laboratory sendaway tests $1.4M U (offset by FTE savings). 
4. Outsourced PET and MRI $0.9M U - PET due to regional funding agreement different 
to budget assumption and MRI due to the decision to outsource additional volumes to 
reduce the waitlist. 
5. Depreciation $1.4M F, primarily due to the adoption of regional hA depreciation 
rates. 
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6. Net revenue $0.6M U, due to a number of targeted increases in revenue streams not 
being achieved, but these are offset by FTE savings. 
 
Financial Results-Perioperative Services 

CONSOLIDATED STATEMENT OF FINANCIAL PERFORMANCE
Perioperative Services Reporting Date  Apr-13

($000s) MONTH YEAR TO DATE
Actual Budget Variance Actual Budget Variance

REVENUE
Government and Crown Agency 176 188 12 U 1,746 1,872 126 U

Other Income 12 28 17 U 194 281 87 U

Total  Revenue 188 216 29 U 1,940 2,153 213 U

EXPENDITURE
   Personnel Costs 7,263 6,649 614 U 66,735 65,602 1,133 U

Outsourced Services 102 38 64 U 1,117 379 738 U

Clinical Supplies 2,388 3,100 712 F 31,466 32,694 1,228 F

Infrastructure & Non-Clinical Supplies 90 111 21 F 1,414 1,123 291 U

Total  Expenditure 9,843 9,898 55 F 100,733 99,799 934 U

Contribution (9,656) (9,682) 26 F (98,793) (97,646) 1,147 U

Allocations 32 21 11 U 241 237 4 U

NET RESULT (9,687) (9,703) 15 F (99,034) (97,883) 1,151 U

Paid FTE
MONTH (FTE) YEAR TO DATE ( FTE)

Actual Budget Variance Actual Budget Variance
      M edical 152.0 156.7 4.6 F 146.2 156.7 10.4 F

      N ursing 390.8 396.0 5.3 F 377.1 399.0 21.9 F

      A llied Health 92.0 110.6 18.6 F 98.3 110.6 12.4 F

      S upport 105.0 96.6 8.4 U 99.5 96.6 2.8 U

      M anagement/Administration 26.2 26.6 0.4 F 25.0 27.5 2.5 F

Total excluding outsourced FTEs 766.0 786.5 20.5 F 746.0 790.4 44.4 F
   Total :Outsourced Services 8.3 1.3 7.0 U 7.8 1.3 6.5 U

Total including outsourced FTEs 774.3 787.8 13.6 F 753.8 791.7 37.9 F  
 
Comments on major financial variances-Perioperative Services 
YTD result is $1.15M U.  The key drivers of this result are: 
1.  Personnel costs and outsourced services - reflecting the planned increases in OR 
capacity across GSU, Level 4 (Cardiac) and level 8 (Long days).  YTD OR minutes are up 
5% on same period 2011/12, cases are up 4% on same period.  This reflects increased 
activity on Level 4, Level 8 and GSU, supplemented by additional volumes through 
SSOR and Level 9 OR.    
 
Note that a proportion of the additional FTE capacity has been delivered by bureau 
and/or extension to current contracts.  These costs are not accurately reflected in 
actual FTE as currently reported in FFARS.  Additionally some anaesthetic tech staff are 
reported under nursing.  This is under investigation.  
The cost of additional capacity is partly offset by a significant number of “OR led” 
initiatives to reduce costs and improve process efficiency.   
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Child Health Healthcare Service Group 
 

Service Overview 
Starship Children's Health is a dedicated paediatric healthcare service and major teaching 
centre, providing family centred care to children and young people throughout New 
Zealand and the South Pacific. Care is provided care for children up to their 15th birthday. 
A comprehensive range of services are provided; Newborn, Cardiac Inherited Diseases, 
Developmental Paediatrics, General Paediatrics, Audiology, Anaesthesia, Paediatric and 
Congenital Cardiac Service, Child Consult Liaison Psychiatry, Community Child Health & 
Disability Service, Dermatology, Diabetes and Endocrinology, Emergency, ENT – ORL, 
Family Information Service, Family Options, Gastroenterology & Hepatology, 
Haematology/Oncology, Home care, Immunology and Allergy, Infectious Diseases Service, 
Intensive Care Unit (PICU), Metabolic Service, Nephrology, Neurosurgery, Orthopaedics, 
Palliative Care, Respiratory Services, Rheumatology, Spine Service, Surgery and Urology, 
Te Puaruruhau (Child Protection) 

Starship Children’s Health has a multi-disciplinary workforce with a budgeted workforce 
(FTE) of 118.1 SMOs, 9.81 MOSS, 63.87 Registrars, 26.01 House Officers, 8 Fellows, 589.1 
Nurses, 22.69 Healthcare Assistants, 115 Allied Health Staff, Service Management and 
Team Administration.  The leadership team is Danah Cadman, General Manager; Richard 
Aickin, Clinical Leader and Sarah Little, Nurse Director. 

 
Scorecard 

Apr-13 Measure Target

PICU Central Line Associated Bacteraemia (CLAB) - days since last event (Nov) 79 # days ↑

Hand Hygiene - all 5 Moments (Next update April 13) 71% 80% ↑

Adverse Events (SAC 1 & 2) 0 0 ↓

Acute Admissions  % to 6 hour target 97% 95% ↑

FSA Waiting List Compliance, ESPI 2 > 6mth 0 0 ↓
Surgical Wait List Compliance, ESPI 5 > 6mth 15 0 ↑

Complaints 16 TBC ↑

Child & Family satisfaction 77% 85% ↑

Theatre adjusted utilisation 76% 80% ↓

Patient Length of Stay (Days.  Excludes Paed Cardiac and ACHD) Acute 2.2 TBC ↓
Elective 1.17 TBC ↑

FTE employed/contracted vs budget 97% TBC ↓

Direct Treatment Costs vs budget MTD 86% 0% ↓
YTD 101% 0% ↓

Operating Expenditure vs Budget MTD 102% 0% ↓
YTD 102% 0% ↓

Immunisation at 8 months 91% 85% ↑

Family Violence screening 33% 40% ↑

Excess annual leave % 10.4% 6% ↓
$ 330,358$  $3 mil ↓

Staff turnover (% of voluntary turnover, annually) 10.1% 10% ↓

Staff turnover (% of voluntary turnover, <1 yr tenure) 3.0% 4% ↑
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Scorecard Commentary 
 

 Health Targets 
Shorter Stays in ED, performance against the target was 97.2% for the month.  Work 
continues on finalising escalation plans and adjusting resource to meet peaks in volume. 
 
Immunisation of 8 month olds, 91% for April against a target of 85%. 
 
Access to elective surgery continues to be managed with zero children waiting over 6 
months for a First Specialist Appointment.  Managing bookings for surgery has been more 
challenging mainly due to unforeseen surgeon sickness absence.  Additional operating lists 
have been instigated until the end of the year to ensure children do not wait beyond 6 
months for surgery. 
 
Rheumatic Fever Prevention, planning for Sore Throat Swabbing Programme for 16 
schools continues with a go live date of 5th August 2013. 
 
 

  Increased Patient Safety 
Adverse Events - There were no adverse events in April for Child Health.   A multi agency 
team is being established to review an adverse event that occurred in March. 
 
The hand hygiene target was not achieved for March, however at 71% this was a 7% 
increase on the previous audit in October. This will continue to be a priority within wards 
and departments until the target is reached and sustained. 
 
Central Line Associated Bacteraemia (CLAB) events - PICU have gone a second month 
without a CLAB event.  The CLAB rate per 100 lines was zero.   Last year the number of 
days between CLAB events exceeded 282. 
 
 

 Better Quality Care 
There were 16 complaints received in April, this is the highest number received this 
financial year. The key themes in the last quarter are 
 Accessibility 
 Care/ Treatment 
 Communication 
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There has been a significant improvement in the level of cleanliness in Starship, this had 
previously been on the risk register. In the first quarter of this year, there were no 
complaints about the cleanliness of the facility despite the building work occurring. 
A 2% fall in those rating our service as very good or excellent was seen in the Patient 
Experience results.  
 
 

 Improved Health Status 
 
Immunisation coverage at 8 months – 91%. This remains consistently above target. Of 
concern is a drop in Maori rates to 79%.  Our Maori Health Teams are involved in 
developing interventions to increase uptake. 
 
Rheumatic Fever prevention – ADHB will implement a sore throat swabbing programme 
in 16 schools over 2013/14 with the first 4 schools beginning on 5th August. This 
programme will be jointly funded by the Ministry of Health and ADHB. Government has 
just announced $21.3M new Health funding for rheumatic fever as part of Budget 
13/14.  The majority of this will be spent in the greater Auckland area and include housing 
issues, Pacific awareness raising and primary care support.  The planning and 
implementation timeframe for this funding is very tight and DHBs are expected to take a 
leading role. 
 
B4SC - provisional data obtained from the Ministry shows ADHB just under the year to 
date target for the total eligible population, however performance for the high 
deprivation population is more problematic (62% achieved against an expected 80%). The 
less than optimal performance over the last 3 months is due to a change in the outreach 
service delivery model in December. This is the focus of activity over the next two months 
as the Alliance (ADHB and the four Auckland PHOs have shared accountability and 
responsibility for achievements of the target) attempts to get as close to target as 
possible.   
 
No Helmet No Brain – Safe Kids School campaign to encourage children to wear helmets 
when riding bikes, scooters and skateboards. 
 
Road Safety Awareness Week - Working with the Northern Health School to engage 
children in creating road safety messages and illustrations.  These were displayed at the 
Kids Trauma Conference and are now on display on the 4th floor corridor of Starship. 
 

  Engaged Workforce 
 
Staff turnover remains at 10% which is in line with the organisation target. Turn over of 
staff with a tenure of <1 year is 3% against a target of 4%. Excess annual leave continues 
to be managed; this is still higher than the target of 6%.  Smaller departments find 
balancing taking leave and service delivery (ESPI management) challenging. 
 
Initiatives to increase staff engagement this year include. 
 Pride of Place 
 Medical Speciality SMOs have relocated their office space to Grafton Road 
 Review of current nursing workforce to support Throat Swabbing Programmes in 

schools 
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 Many of the surgical teams have been involved in the design and function of the 
new theatre planned for Starship 

 
Strategic initiatives 
 
Deliverable / Action STATUS 

     
• Business Case for additional theatre capacity On Track √ √ √  √ 

• Level 6 redevelopment Behind plan  √   √ 

• Immunisation levels On track  √  √  

• Rheumatic fever project Planning   √  √ √ 

• Child Health Clinical Service Plan Planning √ √ √ √ √ 

• Starship facility plan Planning √ √ √  √ 

 

 
Key achievements in the month: 

•  Level 6 access work which reduced bed capacity on the fifth floor wards 
completed on time. Scaffolding in Atrium removed.  Area now open. 

•  High response to staff ‘flu vaccination campaign.  
Areas off track and remedial plans: 

• Level 6 development will be handed over 19 days later than planned due to 
additional plumbing work required for level 7 

o Mitigation - winter bed plan and escalation plans revised to cover 
this time when we expect the usual high winter numbers together 
with a shortage of up to 20 beds. Cleaning, orientation and other 
activities required before the move will be efficiently planned to 
take minimal time.  

 
Other highlights 

• Visit by the United Nations Youth Outreach delegation to Starship 
• The temporary Day Stay Unit opened at night to increase bed stock by up to 6 beds.  

This model can be utilised when our daily or weekly capacity planning suggests 
there will be a deficit of resourced beds. 

• Great teamwork shown during the out of hours period on a number of days in April 
when the number of presentations to Children’s ED greatly exceeded normal 
volumes.  Most children received timely treatment. 

 
Key issues / initiatives identified in coming months 
The delay in level 6 reopening has the knock on effect of causing pressure on adult beds.  
This is due to the Day Stay Unit temporarily utilising the adult overflow beds on Ward 31. 
This reduces the adult bed capacity by 10 beds.  Mitigation strategies are in place to 
address this. 
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Financial results 
CONSOLIDATED STATEMENT OF FINANCIAL PERFORMANCE
Children Health Services - April 2013 Month Ended

($000s) MONTH YEAR TO DATE
Actual Budget Variance Actual Budget Variance

REVENUE
Government and Crown Agency 915 796 118 F 7,158 7,192 34 U

Other Income 20,190 21,342 1,152 U 166,378 167,310 933 U

Total  Revenue 21,104 22,138 1,034 U 173,535 174,502 967 U

EXPENDITURE
Personnel Costs 9,486 9,217 269 U 89,941 90,134 193 F

Outsourced Services 421 315 105 U 5,837 4,676 1,161 U

Clinical Supplies 1,946 2,104 157 F 21,447 20,995 453 U

Infrastructure & Non-Clinical Supplies 432 234 199 U 2,928 2,336 592 U

Total  Expenditure 12,285 11,870 415 U 120,154 118,140 2,013 U

Contribution 8,819 10,268 1,449 F 53,381 56,361 2,980 F

Allocations 918 951 33 F 10,043 9,617 427 U

NET RESULT 7,901 9,317 1,416 U 43,338 46,745 3,407 U

Paid FTE
MONTH (FTE) YEAR TO DATE ( FTE)

Actual Budget Variance Actual Budget Variance

      M edical 220.9 220.3 -0.6 216.0 220.3 4.3

      N ursing 596.3 611.8 15.5 590.2 611.8 21.6

      Technical 103.7 115.0 11.3 105.3 115.0 9.7

      H otel Services 0.0 0.0

      A dministration 81.6 83.3 1.7 75.9 83.3 7.4

Total excluding outsourced FTEs 1,002.5 1,030.3 27.8 987.4 1,030.3 42.9

   Total :Outsourced Services 5.0 5.5 0.5 11.4 5.5 -5.9 

Total including outsourced FTEs 1,007.5 1,035.8 28.3 998.8 1,035.8 37.0  
 
Comments on Major financial variances 
The Child Health HSG was $1.4m U for the month and $3.4m U YTD April.  Inpatient 
activity for the month was 100% to contract and YTD 103% to contract. 
 
The Child Health HSG YTD financial performance has been impacted by the following key 
drivers: 

1 A revenue budget transfer from Corporate Services relating to funding for the 
Starship L6 rebuild.   The full amount of the donations relating to the project 
was budgeted in the 12-13 year and phased into April 2013 but not all cash will 
be received in the current year as some will be held back for retentions and 
project delays.  It is currently estimated that $1m will now be received in the 
2013-14 financial year 

2 As in prior months the main cost overrun relates to Direct Treatment costs, 
$1,492k U (incl Clinical Outsourcing and Internal Service Billing) - all relating to 
the high level of acute inpatient activity experienced year to date (as discussed 
in Economic Sustainability).    YTD coded WIES remains at 103% of contract.  
Case weighted volumes are up 4% on the same period last year.  Discharges are 
up by 7% over the same period last year. Only three services in Child Health are 
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delivering under contract YTD.  They are Paed Medical, Paed Respiratory and 
Paed Neurosurgery.   All other services are delivering either to contract or 
significantly above contract e.g. Paed Oncology 187%; Infectious Diseases 
186%; Renal Medicine 159%; Rheumatology 122%, of contract.  The complexity 
of the patients in these services is the key driver of the cost overruns in Blood 
usage, Haem/Onc drugs, Nutrition and IVS solutions. 

3 Bad Debts and Doubtful Debts of $482k contain a provision for a CYFs invoice 
which is under dispute.    The level of the provisions has risen in April and a 
query has been raised re the validity of the Bad debt level 

4 WDHB elective performance continues to over deliver to contract by $287k.   The 
activity is being actively monitored and constraints have been applied to 
deliver to the forecast year end position. 

 
Mitigation strategies:   

1 The over run in all costs for the service is being driven by high acute activity levels.  
This over run is being mitigated by the increased IDF and National contract 
income that will be received in the year end wash-ups.  The total activity 
overrun for Child Health is YTD $3.7m over contract.   Once elective activity 
overruns and non drg overruns are removed from this figure a wash-up 
payment will be received between $2.1m and $3.7m which will offset the U 
YTD variance.    

2 Management of all overtime and additional allowances will continue to year end to 
ensure that Child Health breaks even.   

 
Summary 
Generally there was good progress against target and identification of areas for 
improvement. The refurbishment of level 6 remains a key activity within Starship and has 
impacted on all patients, families and staff at some point.  Everyone is looking forward to 
the recommissioning of the ward areas.  Child Health continues to face the challenges of 
acute national services and the financial performance is a reflection of the high acute 
volumes. 
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Regional Cancer and Blood Healthcare Service Group 
 
 Service Overview 
 
Cancer is a major health issue for New Zealanders. One in three New Zealanders will have 
some experience of cancer, either personally or through a relative or friend. Cancer is the 
country’s leading cause of death (29.8 percent) and a major cause of hospitalisation.  
 
The ADHB Cancer and Blood Service provides active and supportive cancer care to the 1.5 
million population of the greater Auckland region. This is currently achieved by seeing 
approximately 5000 new patients a year, 46000 patients in follow-up / assessment 
appointments. 
 
Clinical Leader – Richard Sullivan 
GM – Peter Lowry 
 
 Scorecard 
 

Measure Target

Adverse Events (SAC 1&2) 1 0 →
Medication Errors 14 0 →
Falls 4 ↓
Hand Hygiene compliance 78.6% >70% ↑
Pressure injury 3 0 →

Customer Experience - Complaints 0 0 →

Customer Experience - Inpatient Survey 100% TBD →

Chemotherapy Wait times < 4 weeks 100% 100% →

Radiation therapy Wait times < 4 weeks 100% 100% →

April 13 YTD Financial Performance Actual Target Variance

Surplus/(Deficit) 19,230  16,165  3,065F

Business Improvement Savings 3172 3113 59F

Paid FTE 292 300 7.45F

Smoking Cessation Advice 100% 100% →

Number of Clinical Trials underway 35 TBD

BMT Waitlist patients waiting > 6 weeks 9 0 →

Voluntary employee turnover 10.8% 10% ↓
Sick Leave TBD

Excess Annual Leave 
ADHB target 

$0.25m $3 mil ↓
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 Scorecard Commentary 
 

 Health Targets 
 
Chemotherapy Target - service continues to achieve the target however demand and 
capacity are ongoing issues. Medical Oncology growth July - December 2012 c.f. July - 
December 2011 16% increase in FSA's, 14% increase in assessments on treatment. We 
have a decrease in follow ups as they are being pushed out to accommodate increased 
referrals and patients on treatment. 
Key driver is the increase of GI referrals (15% for the same period)  from WDHB that is 
impacting referral to FSA wait times and capacity in assess clinics (18% growth over the 
same period, an additional 70 assess appointments per month). Oncology Daystay is 
treating at capacity with an average of 50 patients per day (30-70 depending on the day of 
the week and chemotherapy 2 & 3 weekly cycles) .  Reduced access to vascular theatre for 
the insertion of Portacaths and the recategorisation of combined patients have the 
potential to impact the four week target. 
 
Radiation Therapy Target - the service continues to achieve the target which it has done 
since the 4 week target was introduced in December 2010.   The service has successfully 
managed a substantial increase in referrals prior to the Christmas/New Year period within 
the 4 week target, concurrent with the impact of a large number of patients choosing to 
delay treatment until after the holiday period.  Referral rates are now within normal 
variation. No outsourcing to ARO since 1 patient was sent in September 2012. 
 
 

  Increased Patient Safety 
 
Medication errors - independent double-checking was implemented on the ward 3 weeks 
ago. 
Falls – falls have reduced on Ward 64 following further education of staff, and mandatory 
Falls Risk Assessments for all patients on admission.  In addition the patient handover 
sheet was amended to include a column for staff to document the Falls Risk Assessment 
score for each patient and the date it was last done and this is reviewed at daily MOS 
meetings.  Spot audit and discussion of falls prevention plans for one high falls risk patient 
each day also occurred over 2 week period at the MOS meeting. 
Hand hygiene – In the latest National HH Audit, the service exceeded the 75% target.  
There was a large improvement from the Ward 62 Drs and the Ward 64 Nursing staff.  
Wards 62 and 64 undertake local monthly audits to sustain improvement between the 
quarterly national audits. 
 
 

 Better Quality Care 
 
Complaints – No complaints were received in April. 
Customer experience - 4 responses to the inpatient survey were received in April.  All 
responded 'excellent' or ' very good'.   
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 Improved Health Status 
 
Research - Phase I of the Research Restructure is complete with a Clinical Director 
appointed and Research Manager interviews next week.  These appointments will roll out 
Phase II of the restructure.  Several trials are in feasibility as no capacity to run these.  
Active participation in Academic Health Alliance Cancer Steering Group. 
BMT:  Currently all allogeneic and autologous lymphoma patients are receiving BMT 
within 6 weeks of the decision to transplant. Myeloma wait on average is 10 weeks with 9 
patients waiting and Lymphoma wait is 6 weeks with 1 patient waiting. Christchurch is 
offering capacity for 2 patients, and Waikato for 1 patient. 
 
 

 Engaged Workforce 
 
Employee turnover - Key drivers are Radiation Therapists and Nursing 
Sick leave - 3% (89 C&B employees out of the ADHB total of 2588) have taken greater 
than 80 hours sick leave in the past 12 months.  Drivers of this are nursing and RTs.  
Strategies address this are underway. 
Excess annual leave - is continuing to reduce with several long-term SMO leave plans in 
place - predominantly a Radiation Oncology issue. 
 
 

4. Strategic initiatives 
 
Deliverable / Action STATUS 

     
• Complete Monthly HH audits on Ward 62 and 64 On track √     

• Implement Risk Ax and Intervention Plans for Falls On track √     

• Audit positive patient identification process for 
medication administration 

Completed √     

• Audit staff’s knowledge and practice on independent 
double checking 

Completed √     

• Identify risks/failures within key systems and processes 
and complete FMEA on each 

On track √     

• Develop and implement process of  corrective action 
management and accountability 

 √     

• Quality Meetings structure in place across C&B Completed √     

• Investigate electronic patient record  √     

• CLAB – Stocktake of tools and strategies for monitoring 
and prevention of CLAB 

 √     

• Introduce ANTT to Ward 64 and Day Oncology On track √     

• Review After Hours Management of patients  √     

• FACT Accreditation Completed √     

• Update Chemotherapy Consent Form On track √     

• Establish process to measure research participation   √    

• Establish process to improve patient outcome 
measurement 

  √    

• Establish regular outpatient satisfaction survey   √    

• Establish system to facilitate ACP and LCOP uptake Work in 
Progress 

 √    

• Establishment of new research structure Completed  √    
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• Reporting tool that monitors ACP Work in 
Progress 

  √   

• Consider use of Frailty tools and outcomes    √   

• Implement Telehealth with Northland On track   √   

• Update monthly savings template    √   

• Deliver to IDF partners budgeted volumes     √   

• Review clinic utilisation    √   

• Develop clinic care pathways    √   

• Review fleet replacement    √   

• Develop new Haematology and BMT ward On track   √   

• Tumour streams implementation Work in 
Progress 

   √  

• National Standards of Care - Implementation Plans     √  

• Multidisciplinary Meetings for tumour streams On track    √  

• Faster Cancer Treatment – Quarterly Reporting On track    √  

• National Shared Care Plan Pilot Work in 
progress 

   √  

• Smoking cessation  (assessments at 100%) Completed    √  

• Communicate staff survey and Develop a group to identify 
actions and plan 

On track     √ 

• All RC Managers incorporate Performance appraisals for 
staff into their 12/13 objectives (audit process) 

Work in 
progress 

    √ 

• Monthly 1:1 meetings with Careers Centre to update staff 
on recruitment  

Completed     √ 

• Appoint 3.5 FTE new nurse coordinator positions 
commencing October 2012 

Completed     √ 

• Develop a Palliative Care strategy to address SMO 
vacancies 

Completed     √ 

• Appoint Faster Cancer Tracker (FCT)  Completed      

• Continue to implement Dry July strategy to improve our 
surroundings and facilities 

On track      

• Appoint Professional Leaders for RT and Physics to 
provide support and professional direction to these key 
professional groups. 

Work in 
progress 

    √ 

• Continue to develop a long term plan that addresses new 
models of care, workforce issues and patient flow. 

On track     √ 

• Resurvey staff satisfaction Work in 
progress 

    √ 

 
 
 
 
 
Key achievements in the month: 

•  Commencement of care coordinators 
•  Exceeding target for National hand hygiene audit  
•  Delivery of 30 new chemotherapy chairs from Dry July money 
• Haematology passed FACT accreditation 
• Palliative care SMO has been appointed 

Areas off track and remedial plans: 
• Haematology and BMT build – business case will go back to the board 

when final costings are available 
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 Key issues / initiatives identified in coming months 
 
Development and reporting over the coming year of the retrospective view on patient 
wait times for accessing surgical and non-surgical cancer treatments across DHBs. 
 
 Financial results 

CONSOLIDATED STATEMENT OF FINANCIAL PERFORMANCE
Regional Cancer & Blood Services

($000s) MONTH YEAR TO DATE
Actual Budget Variance Actual Budget Variance

REVENUE
Government and Crown Agency 746 826 79 U 6,820 8,156 1,336 U

Other Income 7,805 7,622 183 F 76,590 75,960 630 F

Total  Revenue 8,551 8,447 104 F 83,410 84,116 706 U

EXPENDITURE
   Total Personnel Costs 2,912 2,817 95 U 26,874 27,617 743 F

Outsourced Services 203 185 17 U 2,214 2,418 204 F

Clinical Supplies 2,893 3,042 149 F 27,405 29,955 2,550 F

Infrastructure & Non-Clinical Supplies 187 156 31 U 1,196 1,566 370 F

Total  Expenditure 6,195 6,201 6 F 57,689 61,556 3,867 F

Contribution 2,356 2,246 110 F 25,721 22,560 3,161 F

Allocations 672 625 47 U 6,490 6,395 96 U

NET RESULT 1,685 1,621 64 F 19,230 16,165 3,065 F

Paid FTE
MONTH (FTE) YEAR TO DATE ( FTE)

Actual Budget Variance Actual Budget Variance
      Medical 67.71 67.79 0.08F 66.67 68.24 1.57F

      Nursing 138.62 136.24 2.38U 135.34 136.12 0.78F

      Technical 78.86 80.48 1.62F 76.13 80.71 4.59F

      Hotel Services 1.12 1.00 0.12U 1.19 1.00 0.19U 

      Administration 14.03 12.00 2.03U 10.43 12.00 1.57F

Total excluding outsourced FTEs 300.3 297.5 2.83U 289.7 298.1 8.33F
    Total Outsourced Services 2.15 1.40 0.75U 2.27 1.40 0.87U 

Total including outsourced FTEs 302.5 298.9 3.58U 292.0 299.5 7.45F
 

 
Comments on major financial variances 
 
The result for the YTD April is a surplus of $19.2 m against a budgeted surplus of $16.2m, 
a favourable variance of $3.1 m. 
 
This is primarily driven by 
Revenue - $0.7m unfavourable due to lower demand for Haemophilia blood products 
(offset by savings in blood product costs). 
 
Expenditure - $3,8m favourable  

• Employee Cost -$0.7m F is due to vacancies in medical and technical staff. 
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• Clinical Supplies -$2.6m F reflects the lower demand for Haemophilia blood 
products and savings in drug costs due to Pharmac funding change for fligrastim 
and pegfilgrastim. 

• Outsourced Costs - $0.2m F relates to savings in RT patients treated in private 
hospital and savings from BMT donor fees (timing). 

• Non Clinical Supplies - $0.4m F mainly due to savings in drug logistic fees as a 
result of onsite compounding of PCT drugs. 

 
 Summary 
 
We are continuing to meet targets, collect data in key developmental areas (FCT) and 
gearing up for Dry July.  A major risk is the Haematology BMT build timeframes and costs 
which will come back to the Board for approval. The data development includes the faster 
cancer trackers that are developing a retrospective view of access times to first specialist 
assessments and treatments across DHBs and across surgical and non-surgical treatments.  
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Cardiovascular Healthcare Service Group 
 
 Service Overview 
The cardiovascular healthcare service group comprises Cardiothoracic Surgery, 
Cardiology, Vascular Surgery, Organ Donation New Zealand, and Hearty Towers.  
Peter Ruygrok is the Clinical Director and Peter Lowry the General Manager.  
 
 
 Scorecard 

YTD April 2013

Measure Target

Bypass Patients Waiting over target timeframe 3 8 
MoH bypass eligible waiting list # 59 47-99 
Longest waiting cancer patient - 14 

Pressure injuries 6 0 
Falls 4 0 

Complaints in Month 0 0 
Theatre Cancellation % 11% 10% 
Progress against eligible BP production plan 107% 100% 
Utilised theatre time 82% 85% 
Wait time for diagnostic Angiogram (days) 100% 85% 
(Outpatient wait time % within 90 day target)

Outsourcing Budget 489F -$     
(YTD Total outsourcing for service not just CTSU)

FTE variance to budget 6.38 -$     
(Total service FTE  measured)

ADHB elective discharges vs. contract CTSU (POP) 119% 100% 
Direct treatment costs 1170U -$     
(YTD Total service costs)

Smoking Cessation advice 97% 95% 
Acute flow: Patients admitted from AED with ED 97% 95% 
CVD risk assessment 53% 75% 

Staff Turnover (annually) 9% 10% 
Excess Annual leave $ 392k 

Cardiovascular Healthcare Service Group
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 Scorecard Commentary 
 

 Health Targets 
Refer DAP targets 
 

 Increased Patient Safety 
Cardiac surgery has reduced number of patients waiting over their targeted time 
frame significantly since January (refer graph).  The extra production of the fourth 
theatre in conjunction with reduced inpatient demand has allowed high elective 
throughput.  We have adopted the national scoring tool which targets 30 days for 
priority 2 patients. This is challenging and tighter processes are being put in place to 
achieve eg wait listing a patient only when a patient is ready to receive surgery.  The 
appointment of a nurse specialist to run the pre admission clinic for the service will 
ensure patients are ready for surgery and improve flows. 
 

Lower Target 5%

Mid Target 7.5%

Target Max Waiting 10%

0

20

40

60

80

100

120

140

160

N
um

be
r 

of
 P

at
ie

nt
s 

W
ai

ti
ng

Graph 3: Auckland DHB Weekly Cardiac Surgery Waiting List

Inflow Outflow Actual Waiting 2011/12 Actual

 
The service continues to work with the hospital wide programs on falls and pressure 
injuries.  CVICU is an area with high risk for pressure injuries and ward 41 is a high 
risk area for falls.  The profile of this hospital program has helped to promote a 
change in reporting (increased) which is the first step in making improvements in this 
area. 
 

 Better Quality Care 
The service is in position to finish ahead of the MoH target intervention rate for 
bypass surgery.  There has been a significant lift in production this year in-house and 
currently the service has completed 141 more bypass procedures at ACH compared 
to this time last year. The 4th OR becoming more available from January and will 
assist in driving production for 2013/14. 
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The service is seeking to increase production across the range of settings prior to 
annual peaks demand so that the production is smoothed while maintaining wait 
times within urgency timeframes. The waitlist size will fluctuate but wait times will 
be met. 
 
 

 Improved Health Status 
 
Smoking cessation advice and acute flow performance remains above target which 
reflects importance of these targets to the service. 
 
A key area of concern for the service is our performance in regard to cardiovascular 
disease (CVD) risk assessment.  In terms of progress here we have implemented the 
acute predict system in Cardiology recently.  This system allows greater information 
sharing between primary and secondary health which will be of assistance in 
improving our performance in this area.   
 
Vascular wait times and access to both first specialist assessment and surgery 
continue to be within 4 months. 
 

 Engaged Workforce 
Model of care development is occurring in a number of areas to address 
cancellations, the use of additional rosters and management of patients in the 
community. 
 
 DAP initiatives 
Deliverable / Action STATUS 

     
• Bypass intervention rates 6.2 per 10,000 population (6.23) On Track √    √ 

• angiogram discharges rates 32.3 per 10,0000 (actual34.3) On Track  √  √  

• PCI (angioplasty) rates 11.90 per 10,000 (actual 12.97) On Track    √  

• 100% patients receive elective angiogram < 90 days On Track √   √ √ 

• Primary angioplasty “Door to balloon time”  On Track √ √  √ √ 

• Acute coronary syndrome diagnostic angiogram 70% 
(90%) 

On Track √ √  √  

• Cardiac surgery equity of access baselines developing    √  

• CVD screening 75% (actual 63%) developing  √ √ √  

       

       

   

Key achievements in the month: 
•  Good patient access and wait times 
•  Implementation of the Acute Predict tool which will allow greater 

standardisation of within hospital clinical practice  
Areas off track and remedial plans: 
CVD risk assessment at 63% is below target of 75%. There is a significant focus 
within primary care and this has been improving recently. ADHB is considering 
opportunities for work based screening to raise the profile for risk screening and 
developing good management plans and medicines adherence. Reporting back to 
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primary care practices on medicines adherence is starting to occur through the 
regional cardiac clinical network.  

  
 
 Key issues / initiatives identified in coming months 
Continued focus on CVD risk screening targets, developing patient flow processes 
and managing financial performance. 
 
 Financial results 
CONSOLIDATED STATEMENT OF FINANCIAL PERFORMANCE
Cardiac Health Services - April 2013 Month End

($000s) MONTH YEAR TO DATE
Actual Budget Variance Actual Budget Variance

REVENUE
Government and Crown Agency 30 41 10 U 503 407 96 F

Other Income 10,179 10,405 225 U 102,302 103,003 701 U

Total  Revenue 10,210 10,445 236 U 102,805 103,410 606 U

EXPENDITURE
Personnel Costs 5,039 4,523 516 U 46,201 44,225 1,977 U

Outsourced Services 144 508 364 F 4,592 5,081 489 F

Clinical Supplies 2,771 2,358 413 U 24,732 23,562 1,170 U

Infrastructure & Non-Clinical Supplies 553 160 393 U 1,341 1,629 287 F

Total  Expenditure 8,507 7,549 958 U 76,867 74,496 2,371 U

Contribution 1,703 2,896 1,193 F 25,938 28,914 2,977 F

Allocations 810 784 26 U 7,698 7,926 228 F

NET RESULT 893 2,112 1,219 U 18,240 20,988 2,748 U

Paid FTE
MONTH (FTE) YEAR TO DATE ( FTE)

Actual Budget Variance Actual Budget Variance
      M edical 84.2 79.8 -4.4 84.1 79.8 -4.2 

      N ursing 288.2 287.5 -0.7 279.8 286.8 7.0

      T echnical 59.5 68.4 8.9 62.0 68.4 6.4

      H otel Services 3.0 1.0 -2.0 2.2 1.0 -1.2 

      A dministration 32.4 27.5 -5.0 28.9 27.5 -1.5 

Total excluding outsourced FTEs 467.3 464.1 -3.2 457.0 463.4 6.4
   Total :Outsourced Services 0.0 1.3 1.3 1.4 1.7 0.3

Total including outsourced FTEs 467.3 465.4 -1.9 458.4 465.1 6.7

 
 Comments on major financial variances 
 
YTD result is $2.7M U.  Unrecognised volumes over and above MOH base income equates to 
$6.1M of income not reflected in the result 
 
The key drivers of the YTD unfavourable result at Cardiac service level are  
 
Revenue (excluding MOH Base and net of doubtful debts) $0.3M U: There are low volumes 

of Tahitian patients in the year to date and we are also seeing less referrals than 
expected from other overseas patients and from ACC, both of which are demand 
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driven.  Historical analysis had shown that we receive more referrals in the second 
half of the year, and the variance in other income was therefore expected to recover 
to a position closer to budget.  However current indications are that we will not see 
the previously projected end of year increase in Tahitians referrals.   

Personnel Costs $1.5M U: This is the result of higher through-put to address patient referral 
demand, which will be ongoing with higher volumes in-house.  

Clinical Supplies $1.2M U: We have seen an increase in the volumes of some of our key 
implants and consumables, in line with revenue and reduced outsourcing.  Work is 
being done between the HSG, Procurement and Suppliers to reduce unit costs in 
high use/high cost items. We reported to Audit & Finance Committee of the success 
of the procurement work and good savings are planned for 2013/14. Of note we had 
a patient requiring a left ventricular assist device (LVAD > $100k) in April.  

The unfavourable variance of $1.2M for the month of Apr-13 is due to $0.2M U ongoing low 
Tahitian volumes with the balance due to timing issues relating to other months.  As 
identified in last month’s favourable result, there were issues around stock and doubtful 
debts.  This month’s unfavourable variance includes a reversal of last month $0.8M F 
variances for stock and doubtful debts.  Other timing issues in the month relate to back-pay 
from prior periods, redundancy and timing of annual leave for statutory days ($0.2M U).  
 
The key mitigation strategies to enable a breakeven with budget position are:- 

(1) Holding operating costs through pursuing reduced prices for implants and 
consumables, managing outsourcing and continued tight management of FTE 
recruitment, annual leave management, junior doctors and additional duties, 

(2) Managing IDF volumes within wash-up rules so costs from additional volumes are 
offset by IDF revenue at a higher level, especially around IDF inpatient over-delivery 
of $2.1M YTD. 

 
 Summary 
Patient wait times and access has been positive across the service and while the month 
financials were unfavourable the year to date position remains close to breakeven when 
including inter-district flow revenues.    
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Womens Healthcare Service Group 
 
Service Overview 
Womens Health includes all Obstetric and Gynaecology services including Fertility 
and Termination services. It provides primary, secondary and tertiary services. The 
Maternal Fetal Medicine service provides quaternary services and is contracted to 
provide the National MFM network.  
 
The Northern Hub of the National Genetic service is also under the umbrella of 
Womens HSG.  
 
Scorecard 

 

Measure Target

Adverse Events (SAC 1&2) 2 0 0
Medication Errors 4 0 TBC
Falls 0 0 0
Hand Hygiene Compliance 63% >70% TBC
Pressure injury 1 0 TBC

Customer Experience -Complaints 6 0 6
Customer Experience-Inpatient Survey 81% 90% 89
Birthcare primary births (YTD) 166 320
ESPI 1 (< 10days)
ESPI 2 ( <  6mths) 
ESPI 5  ( < 6mths) 1 0% TBC

April 13 YTD Financial Performance

Surplus/ ( Deficit) $2,627K 0 $2,383K
Business Improvement Savings TBC TBC
Total FTE vs Budget 0.23 FTE Fav 0 0.14  FTE Fav
Midwifery/Nursing Bureau (FTE) 16 FTE 0 17 FTE

Smoking Cessation Advice 87% 95% TBC
Breastfeeding rates 80% 80% 80%
Cervical Screening rate 73% 75% 73%
NCSP DNA rates 12% 15% 12%

March 2013 (April date not available)

Midwifery Vacancies TBC <10% TBC
Sick Leave ( % staff with > 80hrs p yr) 42% TBC
Volunatry employee turnover 10% 10% TBC
Excess Annual Leave ( % staff over) 11% 6 TBC
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Scorecard Commentary 
 

 Health Targets 
Womens health is compliant against most Elective surgical targets. Due to an 
complex case 1 elective surgical case was required to be rebooked which did not 
occur until 1 week after its compliance date.  
Whilst progress is being made to 5month compliance, uro-gynae services are not yet 
reaching this target due to workforce capacity. A locum is currently providing the 
additional resource required to meet 6months compliance. A review of Uro-gynae 
services is intended through a production improvement process. 
 
Smoking targets have been difficult to achieve especially in Delivery Unit and 
Womens Assessment Unit. Due to low numbers only 2 missed patients have resulted 
in non-compliance to this target.  
 

  Increased Patient Safety 
There has been one SAC 1 and one SAC 2 events in the April. The SAC 1 related to the 
death of a neonate following a delay in delivery causing a significant hypoxic event 
for the neonate. The SAC 2 related to a maternal death, due to a suspected amniotic 
embolism. Both are currently subject to root cause analysis investigations.  
 

 Better Quality Care 
Complaints and consumer feedback that are marked Fair (9 for April) are primarily 
due to staff attitudes and communication issues.  WH is currently undertaking a 
visioning piece of work with the intent to develop an agreed accountability 
framework with defined values. This work is near completion and is expected that 
the senior leadership team will present the proposed framework by the end of May 
13.  
 

 Improved Health Status 
Breastfeeding rates remain at 80%. Smoking rates are yet to reach target levels .  All 
women are being given advice by their LMC but this information is not always being 
documented in their inpatient record. Processes to improve documentation are 
underway in Delivery Unit.  
 

 Engaged Workforce 
High levels of sick leave are predominately in the inpatient ward areas, which is in 
part as a result of high overtime due to previously high vacancy rates..  With the 
recruitment of 10 new midwifery graduates in April we expect to see a reduction in 
Overtime rate and sick leave.  
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Strategic initiatives 
Deliverable / Action STATUS 

     
Maternity Services On Track √ √ √ √ √ 

• Maternity Quality and Safety Strategic Plan 
signed off 

Completed  √    

• Maternity Strategy establishes clear pathways for 
all pregnant women 

Postponed  √ √  √ √ 

• Women’s Health Clinical Governance Structure is 
embedded and takes responsibility for clinical 
issues at right level 

On Track √ √ √ √ √ 

• Performance against the national maternity 
indicators is examined and changes put in place 

On Track √ √   √ 

• The number of primary births managed by 
Birthcare LMCs increases from 450 to at least 
600. 

Not on 
track 

 √ √   

• Communication between GPs and Midwives is 
enhanced by the shared record of care.  

Not on 
track 

√ √   √ 

• Services are better aligned to improve outcomes 
for teen and vulnerable pregnant women. This is 
achieved by connecting women, their families 
and services from pregnancy through the first 
years of the infants live through a dedicated 
social worker and/or health worker. 
Recommendations are implemented from 13/14. 

Not on 
track 

√ √  √  

• Progress towards 90% of all pregnant women 
who identify as smokers are offered advice and 
support to quit through collaboration with NHC 
and PHOs 

In 
discussion 

     

Women’s Health       

• That proportion of medical to surgical 
terminations of pregnancy increases 

Medical 
TOP 

program 
now 

established 

√ √ √  √ 

• Improved cervical screening coverage rates 
against target on 75% 

On track √ √  √  

• Improved Breast Screen Aotearoa coverage rates 
against target of 80% 

On track √ √  √  

 
 
Key achievements in the month: 

• Paper for CEs on joint ADHB/WDHB Maternity/Women’s Health 
Collaboration 

•  MoH representative joined metro Akld Cervical Screening Governance 
Group 

  
Areas off track and remedial plans: 

• Maternity Strategy being rolled up into the wider ADHB/WDHB Women’s 
Health Collaboration 

• Increasing primary births at Birthcare (BC) is challenging, partly due to BC 
caseloading midwives being disestablished. New strategies include: new 
graduate rotations across NW and BC; strengthening the BC environment 
to safely support normal birth, for example the introduction of PROMPT 
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course. One of the priorities of the ADHB/WDHB Women’s Health 
collaboration will to address the primary birthing needs of our population. 

•  Shared record of care – waiting on MoH/HA  
• Services are aligned to improve outcomes for teen and vulnerable 

pregnant women. Will form part of collaboration. WDHB preparing 
response to MoH EOI for approach in New Lynn – includes 30% ADHB 
women. 

 
 
Key issues / initiatives identified in coming months 
 
As discussed meeting 5mth ESPI compliance for Uro-gynaecology service by the 1st 
July is challenging.  The commencement of a production planner within the service 
however is expected to provide process improvements over the next few months 
which will negate the current risk.  
 
The ADHB / WDHB collaboration leadership group has tabled a paper with the CEOs 
for consideration of a “Bridged” Womens health service.  This paper is to be 
presented at the next Collaboration Meeting.  
 
Financial results 
 
CONSOLIDATED STATEMENT OF FINANCIAL PERFORMANCE
Women's Health & Genetics Services - April 2013 Month Ended

($000s) MONTH YEAR TO DATE
Actual Budget Variance Actual Budget Variance

REVENUE
Government and Crown Agency 247 158 89 F 2,106 1,985 121 F
Other Income 6,908 6,861 47 F 67,540 68,035 495 U

Total  Revenue 7,155 7,019 136 F 69,646 70,020 374 U

EXPENDITURE
Personnel Costs 3,288 2,913 374 U 30,059 28,659 1,399 U
Outsourced Services 96 68 28 U 956 654 302 U
Clinical Supplies 381 353 28 U 4,187 3,566 621 U
Infrastructure & Non-Clinical Supplies 12 109 96 F 985 1,086 101 F

Total  Expenditure 3,777 3,443 334 U 36,186 33,965 2,221 U

Contribution 3,378 3,576 198 U 33,461 36,056 2,595 U

Allocations 671 624 46 U 6,382 6,349 32 U

NET RESULT 2,707 2,951 244 U 27,079 29,706 2,627 U

Paid FTE
MONTH (FTE) YEAR TO DATE ( FTE)

Actual Budget Variance Actual Budget Variance
      Medical 67.7 66.3 -1.4 64.9 66.3 1.4
      Nursing 245.4 253.9 8.5 251.4 253.9 2.5
      Technical 13.3 17.2 3.9 15.0 17.2 2.2
      Hotel Services 0.0 0.0 0.0 0.0 0.0 0.0
      Administration 41.2 32.2 -9.0 37.4 32.2 -5.2 

Total excluding outsourced FTEs 367.6 369.6 2.0 368.7 369.6 0.9
   Total :Outsourced Services 3.6 2.6 -1.0 3.2 2.6 -0.7 

Total including outsourced FTEs 371.2 372.2 1.0 372.0 372.2 0.2  
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Comments on major financial variances 
YTD result is $2,63M U.   
 
MOH base income is recognised per budget, although YTD actual CWD volumes are 
above contract, equating to approximately $1.2M of income not reflected in the 
result.    Additionally Non DRG activity is approximately $600K above contract.   

 
The key drivers of the YTD unfavorable result are: 
 
1. Personnel costs and outsourced services – reflects the services inability to pull 
costs back to the levels budgeted.  While births for the month of April were only 560 
vs. YTD average of 629 (lowest in > 2 years), YTD births remain steady with prior year 
trends.  The proportion of Caesar section deliveries has a direct impact on 
complexity and LOS.     
 
Note that a proportion of the FTE capacity has been delivered by bureau.  These 
costs are not accurately reflected in actual FTE as currently reported in FFARS.  This is 
under investigation.  
 
2. Clinical Supplies – reflecting YTD activity.   
 
The key mitigation strategies reduce costs associated with the delivery of Gynae & 
Obstetric volumes are as follows:  

• Implementation of Early Recovery After Surgery (ERAS) for Caesarean 
sections to reduce Length of Stay.   

• Review Patient flow processes from referral to discharge and develop clinical 
pathways to maximize efficiencies and best practice care models. 

• Reduce epidural rate to comparable exemplar hospital (HRT benchmarks). 
• Implement word catheter as short stay procedure. 

 
These strategies are being implemented presently but savings will not flow until 
2013/14.  ADHB/ WDHB Collaboration work will also ensure alignment of services to 
reduce duplication. Whilst project outcomes are not expected to be fully operational 
by 2016, short term wins are being explored so as to reduce costs especially in the 
management of abnormal bleeding.   
 
 
Summary 
Womens Health continues to be challenged in meeting a number of targets. 
However, the newly formed senior leadership team is committed to improving these 
results.  A number of projects are underway with the most significant working 
towards are more joined up Womens Health service across ADHB and WDHB.  There 
is high levels of engagement in this project which will enable considerable 
improvements to current services.  
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Mental Health & Addictions Healthcare Service Group 
 
Service Overview 
This HSG provides specialist community and inpatient mental health services to Auckland residents. It 
also provides a range of services at sub-regional (adult inpatient rehabilitation & community 
psychotherapy), regional (youth forensics) and supra-regional (child and youth acute inpatient & 
eating disorders) levels. The HSG is managed by Helen Wood with Clinical Director Dr Clive 
Bensemann and Director of Nursing Anna Schofield. 
 
Scorecard 
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Scorecard Commentary 
 

 Health Targets 
Better Help for Smokers to Quit: All inpatient units continue to perform well against this target.  
 

  Increased Patient Safety 
Seclusion: Seclusion incidents this month continue at a low rate reflecting a continued trend down 
over the last 2.5 years as result of a focus on this.  Seclusion duration has been trending upwards but 
this is being monitored. Implementation of the national direction for the 6 Core Strategy work has 
commenced. 
 
Restraint: No particular change has occurred this month. Restraint rates each month fluctuate 
between 40-60, depending on acuity and occupancy of the inpatient units.  
 

 Better Quality Care 
7 Day Follow Up Post Discharges: Target met this month. This target was set locally at 95% of adult 
inpatient service discharges to ADHB local services (National KPI Benchmarking participation set 
national target of 90%)  
 
Average Length of Stay & Occupancy: Te Whetu Tawera ALOS continues to trend down this month 
although it remains above the national KPI Benchmarking target. Occupancy in TWT and FMU is 
higher this month reflecting an unusually busy month.  In particular TWT has a trend of falling 
average length of stay and occupancy as the result of extensive ongoing process improvement. This 
months Child & Family occupancy is again low and we have initiated a process with regional and 
supra-regional users to identify the drivers of this. Total numbers of admissions to CFU have 
increased with shorter length of stay. 
 

 Improved Health Status 
Relapse Prevention Planning for Long Term Clients: This month’s result is below target. A refresher 
on clinical rationale and a reminder of keeping the plans up to date has been initiated. 
 
Numbers of New Referrals: There is a slight overall drop this month, but the longer term trend is 
ongoing strong growth in Child & Youth and in Adult services which contributes to meeting Access 
targets. Monthly new referrals remain steady for Older Adults services, however discharges are 
falling and caseloads growing. A greenbelt project noted below will assist in opportunities to improve 
flow through the service. However there is a need to invest to address population growth and 
demographic change. 
  
Waiting Times: Adult services continue to meet targets. There are already identified issues in 
meeting the 3 week wait time target for Child & Youth and for Older Adult services. Both have 
dedicated projects in place around this but meeting future targets remains challenging. 
 
Access: This month access targets by ethnic and age groups have been met including for the older 
person service. However challenges will continue in achieving future access and wait time targets for 
Older Adult and Child and Youth services with static resourcing. 
 

 Engaged Workforce 
Staff Turnover:  8.6% performance remains within the DHB target of 10% 
Accrued Annual Leave:  (5.1%) Service Managers continue to work with staff and teams to reduce 
this. Achieving 0% will be challenging given vacancies in some services.  
 
Vacancies: We continue to work within our targeted vacancy level to meet budget. 
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Strategic initiatives 
Deliverable / Action STATUS 

     
• Utilise Kaupapa Māori NGO in planning iwi-based services On Track    √  

• Develop & implement an iwi-based Maori MH model across the MH 
continuum of care (5.4.1 

On Track    √  

• Develop workforce capability in services for vulnerable populations, 
those with high severity lower prevalence problems, and long term 
conditions (regional target)(5.35, 5.3.6) 

On Track    √ √ 

• Build resilience and strengthen recovery (regional target) On Track    √  

• Improve support services for high severity lower prevalence 
consumers and track appropriate continuing support e.g. online 
support 

On Track    √  

• Improve waiting times for non-urgent mental health and addiction 
problems 

On Track    √  

• Develop improved physical health care for mental health and 
addiction consumers  

On Track    √  

• Increase specialist support to primary care (regional target) (5.2.3 On Track    √  

• Support the implementation of a clinical pathway for depression On Track    √  

• Develop care pathways to facilitate earlier access On Track    √  

• Adopt components of Choice and Partnership Approach to improve 
access 

On Track    √  

• Implement new clinical pathways & service strategies across the 
primary / secondary care interface (5.2.1 – 5.2.3) 

Partial     √  

• Ensure that adolescents and young people have access to 
appropriate and accessible services in the community 

On Track    √  

• To implement performance improvement strategies to meet the 
increased access target set by the MOH for 0-19 year olds (5.1.1 – 
5.1.4 

On Track    √  

       

Key achievements in the month: 
• Primary care-Secondary care integration group continues to meet monthly with a 

focus on Improvements in primary care liaison and provision of pathways to 
specialist support. This work needs to align with funder discussion about future 
primary mental health contracting. We are working with WDHB Mental health 
services as part of the collaboration to align our approach to Primary Care/PHO 
providers. 

• Use of the Big White Wall (BWW) social media site for ADHB residents with 
mental health concerns continues to grow. With about 120 active users this sits at 
about 25% of final contracted capacity.  
 

Areas off track and remedial plans: 
• Further adoption of Choice and Partnership Approach (CAPA) in child and 

adolescent work is difficult within current model of care. CAPA is promoted as a 
model that improves quality access and productivity. This work will need to 
become part of reconfiguring CAMHS work later this year. 
 

 
 
Key issues / initiatives identified in coming months - Focus on Regional Services 

 
Healthy Beginnings Co-ordination Project   (Blueprint II and Rising to Challenge MoH) 
 
Healthy Beginnings: Developing perinatal and infant mental health services in New Zealand, 2012 was 
written as a guideline for District Health Boards and other health planners, funders and providers of 
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perinatal[1] and infant mental health and alcohol and other drug (AOD) services, on ways to address 
the mental health and AOD needs of mothers[2]

 

 and infants. The document is not a clinical guideline 
but it is informed by current literature and experience in clinical best practice. 

The Child & Youth Mental Health Service in ADHB and WDHB have identified that there is scope 
within current services to address aspects of the Healthy Beginnings guideline. The project provides 
the means to consider the recommendations within ‘Healthy Beginnings’ and align these to the 
appropriate recommendations from Rising to the Challenge (MoH Service Development Plan and key 
focus of DAP 13/14) and Blueprint II. 
 
The project will be implemented in collaboration with ADHB and will be co-ordinated by the WDHB 
portfolio Clinical Educator.  The project will identify and assist with the implementation of integrated 
pathways of care across the various providers of perinatal, infant mental health and Alcohol and drug 
services within the WDHB and ADHB sector, including NGO and PHO providers. Project timeframe is 
12 months. Priority is to strengthen existing resources through a collaborative approach to care. 
 
 
Youth Forensic Services 
 
Youth Forensics inpatient proposal - A response to the Ministry of Health request for proposal (RFP) 
for the establishment of 10 Youth Forensic inpatient beds has been provided via collaboration 
between ADHB and WDHB on behalf of Northern Region DHBs. Although options for a suitable site 
remain uncertain the DHBs agreed to provide the proposal as the greatest level of need for young 
people to access forensic services is in the Northern region. 

 
Development of Community Youth Forensic Services. Enhancement of Youth Forensics services has 
been key MoH and regional priority over the next five years (Regional Health Plan). ADHB is the 
regional provider of existing Youth Forensic services and received an additional 5 fte in this financial 
year however we have had considerable difficulty recruiting (funding available from Oct ’12). This is 
in part due to a very small pool of experienced clinicians to draw from in nursing, medical and allied 
health professions. We need to grow this workforce.  Several applicants withdrew in last round of 
recruitment at point of offer. We are very hopeful of two appointments of excellent staff being made 
in May. We have had a briefing 6th May with the MoH on this matter.   
 
A regional target was established as part of the regional health plan for 1000 additional contacts in 
12/13. The approximately 350 additional contacts in the 1st half of the 2012-13 year are at a lower 
level than expected to achieve the annual additional contacts target. This is likely to be due to 
combination of an unusually high level of vacancies & delays to recruitment of new FTE.   
 
A regionally agreed model of care is in development led by clinical expert advisory group. Further 
additional fte are anticipated in the next financial year 
 
Integrated Child and Youth mental health and addictions strategy 2013-23 
The Mental Health HSG leadership group initiated a strategic planning process with multi-agency and 
other health partners late 2012 to develop a strategy and implementation proposal to reshape 
services to young people 0-25yrs and their families/whanau.  This has involved working closely with 
other child health services in ADHB, MSD and Education partners alongside significant co-design 
opportunities for hearing the voice of young people directly, providers, Maori, pacific and Asian 
communities. In mapping all services to young people across the health, MSD and Education system 
it is clear that there is considerable range of services and support available but not necessarily well 
connected, co-ordinated, easy to access or complimentary of each other. 
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The plan is in its final stages of refinement and will be ready to share with the ADHB Board in August. 
Key areas for greater attention in the future will include 

• Strengthening the voice of young people and families/whanau  
• Working better together  
• Fostering Innovation  
• Addressing inequalities  
• Intervening earlier  
• Workforce 

 
Eating Disorders Service 
Review of the implementation of the regional service has been completed and identified several 
important recommendations.  This includes supra –regional partners agreeing a process of review 
regarding elements of the “hub and spoke model’. This works well for some DHBs and less well for 
some particularly those in the Midland Region.  
 
The other key issue for this supra regional service, is the methodology for future funding. Up until 
July this year (2013) the original agreement was for a four year top slice. The MoH set up a process 
for agreement with the two regions for this to extend a further year for 2013/14 year.  An agreement 
on future funding process and levels needs to be agreed by September/October. Moving to PBF basis 
for funding sill significantly alter the total level of funding available which will be less the current 
total expenditure on the current model of service.  Discussions about possible model change are 
underway in parallel with discussions around funding methodology. This is led by ADHB funder and 
Director. 
 
Regional High and complex needs project 
The regional mental health planning group have initiated a piece of work on patients with high 
and /or complex needs across the region with recommendations due September 2013. The drivers 
for the project are two fold; 

1) The need to make an impact on the waiting list for Forensic services: in part due to high 
growth in prison muster and in response to issues raised by the Ministry of Health. They 
want to better understand why some Mason Clinic beds appear to be occupied by patients 
who are not legally classified as forensic patients, and whose risk and clinical needs might be 
better managed outside the forensic service. This has an impact for our regional acute in-
patient services, rehabilitation services and potentially community residential options 

2) There are a growing number of people with complex needs who remain ”stuck” in adult in-
patient beds due to very significant community placement problems. Their needs are often 
not able to be safely and appropriately accommodated in current providers and often cross 
the need to access several funding streams (mental health, physical health, disability for 
example).  

 
This work aligns with our intention to review the model at Buchanan Rehabilitation Clinic. The service 
is experiencing an increase in acuity and complexity which requires changes to service model, skill 
mix and building capability in the workforce.  

 
Registrar allocations and after-hours rosters 
There continues to be a substantial vacancy rate in the regional training programme. This is close to 
25 percent of currently available runs and there is in addition a significant number of other already 
'banked' runs which are currently unavailable for recruitment. Due to registrar preferences, the 
majority  of current vacancies for the next 6 months are in Counties Manukau DHB, with Auckland 
less affected, and Waitemata least affected for the second half of this year (Counties will have 8 of 16 
available attachments filled, Auckland 12.5 of 15 and Waitemata 25.7 of 28). All DHBs are spending 
substantial sums on covering gaps in the after-hours roster, which are covered currently about 40% 
by registrars doing additional duties but 605 by SMOs.   
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The registrars preferences and subsequent impact on CMDHB has been exacerbated by recent MECA 
agreement allowing registrars to opt out of an allocated position to any other vacant post. A sub-
regional regional (Auckland metro) process involving registrars, RDA and services has commenced to 
address a variety of issues in respect of the training programme, using an 'interest-based' approach, 
but the priority focus has become the viability of the after-hours service especially in 
CMDHB.  Consideration has been given to up to four secondments of registrars back to Counties from 
the Auckland and Waitemata allocation. This will impact on rosters (and therefore costs of cover) in 
each DHB. Informal feedback from trainees is that there is little enthusiasm to swap until core issues 
of attractiveness of rotations are addressed, although if sufficiently attractive incentive is offered, 
there may be some movement, impacting unpredictably on service provision 

 
Financial results 
 

         
STATEMENT OF FINANCIAL PERFORMANCE Reporting Date   Apr-13  

Mental Health & Addictions Services       
         
($000s) MONTH  YEAR TO DATE  
 Actual Budget Variance  Actual Budget Variance  
REVENUE         

Government & Crown Agency 7,890 7,875 16 F  78,897 78,852 45 F  
Other Income 1 11 10 U  327 202 125 F  

Total  Revenue 7,891 7,886 6 F  79,224 79,054 169 F  
         
EXPENDITURE         

Personnel Costs 5,964 5,772 192 U  57,028 56,575 453 U  
Outsourced Services 138 88 50 U  1,211 895 316 U  
Clinical Supplies 48 69 20 F  614 689 75 F  
Infrastructure & Non-Clinical 
Supplies 289 310 22 F  2,814 3,138 324 F  

Total  Expenditure 6,439 6,239 200 U  61,667 61,297 370 U  
         
Contribution 1,452 1,646 194 U  17,556 17,757 201 U  
         
Allocations 1,680 1,712 32 F  16,892 17,131 239 F  
         
NET RESULT (227) (66) 162 U  665 626 38 F  
         
Paid FTE         
 MONTH (FTE)  YEAR TO DATE ( FTE)  
 Actual Budget Variance  Actual Budget Variance  

Medical 92.9  87.3  -5.6   88.7  87.3  -1.4   
Nursing 291.5  294.4  2.9   283.1  294.4  11.3   
Technical 265.1  266.9  1.9   265.2  270.3  5.0   
Hotel Services 6.1  4.5  -1.6   5.4  4.5  -0.9   
Administration 60.2  59.0  -1.2   62.1  59.0  -3.1   

Total excl outsourced FTEs 715.7  712.0  -3.7   704.5  715.4  10.9   
Total :Outsourced Services 5.4  0.5  -4.9   7.1  0.5  -6.6   

Total incl outsourced FTEs 721.1  712.5  -8.6   711.6  715.9  4.3   
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Comments on major financial variances 
Mental Health Provider  
The HSG (provider) result for year to date is a surplus of $665k against a budgeted surplus of $626k, a 
favourable variance of $38k. 
 
The main drivers of the year to date variance are:  
Revenue $169k favourable - primarily revenue from WDHB patients treated at FMU $99k F 
Expenditure $131k unfavourable mainly due to: 
i) Employee costs $ 453k U -  primarily due to premium rates paid for medical locum cover, 
unachieved medical vacancy assumption of 1.0 FTE offset by vacancies in nursing and technical ,  
ii) Outsourced clinical costs $316k U (primarily timing of flexifund costs). 
 
This was offset by Infrastructure and non clinical supplies $324k F and Internal allocations $239k F - 
primarily due to reduced lab costs $66k F, radiology costs $41k F and nutrition services $46k F. 
 
The full year forecast for the Provider is expected to be an unfavourable variance of $400k which is 
directly impacted by the additional 12/13 savings target of $500k being placed in the Provider budget 
and not spread across the Funder Provider. 
  
Mental Health Funder   
The HSG (funder) result for year to date is a surplus of $678k against a budgeted deficit of $287k, a 
favourable variance of $965k. 
 
The Mental Health consolidated result for the April year to date is a favourable variance of $1,003k.  
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2   RESOLUTION TO EXCLUDE THE PUBLIC  
 
 

Recommendation: 
 
That, in accordance with the provisions of Schedule 3, Sections 32 and 33, of the NZ Public 
Health and Disability Act 2000: 
 
The public now be excluded from the meeting for consideration of the following items, for the 
reasons and grounds set out below:  
 
General subject of 
items to be considered 

Reason for passing this resolution in 
relation to each item 

Ground(s) under Clause 32 for 
passing this resolution 

 1.  Confirmation of 
Public Excluded 
Minutes – Hospital 
Advisory Committee 
Meeting of 27/02/13 

 

 

That the public conduct of the whole or the 
relevant part of the proceedings of the 
meeting would be likely to result in the 
disclosure of information for which good 
reason for withholding would exist, under 
section 6, 7 or 9 (except section 9 (2) (g) (i)) 
of the Official Information Act 1982. 

[NZPH&D Act 2000 
Schedule 3, S.32 (a)]    

Confirmation of Minutes 
As per resolution(s) to exclude the public 
from the open section of the minutes of 
the above meeting, in terms of the 
NZPH&D Act.  

2.   Quality Report That the public conduct of the whole or the 
relevant part of the proceedings of the 
meeting would be likely to result in the 
disclosure of information for which good 
reason for withholding would exist, under 
section 6, 7 or 9 (except section 9 (2) (g) (i)) 
of the Official Information Act 1982. 

[NZPH&D Act 2000 
Schedule 3, S.32 (a)]  

Privacy 
The disclosure of information would not 
be in the public interest because of the 
greater need to protect the privacy of 
natural persons, including that of 
deceased natural persons. 
[Official Information Act 1982 
S.9 (2) (a)]  

3. Medication Safety 
Report  

That the public conduct of the whole or the 
relevant part of the proceedings of the 
meeting would be likely to result in the 
disclosure of information for which good 
reason for withholding would exist, under 
section 6, 7 or 9 (except section 9 (2) (g) (i)) 
of the Official Information Act 1982. 

[NZPH&D Act 2000 
Schedule 3, S.32 (a)] 

Privacy 
The disclosure of information would not 
be in the public interest because of the 
greater need to protect the privacy of 
natural persons, including that of 
deceased natural persons. 
 

[Official Information Act 1982 
S.9 (2) (a)]  

4. HR Update Report  That the public conduct of the whole or the 
relevant part of the proceedings of the 
meeting would be likely to result in the 
disclosure of information for which good 
reason for withholding would exist, under 
section 6, 7 or 9 (except section 9 (2) (g) (i)) 
of the Official Information Act 1982. 

[NZPH&D Act 2000 
Schedule 3, S.32 (a)] 

Privacy 
The disclosure of information would not 
be in the public interest because of the 
greater need to protect the privacy of 
natural persons, including that of 
deceased natural persons. 
 

[Official Information Act 1982 
S.9 (2) (a)]  
Negotiations 
The disclosure of information would not 
be in the public interest because of the 
greater need to enable the board to carry 
on, without prejudice or disadvantage, 
negotiations. 
[Official Information Act 1982 
S.9 (2) (j)]    
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AUCKLAND DISTRICT HEALTH BOARD 
 

 
RESOLUTION TO EXCLUDE THE PUBLIC  

FROM A MEETING OF THE HOSPITAL ADVISORY MEETING 
 
 

Clauses 32 and 33, Schedule 3,  
New Zealand Public Health and Disability Act 2000 (“Act”) 

  
 
That the exclusion of the public from the relevant part of the meeting is necessary to 
enable the Board to deliberate in private on a decision or recommendation as to 
whether any of the grounds in paragraphs (a) to (d) of clause 32 of Schedule 3 of the 
Act are established in relation to all or any part of the meeting. 
 
1.   THAT the public be excluded from the following part of the proceedings of this 
meeting, namely consideration of items 8 to of the Agenda. 
 
The general subject of the matters to be considered while the public is excluded, the 
reason for passing this resolution in relation to each matter, and the specific grounds 
under the above clause for the passing of this resolution are as follows: 
 
General subject of each matter 
to be considered:  
 
 

 Reason for passing this 
resolution in relation to each 
matter: 

 Ground(s) under clause 34 
for the passing of this 
resolution: 

 
8.1 Confidential HAC Minutes   
 3 April 2013  
 
8.2  Risk Report 
 
8.3 Quality 
 
8.4 Proposed Surgical Services 

Improvement Plan  

  
To enable the Board to carry 
on without prejudice or 
disadvantage commercial 
activities and negotiations: 
Official Information Act 1982 
s.9(2)(i) and s.9(2)(j) 

  
That the public conduct of 
the relevant part of the 
meeting would be likely to 
result in the disclosure of 
information for which good 
reason for withholding would 
exist under s 9 of the Official 
Information Act 1982. 
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