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Introduction 
This report covers the month of October. It includes a brief summary of events of 
note in October and November an update on management of the wider health 
system and a summary of progress against the Board’s priorities to confirm these 
matters are being appropriately addressed. 

1 Events and news in October  

1.1 Events  

The Home Dialysis Unit, at Greenlane Clinical Centre, was opened on 27 
October by Associate Minister of Health, Jonathon Coleman.  This now 
combines home haemodialysis training and a peritoneal dialysis wing in the 
same facility for the first time.  

1.2 People 

 Senior clinicians Cameron Grant, Sally Roberts, and Colin McArthur are part 
of the New Zealand based project team that has won an international contract 
to monitor and study influenza patterns to prevent the spread of the illness.  

 The trial of ED doctors accompanying the Auckland Regional Helicopter Trust 
(ARHT) helicopter on emergency missions has started.  

 ADHB’s ACC manager, Jayanthi Mohanakrishnan, has been honoured with a 
Fellowship from the Australasian College of Health Service Management.  

 Starship Consultants Teri Bidwell and Phil Morreau competed in the World 
Ironman Champs in the US.   

 The late John Neutze and Toby Whitlock were both acknowledged with 
obituaries published on the ADHB intranet.   

1.3  Media 

 ADHB’s ED Department in the news for producing record results during the 
Rugby World Cup. 

 Four-year-old Eva Mitchell, who has spent most of her life living at Starship, 
was featured on TVNZ’s 20/20. The programme experienced its highest ever 
ratings with this article.  

 The Taranaki gas leak led to a modified Incident Management team being set 
up and extensive interest in ADHB’s contingency plans.   

 Intense media interest in former All Black Jonah Lomu continued. ADHB 
respected the family’s wishes for no comment to media.    

 
 A Herald on Sunday Official Information Act (OIA) request for reports on 

maintenance and future developments at Starship Children’s Hospital was 
received.   

 
1.4  Internal 

 The ADHB smoking cessation team has introduced quit clinics at the level 5 
Atrium at Auckland City Hospital. This is a direct approach to connect with 
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staff about the options available at ADHB to quit smoking; for example – 
Nicotine Replacement Therapy (NRT), the Quitline phone on level 5 next to 
reception at Auckland City Hospital. 

 

2 Events and news in November  

2.1 Events 

 
 Vital Signs CEO Briefings started on 7 November and ran through to 18 

November.  
 
 Celebration Week starts on 21 November and includes the inaugural 

Healthcare Excellence Awards 
 
2.2  Media 

 Coroner’s report into Zachary Gravatt death from meningococcal a year ago 
was released. Media communications were led by Chief Medical Officer, Dr 
Margaret Wilsher 

 The Herald on Sunday Official Information Act (OIA) request for reports on 
maintenance and future developments of Starship Children’s Hospital was 
fulfilled. Dr Richard Aickin made himself available for interview by the Herald 
on Sunday regarding this. 

2.3  Internal 

 The Clinical Skills Centre received a $40,000 pendant from Modempak, which 
will be used for anaesthesia training. CEO attended a small event on the day 
to acknowledge the gift on 8 November.  

 Preparation for pre-election voting and voting on the day of elections for 
patients and ADHB staff in Auckland City Hospital is underway.  

 The inaugural Healthcare Excellence awards were a great success, with 76 
applications received.  Judges reported the standard of the applications were 
impressive.  A commemorative booklet has been published which celebrates 
the winners and finalists of the awards.  An electronic version of the booklet is 
on the ADHB Intranet site. Hard copies have been sent to all board members. 

 

3 Healthcare system report  
 
3.1 System performance 

The Rugby World Cup concluded without any major public health event, other than 
the measles which was on-going prior to the commencement of the rugby.  
Confirmed measles cases continue at about the rate of 3 or 4 per day, while the 
Incident Management team has been scaled down to provide input to the regional 
primary care response.   
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The primary care response is an enhanced immunisation campaign targeting those 
born after 1969 that are unsure of their immunity status to get vaccinated. It also 
involves some change to the timing of the immunisation schedule for children.  As 
previously reported the potential costs were scoped at $1.5-2.5m for the region.  
Communication is the key to the uptake of this campaign and with only a limited 
response to the first communications through radio, print media and primary care a 
second has been developed.  This will involve radio supported by posters and flyers 
for practices and will be launched within the next two weeks.  

3.2  Financial performance  

A full report is included in the Audit and Finance Committee papers, but in 
summary the net result for the month is a deficit of $1,015k compared to the 
budgeted surplus of $1,236k.  This brings the year to date to a deficit of $296k 
compared to the budgeted surplus of $674k.  

The major feature of the month variance was a reduction in the level of IDF 
referrals being received compared with budget. Although a portion of this IDF 
revenue reduction was reflected in lower direct treatment costs, this cost 
reduction was offset by higher outsourcing costs than budgeted. 

3.3 Clinical quality and professional governance 

 
Serious & Sentinel Events Reporting  
The Health Quality & Safety Commission (HQ&SC) has postponed the release of the 
annual report on District Health Board Serious and Sentinel events until February 
2012. The HQ & SC are still collating data received from DHB’s on SAC1 1 & 2 
events and have noted variation in reporting. ADHB has undertaken a recent audit 
which confirms an underreporting of events such as falls with harm though the 
current incident reporting system. A number of organisation-wide safety programmes 
are in progress to reduce patient harm and improve safety. Further detail is provided 
in the following sections.  

Adverse Events  
There are 36 formal investigations into SAC 1 or 2 events in ADHB at present. All 
events that are coded as SAC 1 are investigated using the Root Cause Analysis 
(RCA) method of investigation. These should be completed within 70 working days of 
the incident being notified, including submission to the Adverse Events Review 
Committee for approval of methodology and recommendations. A summary report 
from the RCA is forwarded to the HQ&SC which is the national repository. 

SAC 2 incidents must have a detailed investigation. This could take the form of an 
RCA; however other appropriate and effective investigation methods may be used 
e.g. Serious Incident Review Process (SIRP) or case review. It is possible to 
aggregate similar events and review together. The investigation must be completed 
within 70 working days. A copy of the report is also sent to the Adverse Events 
Review Committee for approval of methodology and recommendations.  

 

                                                 
1 Severity Assessment Code is numerical score given to an event, based on the consequence or outcome of the 
event and the likelihood that it will recur. SAC 1 & 2 are major adverse or serious and sentinel events.  
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Table 1: Adverse Events Metrics 
 

Measure - 14th November 2011 Actual Target Trend 

 
Number of Sac 1/ 2 incidents (scored) 

   

 
Number of Near miss reported 

   

Current Number of formal investigations in progress    

 
Days to completion of formal investigation 

   

0 8 

0 5 

15 36 

116 70 

 
Reducing the number of falls with harm is one of the goals of the ‘First Do No Harm’ 
regional programme and requires an accurate record of falls to form a baseline. It is 
recognised that voluntary reporting may not capture all events accurately so chart 
reviews were undertaken using discharge coding data and additional falls with 
fractures were identified. The 32 falls with harm for the 2010 / 2011 period is 
therefore higher than the previous year (9) due to the baseline audit and subsequent 
changes in the method of data collection and inclusion criteria. The increase in the 
number of adverse events in November (Table 1) is a result of these changes. The 
volume of investigations is also impacting on the days to completion which includes 
final review of actions by the Adverse Events Review Committee.  

Patient Experience  

The health care excellence criteria ask how the organisation listens to patients and 
gains information regarding their experience, and how this information informs 
improvement. As part of the Consumer and Community engagement framework it 
was recognised that the previous patient satisfaction survey was not meeting this 
need.  

A new patient experience survey has been developed based on the PICKER Institute 
with the ability to benchmark ADHB results internationally. The new online survey 
was launched in mid-October and offers every discharged patient that provides an 
email address with the opportunity to participate. The first report (appendix 1) rates 
hospitalisation in ADHB as an overall “positive experience” from 76% of responders 
based on data collected over a 3 week period. Over time we will analyse respondent 
demographics and identify opportunities to ensure feedback is obtained from a 
representative sample of our patients. We will report back to the Board after more 
data has been collated and analysed in February 2012. 

Hand Hygiene  

ADHB was the successful tenderer to provide leadership and implementation of a 
national hand hygiene programme. The Hand Hygiene NZ programme is one of three 
projects sponsored by HQ&SC which aims to reduce healthcare associated 
infections in New Zealand DHB’s. On acceptance of the leadership of this 
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programme, Dr Josh Freeman (Microbiologist) has been appointed as the clinical 
lead to the project.  

3.4 Support services  

A summary of the current position for performance indicators for Information 
Management, Human Resources and Finance/Shared Services is shown below:  

Service 
Number of 
indicators 

Exceptions 

Information 
management 

26 The exception for October relates to duplicate NHI 
numbers (featured indicator in the October Report) 
and Ethnicity Data (featured indicator in this 
month’s report). 

Human 
Resources 

40 There were no exceptions in October and the 
featured indicator for the month is discussed below.

Finance and 
shared services 

15 There were no exceptions in October and the 
featured indicator for the month is discussed below.

  
 
Featured Information Management indicator – Ethnicity Data Quality 

ADHB's rate of new registrations that have been created with an unspecified ethnicity 
code (i.e. ethnicity not stated or ethnicity unidentifiable) has been tracking 
consistently between 1.5 – 2.5%.  The MoH target has been less than or equal to 3% 
in previous years, and ADHB has achieved this historically.  For FY2012 the MoH 
target has been changed, so that DHBs are now expected to create new NHI 
registrations with less than or equal to 2% of cases having an unspecified ethnicity. 
This has had an adverse impact on ADHB's performance against this measure.   

 

 
 
 
ADHB's relative position on the DHB comparison table has remained constant over 
time.   
 
The following table reflects DHB performance for FY2012 Q1. 
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DHB 
New 
NHI 
Reg’s 

Total with 
Non-spec 
Code 

% MoH Rating 

West Coast 224 0 0.00% Outstanding 
Tairawhiti 222 2 0.90% Achieved 
Northland 695 8 1.15% Achieved 
Waikato 1408 19 1.35% Achieved 
Counties Manukau 2718 37 1.36% Achieved 
Lakes 602 10 1.66% Achieved 
Whanganui 218 4 1.83% Achieved 
Canterbury 1952 39 2.00% Achieved 
Auckland 3795 84 2.21% Partial achievement 
Hawkes Bay 742 17 2.29% Partial achievement 
Hutt 719 18 2.50% Partial achievement 
Capital and Coast 1434 41 2.86% Partial achievement 
Southern 2100 76 3.62% Partial achievement 
Bay of Plenty 990 45 4.55% Not achieved 
Wairarapa 172 8 4.65% Not achieved 
Nelson 
Marlborough 786 39 4.96% Not achieved 
Taranaki 561 36 6.42% Not achieved 
South Canterbury 194 13 6.70% Not achieved 
Waitemata 2582 222 8.60% Not achieved 
Midcentral 697 224 32.14% Not achieved 

 
The MoH target of 2% is a realistic goal for ADHB to achieve and work is underway 
with various services to promote an understanding of the value of accurate ethnicity 
data and the importance of compliance with patient registration best practice to 
improve the quality of our data. 

 
Featured Finance indicator G13.  Revenue to Fixed Assets 
 
This measure reflects the percentage of total revenue for the month to total fixed 
assets held in ADHB. 

Since the final quarter of the previous financial year (FY11), there has been an 
increase in this indicator to a percentage above 18% compared with the prior year 
average of approximately 17%. The change in the percentage is driven more by the 
movements in assets than revenue where (a) the June 2011 accounts recorded a 
property devaluation of $21.7million and (b) following the March 2011 establishment 
of the regional shared services agency there was a reclassification of the $20million 
of assets to be transferred in to the property intended for sale account. 

The following table illustrates movements in the indicator since July 2010.  

Jul‐10 Aug‐10 Sep‐10 Oct‐10 Nov‐10 Dec‐10 Jan‐11 Feb‐11 Mar‐11 Apr‐11 May‐11 Jun‐11 Jul‐11 Aug‐11 Sep‐11 Oct‐11

16.8% 16.8% 17.1% 16.4% 17.3% 17.3% 16.9% 17.6% 18.0% 18.2% 18.4% 19.0% 18.3% 18.8% 19.5% 18.8%  

 
Featured Human Resources indicator - F.22 Number of Serious Harm Work-
injuries  
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Definition of Serious Harm Work-Injuries 

According to the Health & Safety in Employment Act (1992) serious harm work-
injuries are defined as any work-injury that causes permanent or severe loss of bodily 
function. This includes death or requirement to stay in hospital for treatment and 
recovery for a period of 48 hours or more commencing within 7 days of an injury’s 
occurrence. All incidents of serious harm injuries occurring at ADHB must be 
reported to the Department of Labour immediately and in writing within 7 days. Also, 
all incidents are investigated by the OH&S Department. Serious harm clearly has a 
high impact on employee health and organisation productivity and requires 
immediate identification of causes and interventions implemented.  

Serious Harm Work-Injury Occurrences at the ADHB  

The Run Chart below (F.22) indicates a total of 47 occurrences from July 08 – 
October 11.  Almost all serious harm incidents reported over this time period were 
fractures, and around 50% of these were from employee slips and falls caused by 
‘unsafe’ hospital areas such as wet floors, uneven surfaces in entrances and car 
parks. Of the remaining incidents 25% were caused by employee handling of 
equipment, 15% due to employee involvement with sports activities with patients and 
10% related to other factors including workplace violence. 

November Indicator 

During the first 4 months of this fiscal year the number of serious harm occurrences 
was greater than usual, 8 compared to 3 in the same period last year. From these 8 
injuries, 2 were due to slips and falls, and 4 related to equipment. Additionally, one 
injury was from an employee playing sport with patients and one was due to an 
employee striking a locker. This spike in the level of serious harm work-injuries has 
also translated to an increase in the lost time injury frequency rate for the year to 
date.  

Remedies for Serious Harm Work-Injuries 

Targeted initiatives including training for employees, employee awareness 
programmes, and repairs to car parks/entrances/grass verges etc have been 
undertaken by OH&S, Quality, and relevant managers to combat serious harm work-
injuries with success. The number of serious harm work-injuries fell from 21 in 
2008/09 financial year to 9 in 2010/11 financial year. 

To address the recent increase in the level of serious harm work injuries an article 
has been written for the Occupational Health and Safety Directions (appendix 2) to 
ask managers to ensure their Slip/Trip/Fall checklists are completed and potential trip 
hazards are addressed. Additionally, the monthly team talk for Health and Safety 
Representatives this month will address slip and fall prevention. 
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3.5 Hospital services 

 
October month performance did not reach health target levels for elective services 
(94%), YTD performance was over 99%. Outsourcing, although still above budget, 
reduced markedly in October; for all populations outsource cases in October were 
157 (ADHB only 79 cases) compared to 291 (ADHB only 189) in September. 

FTE for the year to date remain below budget (10 FTE) but an unfavourable variance 
of 33 FTE has arisen in October that is to be addressed by the respective Health 
Service Groups. More than half of this variance (18 FTE) relates to a large backdated 
payment in respect of SMO job sizing that creates an FTE entry.  Additional 
resources are needed for Adult Orthopaedics OR capacity, Adult Neurosurgery OR 
capacity and increased session times at Greenlane in the New Year. These 
requirements will need to be accommodated by re-prioritising resources in other 
areas. 

Direct treatment costs were close to budget with the favourable variance of $400k 
year to date.  The Provider currently has a very favourable position on drugs costs 
representing lower than anticipated demand for haemophilia and cancer drugs; in 
both these cases there is a corresponding revenue impact as the drug utilisation is 
funded through IDF revenue.  Lower volumes and the Concord “Blood is a Gift” 
programme have also contributed to the favourable direct treatment costs  

Strong performance against the other Ministry of Health targets has continued.  Of 
particular note is the reduction in the cardiac wait list at 31 October to the Ministry 
target level. 

The net result for the provider at a deficit for the month of $3.3 million was 
unfavourable to budget by $3.6 million with the most significant variance relating to 
revenue $3.7 million below budget.  A significant component of this shortfall relates to 
IDF referral numbers being abnormally lower than planned during the weeks 
surrounding the Rugby World Cup.  
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3.6 Primary care and community services 

Community Pharmacy    

The northern region is continuing to progress and support the development for the 
new national pharmacy contract for 1 May 2012 start date. This is a significant 
undertaking and it is positive that four GMs and a lead CEO have now been 
appointed to the project.  Nevertheless the timelines are tight and the process will 
need to be managed carefully. 

A workshop was held on the 29 September to present the work completed with the 
pharmacy sector on progressing the Long Term Conditions aspect of the national 
pharmacy contract and a further workshop including the pharmacy programme 
managers has been scheduled for 25 November. 

With respect to the Auckland Region, the existing Metro Auckland Variation will be 
brought into line with the new national contract which allows the service specs for 
Gout (CMDHB), ECP (ADHB) and Medicines Utilisation Review (WDHB) to be further 
developed by each member of the regional work group. It is envisioned that each 
DHB may then be able to purchase volumes of each service according to need and 
specific pharmacies will have access to the contracts, but it will not be universal as it 
is currently.  

There are concerns that unless the pharmaceutical waste issue is rectified at a 
national level the metro variation may still be needed to support this at a local level. A 
national survey was undertaken around DHBs’ hospital and community 
pharmaceutical waste processes and currently interest in a national solution is being 
explored.  

Any metro variation proposals will be considered by the Regional Funding Forum 
(RFF), a date for this has not yet been set.  

Oral Health  

Currently the key activity in the oral health portfolio is the implementation of the Child 
and Adolescent Oral Health Business Case.  Work is progressing according to plan 
with the build of thirteen new clinics (one being a refurbishment) and purchase of four 
diagnostic mobiles (with a decision on an additional treatment mobile still pending). 

The building of the five first phase clinics have been completed and all are now 
treating patients. The five second phase clinics will be completed with the final three 
(Blockhouse Bay, Royal Oak and Ponsonby) seeing patients before the end of 
December.  Planning has begun for the three clinics in the final phase due for 
completion by mid 2012.  There are, however a number of issues regarding one 
school in this phase which are unlikely to be resolved in a satisfactory manner. 

Auckland Normal Intermediate have made the building of a clinic on their site 
conditional on a number of requirements including the construction of a new secure 
bike/scooter enclosure and various other upgrades unrelated to the clinic. These 
conditions are not acceptable to ADHB (or fair to all of the other schools who have 
been involved in dental clinic development) and thus the Project Steering Team is 
looking at alternative site options in the area. Greenlane Clinical Centre has been 
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suggested as a possible suitable site and the viability and design factors for this are 
being considered at the moment. 

Child Health 

B4 School Checks 

It is pleasing to note that first quarter reporting showed a significant improvement of 
performance compared to the previous year.  22% of all eligible children had 
received a check and 21% of children from high deprivation areas had received a 
check against an expected year to date target of 25%.  

Agreement has now been reached with Plunket to become an additional provider of 
checks and performance is expected to improve further once they begin undertaking 
checks by late October.  The B4SC Service Alliance Leadership Team is confident 
that the annual targets of 80% will be met or will be very close to being met by 
financial year end. 

Women’s Health 

Maternity Service Specifications 

The Ministry of Health has published a suite of new draft maternity services service 
specifications.  Both ADHB and Counties Manukau DHB had indicated concerns 
regarding a proposed change to the definition of post natal care that could have 
major capacity implications for DHBs whose systems depend upon transfer of 
women and babies to a primary maternity facility for post natal care.  The Ministry of 
Health has acknowledged these concerns and agreed changes and on this basis 
ADHB and Counties Manukau DHB have agreed to endorse the service 
specifications.  Both ADHB and CMDHB concerns have been largely allayed by the 
agreed amendments. 

The Ministry has also agreed to a change suggested by ADHB to the definition of a 
post natal stay which will have the effect of allowing flexibility around the length of 
post natal care depending on a woman’s need and choice. 

Cervical Screening 

ADHB has been the lead DHB on behalf of Waitemata and Counties Manukau DHBs 
for a contract with WONS for a mobile service providing cervical smears to priority 
women.  This contract was refocused in 2009 on cervical smears for priority women 
and tendered.  WONS won the tender but have struggled to achieve contracted 
volumes.  As a result WONS proposed that they exit the contract and this has been 
accepted following a number of meetings with them. 

It is of concern that the Auckland Region has the lowest rate of cervical smears in the 
country and the three DHBs are working closely with the National Screening Unit to 
identify effective strategies to improve the rates particularly for Maori, Pacific and 
Asian women as well as others who meet the criteria as priority women.  One of the 
strategies being considered is the establishment of Cervical Screening Coordinators 
in primary care to work with practices on ways to reach women and act as 
‘champions’.  There is also some evidence to show that offering free smears is an 
effective strategy to reach priority women. 
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Health of Older people 

Residential care 

The Seaside Sanctuary closure is underway, with 12 of the 20 residents having been 
relocated to new facilities off Waiheke without incident. Of the seven residents that 
remain, two have identified placement preferences and these are being progressed. 
For the remaining five, a small group home on Waiheke is being explored following 
clinical approval for each of the residents, and discussion with families and carers. 
ADHB is developing a tender document seeking small group home providers and 
Seaside Sanctuary has agreed to leave one wing of the facility running whilst this 
process is undertaken and appropriate alternatives are developed. This is an exciting 
opportunity for the population of Waiheke as a clinical panel has been convened to 
review new referrals for rest home care on the Island for suitability for small group 
homes in the future. Media and community attention remains high but weekly 
updates on progress from the ADHB seem to be reducing the one off reactive 
responses. 

Dementia Day Care 

This tender is now complete with negotiation underway with the preferred provider. 
This has been an extraordinarily positive outcome, with Selwyn Village committing to 
taking on all residents as well as staff from the Meadowbank service, including the 
transport service and the current driver. The continuity that this will provide is highly 
valued by the families of dementia clients. From November the service will operate 
from Selwyn Heights in Hillsborough, with an assurance that a property in the 
Eastern suburbs will be secured as a priority. All transport issues will be managed in 
the interim for Eastern Bays residents, however an analysis of the current client 
group has revealed that many travel from central Suburbs each day. The evaluation 
panel has therefore also agreed that the second placed proposal will be accepted to 
deliver an additional 15 places in Onehunga using new CFA funding for respite care 
from 1 July 2012. 

Palliative care 

Specific progress has been made in the last month in respect of integrating the 
services that are provided by Mercy Hospice Auckland and the ADHB District 
Nursing Service. Although this is a slow process, this is central to all other parts of 
the model succeeding. There has also been discussion in the past month about 
working regionally to build on the progress that ADHB has made with its Palliative 
Care redesign, as neither WDHB nor CMDHB have managed to get buy in from 
stakeholders as yet to even begin the conversation. 

Refugee Health Collaborative 

Practices continue to target their refugee populations. Current focus is on ensuring a 
manageable and sustainable approach to future funding to practices. An end of 
project evaluation is being developed for Feb/March 2012. 

 

50



Primary care 

GAIHN  

As reported previously, GAIHN is seeking further funding from the DHBs and both 
ADHB and WDHB have required that these requests be considered by their 
respective Audit and Finance Committees.  Consequently similar papers were 
prepared for consideration at the November meetings of both Committees.  The 
Committees agreed to a reduced level of funding focussed on the achievement of 
clear deliverables and that this, together with any request for additional funding in 
subsequent years, was to be managed through appropriately designed stage gates.  
The development of clear governance and project reporting processes were also 
requested. The paper also noted the funding implications if Waitemata PHO were to 
withdraw its partnership from GAIHN and the Committees required that the funding 
request be reduced accordingly. 

The GAIHN Alliance agreement has been signed by Auckland PHO, East Health and 
ProCare.  The agreement is currently going through Auckland DHB’s internal sign-off 
process.  As Waitemata PHO has still not yet confirmed their partnership in GAIHN, 
the agreement has been signed without their inclusion.  Waitemata PHO can be 
added into the GAIHN Alliance agreement at a later date if necessary.   Once the 
agreement has been signed by all parties, Sector Services will be instructed to 
prepare the PHO Variation and maximisation of Care Plus can begin.  The Ministry of 
Health will however only release the maximised Care Plus funds once the ALT has 
agreed on how this funding will be spent and that the DHB has contracted 
appropriately for this.  

A transition plan to shift the management of the Regional Annual Plan Projects to 
GAIHN has been developed and is being implemented.  However concern has been 
raised by the Regional Governance Group about the governance of these projects 
(and also the business cases) and greater transparency and structure in this respect 
is being requested. It is likely that the DHBs will continue to play a major role in the 
management of the Regional Annual Plan Projects. 

National Hauora Coalition (NHC)  

ALT Membership: The first workshop to re-establish the NHC ALT was held on 27 
October and hosted by He Kamaka Oranga at Auckland DHB. It is intended that the 
first formal meeting of the newly established ALTs (Auckland and Midland) will occur 
in early November. 

NHC and DHBs are developing the process for setting targets at both a local and 
national level for the PHO Performance Management Programme (PPP) as well as 
for the setting of baseline data and measurements for implementation plan targets.  

The DHBs have been clear that while NHC may create baseline data amalgamated 
from the historical PHOs for a national target, it is nevertheless expected that there 
will be improvement for those PHOs who may already be above the proposed 
national target. Local targets will be set between DHBs and locality providers. 
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Alliance Health + (AH+) 

AH+ have been addressing the need to improve performance of their organisation 
and began by reviewing governance.  As a result they have resolved to disband the 
current Board and establish an Interim Board while they go through a process to 
establish a new, more skills based Board.  The MoH has provided Pacific Provider 
Development funding to contract Health Partners to support this process.  In addition 
Health Partners will also support a review of management and related systems, and 
a review of contracts with regard to delivering value for money.  AH+ have fully 
briefed their DHB and other funders, who all are supportive of these actions. 

AH+ have appointed a new Clinical Director, Dr. Siobhan Trevelyan. Siobhan will be 
responsible for strengthening the clinical leadership and network within AH+.   

The AH+ Mt Wellington IFHC was officially launched on 20 October 2011 by the 
Prime Minister. 

3.7 Māori Health  
 
Work continues to be focussed on a broad range of activities relating to Māori health 
gain and the reduction of health inequalities across Auckland DHB’s region. A 
prominent aspect of this month’s update is the Māori Health Gain Advisory 
Committee (MHGAC)’s second meeting held on 19 October. You will note a number 
of activities reference actions and papers from this meeting, and, given the 
significance of work required in Māori health, will continue to be a prominent feature 
in many updates to come.  

Specific activities continue to cover a wide variety of work from primary care through 
to secondary and tertiary care. 

Particular focus has been placed on:  

 Implementation of the Better, Sooner, More Convenient (BSMC) initiative 

 Greater Auckland Integrated Health Network (GAIHN) 

 Alliance Health + (AH+) 

 National Hauora Coalition (the Coalition) 

 Whānau ora 

 Iwi Relationships 

 Regional projects to improve primary/secondary system efficiency. 

 

Implementation of the BSMC initiative 

GAIHN 

The successful BSMC business cases have been charged with developing strategies 
to reduce health inequalities. Given the striking inequalities between Māori and non-
Māori across various indicators, the Auckland DHB Māori health team have been 
working closely with GAIHN (as the largest provider of primary care services for 
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Māori in Auckland DHB’s catchment area) to develop strategies to reduce 
inequalities between Māori and non-Māori. High-level dialogue continues to occur, 
whilst a number of service level projects are being developed and progressed. In 
particular, a project involving ProCare Auckland PHO to increase the enrolment of 
Māori in PHOs has commenced. The project will review the quality of ethnicity data 
recorded by ProCare Auckland PHO in order to ascertain the accuracy of data before 
any specific initiatives that enable enrol are developed and implemented. 

AH+   

Work is currently being undertaken to review whānau ora within Auckland and 
Waitemata DHB regions (see Whānau Ora below). The focus of this work will be to 
reconcile both BSMC and Whānau ora strategies and activities to avoid duplication 
and ensure that the current infrastructure evolves appropriately. This will have a 
direct impact on AH+ activity as they are both a Whānau Ora Collective and BSMC 
business case.  

National Hauora Coalition 

The Coalition has achieved two key milestones this month. Firstly, the organisation 
has increased its capacity considerably through the integration of one of its largest 
member PHOs Te Hononga o Tamaki me Hoturoa (Te Hononga) based in Auckland. 
Te Hononga and other member PHOs exited their PHO agreements with their 
respective DHBs earlier in the year in order for the NHC to apply and receive their 
own PHO agreement, a milestone achieved in July of this year. The second key 
milestone achieved recently was the completion of the Alliance Leadership Team 
(ALT) selection process. Nominations were received from Coalition stakeholders for 
membership on its Auckland and Midlands ALTs. The nominations were assessed by 
a selection panel based on criteria developed at an ALT workshop which included 
representatives from member providers, Auckland and Counties-Manukau DHB, and 
the Ministry of Health. The selection panel’s recommendations are currently awaiting 
approval by the Ministry of Health. 

Whānau Ora 

The MHGAC at their recent meeting (dated 19 October 2011) approved a paper put 
forward by Waitemata DHB and Auckland DHB to undertake a stocktake of whānau 
ora activity in both areas. There are currently two clear whānau ora work streams 
emerging in our area, one Ministry of Health-led under BSMC and the other Te Puni 
Kōkiri-led under whānau ora, the latter the result of the much heralded Whānau Ora 
Taskforce Report. The stocktake will provide the MHGAC with information about the 
scope of work being undertaken that relates to whānau ora, and make it easier to 
assess ways in which the DHBs can provide support in these areas.  

Work specific to the DHB includes the implementation of a Devolution/Whānau Ora 
Centre Project and an Integrated Contract Project led by He Kamaka Oranga Māori 
Health, each of which are touchstones of the whānau ora policy. A Māori provider 
forum has also been established to promote more provider involvement in 
AUCKLAND DHB activities, and the building of relationships among providers and 
between the DHB and providers.  
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Iwi Relationships 

Māori staff from He Kamaka Oranga continue to support Te Runanga o Ngati 
Whatua – Te Kahu Pokere, and specifically, the completion of their sustainability 
plan. A brief has been circulated for review and advice from Dr Lester Levy, 
Chairman of Auckland DHB and Waitemata DHB. The option to obtain further 
expertise from Price Waterhouse Coopers in preparing a sustainability plan is being 
considered.  

The impetus for the plan has been the ongoing concern around the financial 
sustainability of Te Kahu Pokere as a MoU partner with the Auckland DHB. Te Kahu 
Pokere’s input into strategic activities is necessary to honour our MoU and Māori 
within our region who we are both accountable to. The Auckland DHB is committed 
to ensuring this relationship continues, and both partners are able to participate 
effectively.   

Tikanga 

The report on Tikanga and its application within AUCKLAND DHB commissioned by 
He Kamaka Oranga was presented at the MHGAC on October 19th gaining the 
support of the committee.  

Following a request by the Māori Health Advisory Committee of Auckland District 
Health Board, He Kamaka Oranga was commissioned to undertake an annual review 
of Auckland DHB Māori health expenditure. He Kamaka Oranga were requested to 
develop a framework for the determination of AUCKLAND DHB Māori health 
expenditure that could then be used as a basis for determining Māori Health Spend 
targets across Auckland District Health Board.  The MHGAC meeting of 19 October 
2011 approved this initiative and further requested that the committee be provided 
with an annual spend on a per capita basis and population proportions.  
 

Toi Oranga  

The Toi Oranga project looks at the development of a whānau ora focused healthy 
lifestyle pilot programme in a Māori education setting. This project will undertake 
health promotion/prevention and primary care activities to achieve whānau ora.   A 
draft project plan has been completed with GIS mapping that identifies the location of 
primary care providers, Marae, Māori medium education and school oral health 
centres. This will enable the most appropriate selection of education sites to 
participate in the Toi Oranga Whānau project. 

 

Youth Health 

A regional youth training initiative seeking to increase the capacity of primary care to 
effectively address key youth health issues has begun with a series of training 
sessions. These sessions were part of a joint Auckland DHB and Waitemata DHB 
approach that seeks to enhance the youth-friendliness of general practice and 
increase timely access to appropriate primary care services for young people. The 
first series of three training sessions were completed in October and these were 
attended by primary care staff from across the Metro Auckland region. A further five 
series of three sessions each will be held in Waitemata DHB and Auckland DHB over 
the next three months. 
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Mental Health 

In July Auckland DHB released a Request for Proposal for an iwi-based Māori mental 
health community based service. This RFP was developed to respond to the 
recommendations from the 2009 Māori mental health reconfiguration project which 
sought to develop an iwi based solution for Auckland DHBs kaupapa Māori 
community mental health services. The process included collaboration with Te Kahu 
Pokere, which resulted in a new provider to Auckland DHB, Mahitahi Trust, being 
selected for the provision of services. Mahitahi will focus on providing more support 
hours, a day programme, and residential care for Māori mental health consumers in 
Auckland. Auckland DHB are working with Mahitahi to transition clients from a former 
provider to the new service and supporting the development of Mahitahi’s 
implementation of the service. Mahitahi is expected to have the first component of 
the service operational by March 2012. 

The Regional Māori Mental Health Strategy was endorsed by both Regional Funding 
Forum and at the MHGAC at their October meeting. This strategy is aligned to the 
Māori health plans and will assist in supporting Māori mental health content in future 
regional services plans.   

Māori health plan development across the NGO sector is a key component when 
being audited and currently Auckland DHB is working to develop a standardised 
guideline, template and monitoring process to assist mental health providers to attain 
a level or service responsiveness to Māori that meets Māori needs. It is anticipated 
that this will be rolled out across all NGO providers funded by Auckland DHB. 

 

3.8  Pacific Health  

Pacific Best Practice Training (PBPT) 

Since the Launch in Nov 2010 of ADHB’s Pacific Best Practice Guidelines, education 
workshops have been delivered to over 500 ADHB staff.  Most staff are working in 
areas identified as having high Pacific patient utilisation rates. The attendees have 
included both clinical and non clinical staff. The focus of the training aligns to key 
objectives to deliver patient centred excellence for Pacific consumers and the wider 
Pacific community. Training has focused on:  

 All new staff coming into the organisation – at Welcome Day. 

 Health Service Groups with high Pacific utilisation rates and need. 

 Key occupational groups such as Dieticians, Nurses, Allied Health, ARPHS 
workers involved in Health promotion. 

From September this year, PBPT has been on offer: 

 Twice monthly via L&D kiosk for staff (Second and fourth Wednesday of 
every month, venues are either CEC or the Liggins theatre at GCC) 

 On request to any service groups outside of the 2 sessions per month. 
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To date, the evaluation from training has been extremely positive as well as 
constructive.   

We have received several requests from primary care providers and other DHBs for 
the programme to be delivered to their staff, however our priority has been ADHB 
staff and we are limited in our capacity to deliver the training elsewhere. 

ADHB HVAZ Programme 

Self management education (SME) for Pacific peoples with Chronic conditions 
in the community – HEHA funding 

Two 6 week SME classes are being held per month with an average of 25 Pacific 
participants completing the courses.  Two (Samoan-speaking) Pacific SME 6 week 
courses were completed in October, with HVAZ Latter Day Saints churches in Mt 
Wellington/Panmure and Royal Oak.  A total of 30 participants graduated with 4 
identified as potential Community Course Leaders. Both churches want to start 
exercise & nutrition classes – and have sought support from ADHB to identify and 
support the training of their own champions to deliver classes. Another 2 (English-
speaking) Pacific SME courses at 2 other churches are currently underway at week 4 
of their 6 week programme, ending in November, with a total of 23 participants.  

ADHB and WDHB Pacific teams’ collaborative projects 

The 2 Pacific team Managers meet fortnightly to discuss the development of a 
Regional Pacific plan with identified key priorities are underway. A combined ADHB 
and WDHB Pacific Health Advisory Committee is in progress. 

The Pacific Smoking Cessation service (with ARPHS) enrolments are tracking at 
33% of the minimum annual target.  There has been an increase in referrals to the 
service from the hospitals and primary care providers, with enrolment targets for 
ADHB clients being exceeded.  Ongoing promotion and recruitment to the service is 
an added effort, with mixed results. Overall the service is tracking well towards 
meeting its annual minimum enrolment target.  Promotion efforts have been 
persistent and concentrated mainly to increase client enrolments for WDHB.  Strong 
relationships with key contacts/stakeholders have contributed to additional networks 
and linkages in churches and community services. 

Pacific Youth Suicide Prevention and Postvention 

Pacific youth are disproportionately represented among suicides in ADHB.  This is a 
recent problem and not previously identified in published data. In the past Pacific 
rates of suicide were similar to NZ European deaths; data from the first 2 years of the 
ADHB CYMRG suggests that this is no longer the case.  Pacific youth are definitely 
now at increased risk and no longer remain the same as ‘other’ and is more in line 
with Maori (or even higher) (for CMDHB and ADHB). A joint approach by the 3 
regional Pacific managers of Auckland DHB’s is planned to urgently consider DHB 
Postvention and prevention strategies. A core Pacific reference group will be set up 
to consider priority actions which will contribute to DHB strategies for Pacific 
communities.  Currently there is no funding available to support this work. 
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3.9 Intersectoral relationships 

 
The ability of the health sector to achieve health gain on its own is limited in many 
areas where the determinants of health are social in nature.  The health sector 
therefore works with other sectors such as housing, income support, welfare and 
education in order to achieve its goals. Each month this part of the report focuses on 
topical intersectoral initiatives and projects.  

It is often difficult to directly influence outcomes due to the absence of direct authority 
over the processes and the lack of aligned strategic goals. As a result the best 
outcomes are often achieved through consultation, informal partnerships and working 
relationships and exchange of information. Good examples are the ADHB 
Immunisation Governance Group which has members from a wide range of other 
sectors, primary care and community organisations, and the initiative related to 
homeless people where the targets are clear and the action plan has a wide base of 
support from the various agencies involved. 

The special focus in this month’s report is on the ADHB Localities work. This is a 
Planning and Funding Project that aims to create the ‘conditions in which 
families/whanau can take greater control over their lives and maximize their health’.  

Localities are defined using the Auckland Council Local Board areas. They include all 
people usually resident in that Board area. A defining characteristic of the locality 
approach is its emphasis on intersectoral collaboration. This has included seeking 
partnerships with government and non-governmental agencies which have an 
influence on health and its wider determinants.   

A focus of the work has included the development of collaborative projects to 
undertake research with communities. This includes a partnership with Ka Mau Te 
Wero, a community non-government organisation and Auckland University of 
Technology (AUT) to undertake a community action research project in Tamaki. The 
research covers an exploration of all aspects of health and wellbeing.  

We are also collaborating on a second AUT supported research project being led by 
the Parnell Trust. This project is in response to a growing recognition that the 
demographic profile of the CBD is changing, including a growing number of young 
families. The research project is seeking to explore ‘community connectedness’ 
within the CBD. Feeling connected within local communities and knowing neighbours 
are important factors in promoting and protecting health.  

The Localities approach is also facilitating greater collaboration with agencies such 
as Ministry of Social Development (MSD) and the Department of Internal Affairs 
(DIA). Both these organisations are developing initiatives in the Mt Roskill area and 
ADHB is represented at a DIA convened group designed to support the project and 
the greater alignment of community development activity.  
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4 Board performance priorities  

The Board has set 10 priority areas. These have been mapped to the Regional and 
DAP goals and the key result areas specified by the MoH as follows:  

 

Regional goal 
Auckland DHB 

Goal 

Auckland DHB 
Key Result 

Areas 
Board Priorities 

Improved 
population health 

Lift the health of 
people living in 
the ADHB area 

Improved health 
status  

Chronic disease 
management 

Health of older people 

Improved patient 
experience 

Performance 
improvement 

Better quality 
care 

Increased patient 
safety 

Staff engagement 

New models of care 

Emergency care 

Elective surgery 

Shorter waiting times 
for cancer treatment 

Clinical leadership 

Culture 

Cost and 
productivity 
management 

Live within our 
means 

Economic 
sustainability 

Regionalisation through 
collaboration  

Living within our means 

 
Progress in each area is summarised in this report under three headings: 

Proceeding to plan

Issues being addressed

Target unlikely to be met

 Scope of the work programme 

 Current status 

 Expected outcome for the year 
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The information set out on the following pages summaries the projects that support the Board’s priorities and identifies the current phase and 
status of each project. The table below summaries the status of those projects and provides a summary of progress by comparing he position 
with last month. A negative figure in the last column therefore indicates the number of projects that have moved beyond that phase.  

 

The reduction in the number of projects reflects continued refinement of the project allocations and amalgamation of related projects wherever 
possible when work commences  

 
 

Project Overview 
 

  

Projects This Month Last Month Change 

Not Yet Started 0 0 0 

Planning 63 64 -1 

Implementation 10 9 1 

Completed 0 0 0 

Cancelled 0 0 0 

Totals 73 73 0 
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Priority Status 
 
Board Priority Description    

1 Emergency Care 95% of patients are admitted, discharged or transferred from adult and children’s EDs within 6 hours 

  95% of patients admitted, discharged or transferred from Adult and Child Emergency Departments 
within six hours in October.   There are a number of going initiatives within both the Adult and Child 
departments to maintain and improve this achievement.  
 

Projects Phase On 
Time 

On 
Budget 

Expected 
Outcome 

1044 - Implement primary care initiatives to reduce acute hospital presentations that could have 
been prevented with earlier intervention 

Measure    

1046 - Streamline and improve the process of referral to inpatient specialties and admission to 
the inpatient ward or discharge 

Improve    

1047 - Reduce inpatient length of stay Improve    
1045 - Streamline Emergency Department processes to reduce the time to be seen in the 
Emergency Department 

Define    

2 Elective Surgery Achieve the number of elective procedures specified in the DAP 

  Quarterly 1 performance was 101% to target.  October 2011 was 94% against the health target and the 
services are reviewing their production plan at a daily and weekly level to achieve the Q1 target. 
Services have scheduled some volumes into Q2 and Q3 for increased lists and outsourcing. 

Projects Phase On 
Time 

On 
Budget 

Expected 
Outcome 

978 - Increase surgical and inpatient bed capacity  Define    
981 - Improve outpatient efficiency and patient experience  Define    
983 - Implementation of Production Planning by service area Define    
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980 - Improve Pre Admission Process Define    
982 - Reduce waiting time for patients for First Specialist Assessment and Elective Surgery Define    
3 Shorter waits for cancer treatment Radiation treatment within four weeks of first specialist assessment and medical oncology within 

agreed DAP timelines 

  In October 100% of eligible patients were treated within the four week target timeline.  As at 31 October 
Radiation Oncology had delivered to the target for 553 consecutive days. A delay waitlist report 
enables daily monitoring and immediate remedial action if required. Initiatives continue to be 
implemented to maintain service delivery.   The Aria project – development of a electronic record 
system – is expected to complete in December.  

Projects Phase On 
Time 

On 
Budget 

Expected 
Outcome 

1043 - Establish a service delivery model aligned with the recommendations outlined in the 
Radiation Therapy Strategic Plan 

Define    

4 Health of Older People Integrate and streamline services, one point of entry to specialists, specialised inpatient areas for 
stroke, dementia and delirium, co-ordination of discharge planning, improve respite care and ensure 
effective outreach programmes (primary and community) 

  Regional clinical network is being established with first meeting planned for 17 November.   
HSG leadership team beginning discussion with key clinicians on areas of focus for longer term 
strategy deployment.  Work continues with ARC to support nursing workforce. 

Projects Phase On 
Time 

On 
Budget 

Expected 
Outcome 

1020 - Review specialist support to Aged Residential Care Define    
1015 - Establishment of the Regional Clinical Network Define    
1019 - Implement pathways for Older People with Cognitive Decline Define    
1018 - Review and evaluate capacity for respite care Define    
1021 - Scope workforce shortages Define    
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1017 - Review rates of access to Aged Residential Care by age across the region Define    
1016 - Services closer to home that are more flexible and responsive Define    
5 Clinical Leadership Leadership from bedside to boardroom, clinicians involved in all strategic and operational decisions, 

leadership development for clinicians and development, management and monitoring of clinical 
networks 

  Recruitment for the remaining 3 level 2 roles is in progress. The clinical leaders group meetings are 
now business as usual with accountability for clinical governance and reporting to HAC. 

Projects Phase On 
Time 

On 
Budget 

Expected 
Outcome 

1102 - Develop a talent identification and development programme for future clinical leaders Define    
1100 - Support the development of, and provide leadership to, implement regional/national 
multidisciplinary clinical networks, inclusive of whole of sector participation 

Control    

1099 - Develop and implement a comprehensive leadership programme for clinical leaders and 
senior managers 

Define    

1101 - Develop and implement Auckland DHB Leadership Framework Measure    
1098 - Continue to implement the clinical leadership model for level 2 and 3 Improve    
6 Culture Professionalism, clinical excellence coupled with patient service and  improved communication with 

patients 

  Overall we are progressing well with the development of the healthcare excellence framework. We 
have draft plans for community and patient and engaged workforce. We are planning to do our first 
evaluation in March next year. 

Projects Phase On 
Time 

On 
Budget 

Expected 
Outcome 

1053 - Improve Risk Mitigation Management and Root Cause Analysis Analyse    
1055 - Improve Feedback Process Define    
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1054 - Establish an integrated complaints framework  Define    
1051 - Continue to implement our consumer and community engagement framework Control    
1052 - Bereavement management framework is developed and implemented Define    
1050 - Introduce a staff engagement survey tool Define    
1048 - Develop a culture of patient safety, open disclosure, timely and empathetic communication Define    
1049 - Develop our clinical leaders and managers to be more effective at developing culture and 
taking action within our management operating system 

Define    

7 New Models of Care New models of care for fast stream elective surgery, readmission prevention, Whanau Ora, health 
promotion, children and young persons and older people 

  Good progress is being made in a number of initiatives.  Releasing Time to Care has a review 
underway to ensure project planning for deployment, resourcing and improved capture of direct care 
time /benefits. The Haematology clinical net work has been established, with clinical, management and 
funder membership from each of the 4 Northern region DHBs plus additional clinical representation 
from Midland DHB.   Administrative support is provided by the Northern Region Cancer network.  
Significant progress made for improving outcomes for people with COPD, with the presentation to 
GAIHN clinical network team 19.10.11 on implementation of COPD clinical pathway including 
spirometry, pulmonary rehab and self management. Proposal accepted subject to approval by Alliance 
Leadership Team. 

Projects Phase On 
Time 

On 
Budget 

Expected 
Outcome 

1072 - New model of care to integrate kidney disease prevention, early intervention, and chronic 
kidney disease management services 

Define    

1071 - Renal Services will work in partnership with primary care to design, devolve, and deliver 
Adult Haemodialysis (AH) for patients who are unable to home dialyse 

Define    

1064 - Scope low secure rehabilitation service for high and complex needs Define    
1069 - Establish a regional mechanism to strengthen the delivery capacity of palliative care 
providers 

Define    
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1062 - Increase awareness of mental health services Define    
1057 - Increase the number of wards in Adults, Children’s, Cancer, Cardiothoracic and Mental 
Health services using Releasing Time to Care 

Define    

1068 - Continue regional bowel tumour stream development and service improvement in care 
pathways 

Analyse    

1066 - Implement medical oncology service improvements Define    
1063 - Increase responsiveness to those with a coexisting problem (CEP) Define    
1070 - Participate in the establishment of a Haematology Clinical network Measure    
1067 - Continue regional lung tumour stream development and service improvement in care 
pathways 

Improve    

1061 - Develop new services Define    
1058 - Implement the productive operating theatre programme/lean improvement programmes 
(TPOR) 

Define    

1075 - Improve the outcomes for people with COPD Analyse    
1073 - Agree the principles which will inform a new service design for rehabilitation services Define    
8 Chronic disease management Better assessment of cardiovascular risk, enhanced treatment for heart disease and diabetes, reduced 

waiting times for elective cardiac surgery and clinical pathways to be across the care continuum 

  Cultural-specific courses are being developed to support self management of long term conditions 
including diabetes and CVD. The diabetic retinal screening community programme is delayed by roll 
out of the software, but should be in place early in the New Year.  

Projects Phase On 
Time 

On 
Budget 

Expected 
Outcome 

990 - Report on care planning for people screened who either have diabetes or a risk assessment 
>15% 

Define    

992 - Implement a community retinal screening service Control    
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989 - Evaluate 2 community-based cardiac rehabilitation programmes Define    
993 - Raise PHO awareness re Diabetes Get Checked programme for diabetic patients -- 
practices encouraged to keep Get Checked in high awareness  

Define    

9 Regionalisation through 
Collaboration 

Collaboration as an overriding principle undertaken with studious intent and with a special focus on 
Waitemata DHB  

  There have been a number of project activities at regional level. The NRHP has published the first quarterly 
results against the plan. All streams are revising indicators and diabetes and cardiac are working to have 
individual and practice level data available for comparisons.  The project “do no harm’ has local baseline 
measurement for falls with harm completed and process for baseline measurement for pressure injury have been 
agreed. CLAB programme implementation on track in all 3 ICUs. Global Trigger Tool case reviews commenced.  

Projects Phase On 
Time 

On 
Budget 

Expected 
Outcome 

1129 - The stronger bilateral opportunity offered by a shared chair and Maori board membership 
will allow us to optimise service planning and delivery across our two organisations 

Define    

1128 - Reduce back-office costs through standardisation and consolidation of systems and 
processes in the regional entity 

Define    

1127 - The informed patient Define    
1126 - Life and Years Define    
1125 - First Do No Harm: Regional work to improve patient safety Analyse    
10 Living within our Means Financial deficits are not acceptable under any circumstances 

  The major feature of October was the reduction in the level of IDF referrals being received compared 
with budget. Although a portion of this IDF revenue reduction was reflected in lower direct treatment 
costs, this cost reduction was offset by higher outsourcing costs than budgeted.  A full report is 
included in the Audit & Finance Committee papers.  
 
A portfolio of projects have been included in HSG plans and projects are underway to deliver the 
targeted improvements. Concord continues to consider new projects and inventory management is 
currently being reviewed. Further information about clinical supply overuse will inform specific projects. 
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Remanufacture of single use devices will be led by WDHB and ADHB proposes to join this project. 

Projects Phase On 
Time 

On 
Budget 

Expected 
Outcome 

1116 - Strengthen collaboration within and outside the organisation Define    
1118 - Non Clinical: Implement new Health Alliance organisation Analyse    
1109 - Managing Administration and Management staff numbers within the cap Control    
1114 - Utilisation of new and existing clinical supplies monitored for clinical effectiveness Define    
1115 - Leverage national and local procurement for clinical supplies Define    
1112 - Deliver productivity and quality gains by HSG Improve    
1120 - Waitemata and Auckland DHBs integrate services where there is service quality and cost 
opportunities 

Define    

1107 - People Cost Define    
1110 - Manage and review impact of MECA Settlements Define    
1108 - Disciplined management of FTE numbers, annual leave, sick leave and CME Define    
1119 - National contracts to transfer to NHB Define    
1104 - Elective volume and funding: Implementing a patient and operations planning process to 
ensure early visibility of variances to plan and corrective action 

Improve    

1106 - Disciplined volume and funding risk management for IDFs. Continue IDF relationship 
management process with key IDF customers 

Analyse    

1103 - Disciplined volume and funding risk management for the Auckland DHB Population Define    
1105 - Acute volumes: Manage volume and cost risk through productivity improvement and 
BSMC initiatives 

Improve    

1122 - Ensure BSMC + 3 Business cases deliver improved processes and realise the planned 
benefit from defined projects 

Define    
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1124 - Oral Health capital expenditure programme within budget Define    
1121 - Manage contracts within budget , with particular focus on Community Pharmacy, 
Laboratories, Rest homes 

Define    

1123 - NHB new payment system eliminates transaction error Define     
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5  Northern Regional Health Plan – 1st Quarter Report 
 
Below summarises progress against the 10 deliverables.  Progress has been good, 
with action occurring within all health targets.  Some are more advanced than others.  
ADHB retinal screening rates are set to improve now that technology has been rolled 
out and contacts with community providers confirmed and ADHB palliative care team 
have secured Ministry of Health funding to continue the roll out of Advanced Care 
Plans.  For other targets, progress is at the discussion stage, such as surgical 
treatment for lung cancer, harmful falls and pressure injuries all have plans to collect 
and review additional data.  More details on progress for the 1st Quarter is available in 
Appendix 3. 

1 Achieve and maintain the 
Minister’s Health Targets 

 See Minister’s Health 
Target reports  

ADHB progress 

2 Reduce the number of 
harmful falls in our 
hospitals by 20% 

Baseline 
to be set 
in Q2 

The methodology to 
measure baseline has 
been agreed in Q1.  The 
results are expected to 
commence in Q2 

The top five areas of concern for falls at 
ADHB (provider arm) are A+ Links, 
General Medicine, Rehab Plus, General 
Surgery and OPH Specialist Mental 
Health. 20% of falls are repeat falls and 
this is a target population. With the 
exception of falls with major harm, falls 
with minor injury are not aggregated or 
reported, nor are costs associated with 
falls identified. An audit of all RMPro data 
has been completed for 2009/2010 year, 
with 32 Falls with Harm identified. Q2 will 
focus on determining how to grade falls, 
checking the accuracy of falls reporting, 
developing a cost model, agreeing on 
interventions and how to measure 
success. The ADHB Steering Group 
includes members from the ARC sector to 
share learning’s and take a “whole of 
system” view as much as possible. 

3 Reduce the number of 
patients who have 
pressure injuries in 
hospital or aged 
residential care by 20% 

Baseline 
to be set 
in Q2 

The methodology to 
measure baseline has 
been agreed in Q1.  The 
results are expected to 
commence in Q2 

Currently ADHB provider arm pressure 
injuries are self reported by RMPro. The 
rate of hospital acquired pressure injury 
per 1000 bed-days is reported with the 
highest in the adult medical and OPH 
wards. Significant investment has already 
been made in educating the ARC sector 
and ADHB now has agreement to report 
pressure areas as part of the Clinical 
Network activity. A Provider Arm baseline 
audit will be completed during Q 3 The 
ADHB Steering Group also includes 
members from the ARC sector to share 
learning’s and take a “whole of system” 
view as much as possible.  

4 Ensure 50% of patients 
with lung cancer will have 

37.5% Note:  57% of primary 
lung cancer patients had 

The discrepancy in results (MDT 
presentation vs receipt of referral) can be 
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first surgical treatment 
within 14 days of 
multidisciplinary meeting 

surgery as first treatment 
within 14 days from the 
time the referral was 
received by the cardiac 
surgical team.2 

explained by a significant number of 
patients requiring additional investigation 
between the two processes as a result of 
the MDT discussion. The target may need 
to be refined given the co-morbidities 
patients with lung cancer have, and the 
need in some cases to delay surgery 
whilst other clinical problems are 
addressed. Further data is required to 
determine if certain populations 
experience more delays than others. 

5 70% of patients admitted 
with acute coronary 
syndrome will go from 
‘door to catheter 
laboratory’ within 72 
hours 

 Result not available in 
Q1. 
 
 

As ADHB is the regional provider of this 
service we know that our population is 
well served as this has been the standard 
of care for two years. The Cardiac Clinical 
Network has focused on improving 
access for WDHB and CMDHB 
populations (this is not feasible for 
NDHB). 

6 Increase to 80% the 
number of high needs 
diabetes patients with 
microalbuminuria / 
proteinuria who are taking 
ACE/ARB 

 Result not available in 
Q1. 
 
 

Both the Diabetes and Cardiac clinical 
networks have focused on processes to 
obtain practice level and patient level data 
to inform their workstreams. Once this is 
possible the networks will be able to 
target those individual GP practices 
where there is variance. 

7 Undertake retinal 
screening on 4,500 
additional people in metro 
Auckland area 

 See Appendix B.  While 
the results for this quarter 
were less than the 
average required to meet 
the target, DHBs are 
expected to increase 
numbers when the new 
IS management system is 
implemented in Q2/3. 

Retinal screening has required software 
implementation and roll out, and 
contracting with community providers. 
This has been completed and access will 
now increase for the ADHB population. 

8 For each DHB train 2 
more specialist nurses 
and 3 diabetes nurse 
specialists as prescribers  

 Priority for network in Q2 ADHB has already trained 4 diabetes 
nurse specialists with prescribing rights. 

9 Complete Whanau Ora 
Assessment for targeted 
population 

 Result not available in 
Q1. 
 

Discussions are ongoing with NHC about 
engagement on Whanau Ora 
deliverables. 

10 500 patients will have 
discussion regarding 
Advance Care Plans 

 71 patients have had 
ACP discussions.   
Actions on track to 
increase number.  

ADHB has the only established palliative 
care clinic with access to ACP. The tools 
have been developed and trialled at 
ADHB and the team have secured MOH 
support for the continued roll out of ACP. 
Applications for training at level 2 and 3 
ACP practitioners have closed with high 
degree of interest from our clinical staff. 

                                                 
2 The difference in the results is due to the short time lag between the MDM decision and referring the patient to the wait 
list.   
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Appendix 1 Patient Experience Newsletter 
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http://www.arphs.govt.nz/Portals/0/Documents/submissions/ARPHSsubmissiontotheDraftAucklandPlan.pdf


http://www.aucklandcouncil.govt.nz/EN/AboutCouncil/PlansPoliciesPublications/theaucklandplan/Pages/theaucklandplan.aspx?utm_source=homepage%2Bpromo%2Btile&utm_medium=website&utm_campaign=Auckland%2BPlan
http://www.aucklandcouncil.govt.nz/EN/AboutCouncil/PlansPoliciesPublications/theaucklandplan/Pages/theaucklandplan.aspx?utm_source=homepage%2Bpromo%2Btile&utm_medium=website&utm_campaign=Auckland%2BPlan
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	Prepared by: Andy Roche (Policy Analyst Auckland Regional Public Health Service)on behalf of:  Denis Jury (Chief Planning and Funding Officer Auckland DHB), Janine Pratt (Group Planning Manager Waitemata DHB), Doone Winnard (Public Health Physician Counties Manukau DHB), Frank Booth (Service Manager Auckland Regional Public Health Service) and the other members of the Auckland Unleashed Working Group. 
	Glossary
	Purpose
	Recommendation
	Summary

	10.1 Audit and Finance Committee Recommendations.pdf
	ADHB Board
	Author:           Ian Bell (8077)
	Subject:        Northern Region Telecommunications Contracts
	ADHB Board
	Author:           Ian Bell 8077)
	Subject:        Lease 615 New North Road, Morningside

	12.1  Board Resolution Public Exclusion 7 December 2011.pdf
	Clauses 32 and 33, Schedule 3, 
	New Zealand Public Health and Disability Act 2000 (“Act”)
	That, in accordance with the provisions of Schedule 3, Clauses 32 and 33, of the New Zealand Public Health and Disability Act 2000, the public be excluded for consideration of Item 12


	7.1 Chief Executive's Report 7 Dec 11 mtg.pdf
	Introduction
	1 Events and news in October 
	1.1 Events 
	1.2 People
	1.3  Media

	2 Events and news in November 
	2.1 Events

	3 Healthcare system report 
	3.2  Financial performance 
	3.3 Clinical quality and professional governance

	3.4 Support services 
	3.5 Hospital services
	3.6 Primary care and community services
	3.8  Pacific Health 
	3.9 Intersectoral relationships
	4 Board performance priorities 
	5  Northern Regional Health Plan – 1st Quarter Report
	Appendix 3 Northern Region Health Plan Quarter 1 Report 25 Oct 2011 (2) (2).pdf
	Contents
	1.  Summary 
	2.  Progress for the top 10 commitments
	3. Progress summary for the workstreams
	6.  Financials
	Appendix A:  National Health Targets


	7.2 Minister's Six Health Priorities 7 Dec 11 mtg.pdf
	MoH Targets 7 Dec 11 mtg pdf.pdf
	Slide Number 1
	Slide Number 2
	Slide Number 3
	Slide Number 4
	Slide Number 5
	Slide Number 6
	Slide Number 7
	Project: Diabetes�Primary Objectives: Increase the percentage of people with diabetes accessing and attending their free annual diabetes  get check�Date of Delivery: 55% June 2011�Clinical Lead: Gayl Humphrey�Project Sponsor: Dr Denis Jury�Steering Group: Primary Care Clinical Advisory Group, Auckland Diabetes Advisory Team
	Project: Diabetes�Primary Objectives: Increase the percentage of people with diabetes having satisfactory or better diabetes management �Date of Delivery: 79% of people with diabetes will have a HbA1c ≤8%�Clinical Lead: Gayl Humphrey�Project Sponsor: Dr Denis Jury�Steering Group: Primary Care Clinical Advisory Group, Auckland Diabetes Advisory Team �
	Project: Cardiovascular Risk Assessment �Primary Objectives: Increase the percentage of our eligible population who have had their CVD risk, assessed in the last five years�Date of Delivery: Overall goal is to have 80% of eligible population CVD risk assessed every five years. �Clinical Lead: Gayl Humphrey�Project Sponsor: Dr Denis Jury �Steering Group:  Primary Care Clinical Advisory Team 
	����Project: Increased Immunisation�Primary goal: That 85% of two-year olds will be fully immunised by July 2010, 91% by July 2011 and 95% by July 2012�Date of Delivery: 1 July 2010, 1 July 2011 and 1 July 2012�Clinical Lead:  Richard Aickin�Project Sponsor: Richard Aickin�Steering Group:  Richard Aickin, Carol Stott, Aroha Haggie, Hilda Faasalele, Ruth Bijl, Alison Leversha, IMAC, Auckland PHO, Public Health, Plunket, Commissioner for Children Office, Ministry of Health�





