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Current and Future Issues in Infection for BOPDHB 
 
 
SUBMITTED TO:  
 
Bay of Plenty Hospital Advisory Committee 4th March 2020  
 
Prepared by: Dr Kate Grimwade, Infectious Diseases Physician 
 
Endorsed and 
Submitted by: Pete Chandler, Chief Operating Officer  
 
 
 
RECOMMENDED RESOLUTION: 
That the Committee note the attached report for information which will accompany the 
presentation by Dr Grimwade.  
 
 
BACKGROUND: 
A presentation will be given on the key current issues involving infection for the DHB and 
discuss future challenges, including the situation faced with COVID-19. 
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Surveillance and control of Multi-drug resistant organisms in BOPDHB 
 

A proposed approach in the context of new national guidelines 
 

Introduction 
 
Antimicrobial resistance (AMR) is a growing threat to the entire New Zealand population and globally 
because it hinders our ability to manage infections. Without effective antimicrobials to prevent and treat 
infections, routine surgeries and medical and cancer treatments (such as chemotherapy) will become 
increasingly less safe. In response to the growing global threat of AMR, in August 2017, the Ministry of 
Health and Ministry for Primary Industries released the New Zealand Antimicrobial Resistance Action 
Plan (Ministry of Health and Ministry for Primary Industries 2017). 
 
To date the rates of multi-drug resistant organisms in New Zealand, and more specifically, within the 
Bay of Plenty District Health Board, has remained low.  However, this reflects opportunistic detection of 
organisms with resistance mechanisms rather than the result of a systematic surveillance approach.  The 
very real risk of multi-drug resistant organisms becoming established within our community, as 
evidenced from recent outbreaks in other DHBs (CMDHB, HVDHB) coupled with the publication of 
national recommendations setting out expectations for healthcare providers (Infection Prevention and 
Control and Management of Carbapenemase-producing Enterobacteriaceae; Guidelines for health care 
providers in New Zealand acute and residential care facilities) demands a DHB level approach to pro-
active screening, surveillance and management of these and other organisms. 
 
 
Multi-drug resistant organisms 
 
Multi-drug resistant organisms are pathogens for which there is resistance to multiple first line 
antibacterial drug options leading to compromised treatment choices.  Patients with such infections 
frequently receive significant delays in getting appropriate antibiotic treatment due to the resistance 
pattern and with increasing range of resistance the options for any form of appropriate treatment can 
become highly restricted. Such organisms have the potential for spread between individuals with 
hospital and long-term care facilities offering increased risk for those affected due to other medical 
problems or co-existing frailness in this population.   
 
The commonest MDROs to date in New Zealand have been Methicillin-resistant Staphylococcus 
aureus, (MRSA), a common skin organism that has resistance to the most commonly used and most 
effective antibiotic flucloxacillin; and Extended spectrum beta-lactamase (ESBL) producing organisms 
which are usually bugs coming from the bowel that can then cause a range of infection from urinary 
tract organisms to life threatening septicaemia. These latter organisms have resistance to antibiotics 
used in this setting - consistently all penicillins and cephalosporins including the more modern drugs 
that have previously been the mainstay of treatment of severe infection.  The nature of how such 
resistance occurs means that there are often other drugs that the organism has become resistant to.  
This often means that there are minimal treatment options with a class of drugs called carbapenems 
offering the last line of defence. 
 
As might be expected with widespread use of any antibiotics, resistance has emerged to this last line 
drug class and spread rapidly across the world in recent years.  Organisms carrying this resistance ability 
(otherwise referred to as resistance mechanism) are called Carbapenemase-producing 
Enterobacteriaceae (CPE) - organisms from the gut (Enterobacteriaceae) which carry a gene to 
produce a carbapenemase - a substance that will break down carbapenem drugs (as well as most other 
antibiotics) and render them ineffective.  These organisms are therefore very difficult to treat and some 
have no treatment options at all. 
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Fewer CPE cases have been seen to date in New Zealand than in other countries but rates are rising (see 
fig 1) and in the last year outbreaks have been seen in the Burns Unit at Middlemore Hospital and in the 
community in the Hutt Valley. 
 

 
 
ESR data 
 
 
Enterococci are organisms that lead to infections in individuals with underlying medical conditions or 
with devices implanted where the infection can focus such as prosthetic joints, heart valves or dialysis 
lines. They can lead to very persistent infection.  Due to the natural sensitivities of this organism there 
are few antibiotic options for this infection, with Amoxicillin being the mainstay of treatment and 
vancomycin used when there is resistance to amoxicillin. Organisms can develop or acquire mutations 
that make them resistant to these drugs at which point they are referred to as Vancomycin resistant 
Enterococci (VRE).  
 
VRE can become established within units where there are high levels of patients at risk from such 
infection, particularly renal and haematology units and once established can be difficult to eradicate. 
 
The most recent MDRO to gain international significance including major hospital based outbreaks is 
Candida auris. Candida is a fungus that infects sick patients of all causes but in particular outbreaks of 
this species have been seen in ICU settings and burns units.  In these outbreaks, unlike many other 
Candida species, the organism has been resistant to many if not all currently available antifungal drugs.  
To date no cases have been identified in NZ. 
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Challenges 
There are a number of important behaviours common to all of these MDROs: 
1) Infection vs colonisation - we live alongside most of our organisms without disease for most of 

the time. Organisms may live within our normal microbiome (bacteria community or flora) in the 
gut, respiratory tract, skin and genitourinary tract.  We often develop the infections that make us 
unwell from our own colonising organisms.  The MDROs, once acquired, live within our normal 
bacterial flora but carry the risk of causing infection, particularly where the host becomes sick with 
other problems.  There is also the potential for passing on these MDROs to others particularly within 
institutional settings such as healthcare or long-term care facilities. Whilst patients with infection will 
be symptomatic and draw attention to themselves for further investigation, colonisation is silent and 
yet the patient may still be transmitting the organisms to others during that time. 

2) Potential for environmental contamination and transmission - most of the MDROs are able to 
contaminate surfaces or equipment around the person who is carrying them.  This means that there 
is potential for them to be transmitted to others coming into contact with that surface unless there 
is effective cleaning to eradicate such contamination. This has been shown to be a potentiating 
factor for many outbreaks in hospital settings e.g. the recent Candida auris outbreak in Oxford 
affecting over 40 ICU patients which was tracked down to contaminated temperature probes. 

3) The development and spread of all MDROs is potentiated and driven by the use of antibiotics. 
Where a patient is colonised by an MDRO, antibiotic usage will lead to persistence of the organism 
in the patient’s flora and increase the risk of any infection in that individual being due to an MDRO.  
Minimising inappropriate antibiotic usage through antimicrobial stewardship is therefore a pillar of 
prevention and management of these organisms. 

 
 
 
Current state of play in BOPDHB 
MDROs are monitored closely as part of the Infection Prevention and Control Plan and rates reviewed 
monthly at the IP&C committee meetings.  Low but persistent rates of MRSA and ESBL-producing 
organisms are seen but other organisms such as VRE and CPE are seen rarely. 
 
Most MDRO identification is via investigation for pathology rather than via screening protocols. 
Currently little systematic screening for MDROs is performed in BOPDHB - limited to screening patients 
directly transferred from another hospital for MRSA, and more recently ESBL and VRE; and within the 
last year screening has been recommended for admitted patients who have been in an overseas 
hospital in the last two years, or travelled in Asia in the past year.  Neither protocol is well adhered to. 
 
Additionally, spread of multi-drug resistant Enterobacteriaceae in long-term care facilities worldwide 
indicates that these facilities are increasingly identified as reservoirs of antibiotic resistance, particularly 
associated with microorganisms that colonise the human host without currently causing active infection. 
The literature includes numerous analyses, showing that a previous stay in a long-term care facility is a 
risk factor for the subsequent onset of infection with multi-drug resistant gram-negative bacteria, 
including those with carbapenemases (Wilson et al 2016). Currently we do not perform any screening on 
patients admitted from long term care facilities. 
 
Once identified as colonised with an MDRO, a flowchart determines the requirement for isolation.  
Isolation is minimised to those patients carrying an MDRO with significant risk for hospital based spread 
and clinical impact as a result of limited isolation resources.  In recent years, increasing data around 
ESBL-producing E.coli and non-multi resistant MRSA demonstrating widespread circulation in the 
community as opposed to a hospital based transmission pattern has allowed us, in line with most other 
institutions, to remove isolation for these organisms. However, given the growing issue of antimicrobial 
resistance, the pressure on our isolation beds continues to grow. 
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Proposed screening strategy for BOPDHB 
 
In line with the requirements of the new Ministry Guidelines a new screening and management strategy 
for MDROs has been developed by a team made up of local Infectious Diseases Physicians, Clinical 
Microbiologists, Lab Scientists and Infection Prevention and Control Nurses (BOP and Lakes).  Due to 
our close working relationship with Lakes DHB, with shared microbiology and ID provision, this strategy 
is designed for both DHBs.   
 
The screening strategy, as detailed in the table below, identifies different risk populations and stipulates 
required screening as well as the requirements for isolation whilst results are pending. 
 

MDRO screening requirements 
 

 
Who Screen for Specimens required Isolation on 

admission  

All patients admitted 
from rest homes/LTCFs 

• ESBL, CPE 
• DO NOT rescreen if 

screened within past 1 
month 

• 1x faeces (preferred) or 2x 
rectal swabs 

• NO  

Travellers to Asia/Indian 
subcontinent in the past 
12 months 

• ESBL, CPE • 1x faeces (preferred) or 2x 
rectal swabs 

• YES 

Hospitalised overseas in 
the past 12 months 
• Including direct 

transfers 

• MRSA, VRE, ESBL, CPE 
• Candida auris if 

hospitalised overseas 
within past 1 month 

• 1x nasal swab 
• 1x groin swab 
• 1x faeces (preferred) or 3x 

rectal swabs 
• Add 1x axillary swab if 

screening for Candida 
auris 

• YES 

Transfers from New 
Zealand hospitals 
outside of this DHB 

• MRSA, VRE, ESBL, CPE • 1x nasal swab 
• 1x groin swab 
• 1x faeces (preferred) or 3x 

rectal swabs 

• YES 

Previously known or 
household contact with 
MDRO 
• Excluding non-

multiresistant MRSA 
(nmMRSA) and 
ESBL E coli 

• Screen for the known 
MDRO  

• DO NOT rescreen if 
screened within past 6 
months 

• MRSA = nasal + groin 
swab 

• Candida auris = axilla + 
groin swab 

• VRE, ESBL, CPE = 1x 
faeces (preferred) or 1x 
rectal swab for each 
organism screened for 

• YES (not 
nmMRSA or 
ESBL E coli) 
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Impacts and Implications of the Screening Strategy 
 
Financial 
To date, there has been minimal screening carried out for hospital patients in the DHB.  The new 
strategy will result in large numbers of additional tests being carried out, especially due to the 
requirement (as set out in the national guidelines) to screen all those admitted from long term care 
facilities (LTCF).  Whilst it is difficult to estimate the number of patients admitted following overseas 
travel to countries of risk, the numbers admitted from LTCF is more available.  Reviewing the data for 
the last financial year there were around 50-60 admissions from LTCF per month at Tauranga (584 in 
2018-9 financial year) and 10-15 per month in Whakatane (135 in last year).  Transfers back from other 
hospitals (not including within the DHB) would be estimated between 2 to 5 per week (more precise 
data to follow). 
 
There will need to be a new screening contract agreed with Pathlab for the necessary laboratory work 
up of specimens.  The available data has been passed on to Pathlab for them to work out what 
additional resource will be required to undertake it. 

 
Feasibility 
Screening protocols are of no relevance without consistent use in day to day practice. Review of current 
assessment and screening at the front door based on existing minimal requirements demonstrates that 
adherence to the protocol is poor.  What’s more, communication from department to department as 
patients are admitted to warn of screening and isolation requirements, whether that be through an 
acute or elective pathway, is lacking.  Collaboration with those staff working at the points of 
presentation and admission is underway to better understand current barriers to adherence and how 
the new protocol might be better implemented. 
 
Once identified, patients carrying any MDRO will be alerted to the national MDRO system which should 
ensure an alert shows on opening the electronic clinical record at any time across the country. However, 
more challenging will be to keep tabs on who has been screened and when to prevent unnecessary 
duplication.  Good communication of both screened patients and those identified as MDRO carriers 
with the Infection Prevention and Control team will be vital.  Our current IPC resource is currently 
stretched across both sites and this new protocol will add considerable extra work.  Managing the 
administrative and documentation side of things efficiently has the potential to allow for better use of 
this resource instead of time wasting via manual notification of cases.  This would be facilitated 
significantly by the purchase and use of ICNET.  This is an electronic based Infection Control database 
which allows notification and tracking of patients plus communication across the team.  ACC are 
supporting roll out of the system across the country with Canterbury as the central hub.  Financial 
support is available from ACC to DHBs for this but does not cover the entire cost of purchase and start 
up.  Lakes DHB has already committed to this process and is well on the way to roll out.  It is not clear 
where this currently sits within BOPDHB.  
 
Our current isolation room resource is limited and constantly under demand for patients with MDROs, 
influenza or gastrointestinal upsets in addition to other situations requiring a single room.  Although we 
currently have between 4 to 6 side rooms per ward not all of these have dedicated bathrooms.  This 
limits the number of true isolation rooms further.  It is uncommon currently to have free side rooms to 
admit to but it is anticipated that this screening process will identify even more patients requiring 
isolation, either temporarily whilst results are awaited, or long term due to MDRO carriage.  It will be 
important to think smartly about options as creating more isolation rooms will not be possible.  The 
potential for cohorting patients with the same MDROs may be an option but this is less simple than it 
sounds as ESBLs  (and CPEs) have different mechanisms of action within the larger umbrella term and 
therefore whether they can be cohorted as all patients with ESBLs together will need careful thought.  
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(All patients carrying CPEs will require individual side rooms due to the high risk nature of the 
organism). 
 
 
Management of identified patients with MDROs 
Management of the individual patient with an MDRO will be described in a later document.  Fortunately 
many simply carry the organisms rather than having an infection due to them but even carriage will 
need careful measures to ensure no onwards spread and, with any luck, loss of that carriage with time.  
Infection due to these organisms, especially CPE or Candida auris, is highly challenging and will require 
involvement of ID and Clinical Microbiology alongside the specialty team involved. 
 
Management of contacts of patients with MDROs 
In addition to this management, there is a requirement from the national guidelines to contact trace 
amongst the patient’s family, close friends (co-habitants in most cases) and potentially other residents 
in rest homes.  How this should be done is not described, nor is it stated who should do this.  Initial 
discussions with Toi te Ora resulted in no clear direction at present as they feel unable to do such 
tracing as they are currently not sufficiently resourced to do so.  The hospital based IPC team has 
neither the remit nor resource for such work.  There are some resources within LTCF (IPC reps and LTCF 
nurse practitioners) that may be able to be utilised in this area but it is felt that this is a large body of 
work that needs to be undertaken with the involvement of the appropriate stakeholders including 
planning and funding.  One of the key questions with respect to LTCF is whether the facility should carry 
the responsibility for this work or whether it should sit with the DHB.  This and the issues raised later 
around antimicrobial stewardship requires rethinking of the remit of the IPC and ID service to more 
formally cover the community in addition to hospital setting.  Any such re-modelling would require 
resource to fulfil the new work. 
 
Antimicrobial Stewardship (AMS)  
Finally there will be an increased need for strong antimicrobial stewardship across the board.  
Inappropriate antibiotic usage is the main driver for the development and proliferation of MDROs and 
reducing this in both the hospital and community is a mainstay of limiting antimicrobial resistance 
(AMR).  There is an antimicrobial guideline (available by app) and formulary which is consistent across 
both DHBs but which is inconsistently adhered to, as evidenced by the annual National Antimicrobial 
Prevalence Survey (NAPS). Additionally, there is an advice and consultation service run by ID which is 
very busy but over and above these approaches there is need for a more consolidated and focused 
multi-disciplinary Antimicrobial Stewardship program.  A key element of this is senior 
management/leadership backing and support.  In addition, there is a very real need for staff on the 
ground to support this with the most burning need being for a dedicated antimicrobial pharmacist.  
Although this role is now common to most medium to large hospitals, including in NZ, it is not present 
in BOPDHB.  We have a very good pharmacist with good levels of knowledge, expertise and motivation 
in this area but she is only able to give any time she has left after her ward and dispensing pharmacy 
roles.  As a result, the ability to monitor and intervene in real time, plus provide consistent education 
and run initiatives such as the IV to oral switch program, are extremely limited. 
 
In addition to the existing need for AMS as detailed above, screening will increase the issue with 
increasing identification of people carrying MDROs.  These individuals are not unwell with these 
organisms and require no treatment for them.  In fact giving antibiotics can lead to further resistance 
developing and so is the opposite of what they need.  However, as is already known, purely identifying 
the presence of an organism on testing frequently leads to the prescription of an antibiotic.  To prevent 
this will require excellent AMS incorporating both detection and intervention when this occurs as well as 
continual education in this area.  This will be needed both in the hospital and the community, 
particularly in LTCF where over testing and treatment, particularly with respect to urine, has been a 
long-standing issue.  There are already programs for minimising testing and inappropriate testing of 
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urine in LTCF which have not been able to be rolled out due to lack of resource (“To dip or not to dip”) 
and would work well alongside the AMS and Choosing Wisely messages being shared. 
 
References 
 
New Zealand Antimicrobial Resistance Action Plan (Ministry of Health and Ministry for Primary Industries 
2017) 
 
Infection Prevention and Control and Management of Carbapenemase-producing Enterobacteriaceae; 
Guidelines for health care providers in New Zealand acute and residential care facilities (Ministry of 
Health 2018) 
 
Grand Round - Antimicrobial Awareness Week 2018 - PaCentral (includes NAPS results and IV to oral 
switch proposal) 
 
 

11



1 

Bay of Plenty District Health Board 
Board Members Interests Register 

(Last updated February 2020) 
 

INTEREST NATURE OF 
INTEREST CORE BUSINESS RISK OF 

CONFLICT 
DATE OF 

INTEREST 
AHOMIRO, Hori 
Tapuika Int Authority Board Director Fisheries Trust LOW 22/10//19 
BOPDHB MHAS Employee Mental Health & Addictions MED 22/10/19 
BOP ANZASW Branch Member & Kaumatua Executive Leadership LOW 22/10/19 
ARUNDEL, Mark 
Pharmaceutical Society of 
New Zealand 

Member Professional Body NIL 1980 

Armey Family Trust Trustee Family Trust NIL 28/07/2005 
Markand Holdings Ltd Director Property NIL 2016 
TECT Trustee Community Trust LOW July 2018 
CULLEN, Michael 
Te Kotahitanga o nga hapu 
o Ngati Tuwharetoa (TKNT) 

Lead Claims Negotiator Treaty,other claims LOW 1/9/2010 

Retirement Income Group Director Annuity VERY LOW 1/6/2017 
Earthquake Commission 
(EQC) 

Chair of the Commission Disaster Insurance VERY LOW 1/11/2018 

Lakes DHB Board Member Health LOW 7/12/2019 
Te Pae Maunga  Chair Iwi/Commercial Development 

Relationship 
LOW  

EDLIN, Bev 
Institute of Directors – BOP 
Branch 

Board Member Membership Body LOW Member since 1999 

Magic Netball/Waikato BOP 
Netball 

Board Chair Sports Administration LOW Member since March 
2015/ Chair Sept 
2017 

Valeo International Limited Co-owner/director Education LOW 20/12/2007 
Governance NZ Fellow Governance LOW 2011 
Boardroom360 Limited  Co-owner/director Education – Governance LOW 10/3/2011 
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INTEREST NATURE OF 
INTEREST CORE BUSINESS RISK OF 

CONFLICT 
DATE OF 

INTEREST 
Edlin Enterprises Limited Owner/director Business Consultancy LOW 17/03/1987 
Alleyne Trust Trustee Family Trust LOW  
Phae – non trading Director Education LOW 07/12/2005 
NJ Family Trust Trustee Trustee LOW  
Tauranga City Council Licensing Commissioner Local Authority LOW 16/01/2018 
Park2Park Trust Trustee Community Artworks NIL 18/09/2018 
Omanawa Hidden Gorge 
Charitable Trust 

Chair Environmental / eco-tourism 
Venture 

 
LOW 

 
December 2018 

Western Bay of Plenty 
District Council 

Licensing Commissioner 
/ Chairperson 

 
Local Authority 

 
LOW 

 
February 2019 

Institute of Directors Fellow Professional Body LOW June 2019 
ESTERMAN, Geoff 
Gate Pa Medical Centre Ltd Director, Manager & GP Health LOW – DHB does 

not contract directly 
with General 
Practices and as a 
Board Member 
Geoff is not in a 
position to influence 
contracts. 

28/11/2013 

Gate Pa Medical Centre Ltd Practice Manager is on 
WBOP PHO Board 

Health NIL December 2019 

GM and P Esterman Family 
Trust 

Trustee Family Trust (kiwifruit) NIL 28/11/2013 

Whakatohea Health 
Services 

Wife Penny works part-
time as Nurse 

Health Services 
Provider 

Contracts to DHB 
LOW 

Sept 2019 

FINCH, IAN 
Visique Whakatane Director Optometry LOW 1/11/19 
Lakes DHB Wife Sue works in 

Clinical Quality and Risk, 
previous Director of 
Midwifery 

Health Management LOW –Health 
Management 
MOD- Midwifery 

Jan 2020 
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GUY, Marion  
South City Medical Centre Employee Health NIL 06/1996 
Bay of Plenty District Health 
Board 

Employee Health LOW 03/10/2016 

NGAROPO, Pouroto 
Maori Health Runanga Chair DHB Health Partner LOW 25/02/2005 
SCOTT, Ron 
Stellaris Ltd and Stellaris 
PTE Ltd 

Director Business Education and Training 
organisation 

LOW 2005 

SILC Charitable Trust Chair  Disabled Care Low – As a Board 
Member Ron is not it 
the position to 
influence funding 
decisions.  

July 2013 

AA Bay of Plenty District 
Council 

Council Member Transport and Road Safety 
 

LOW March 2018 

Volunteering Bay of Plenty Chair Volunteer organisation NIL October 2019 
SHEA,  Sharon 
Health Care Applications 
Ltd 

Director Health IT LOW 18/12/2019 

Shea Pita & Associates Ltd Director & Principal Consulting LOW 18/12/2019 
Manawaroa Ltd Director & Principal Service Provider LOW 18/12/2019 
Alliance Health Plus PHO Board Member Pacific PHO LOW 18.12.2019 
MAS Foundation Board Member Philanthropic Funder LOW 18/12/2019 
HealthShare Consultant Strategy MEDIUM 18/12/2019 
Maori Expert Expert 
Advisory Group (MEAG) 

Chair Health & Disability System Review LOW 18.12.2019 

Iwi Whakapapa  LOW  
Husband – Morris Pita 
- Health Care Applications 

Ltd 
- Shea Pita & Associates 

Ltd 

 
CEO 
 
 
Director 

 
Health IT 
 
 
Consulting 

 
LOW 
 
 
LOW 

 
18/12/2019 
 
 
18/12/2019 

SIMPSON, Leonie 
Te Runanga o Ngati Awa Chief Executive Iwi Entity LOW 23/12/2019 
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Toi Ohomai Kahui Matahanga 
Member 

Iwi representation LOW 23/12/2019 

 
 

TUORO, Arihia 
Whakatohea Mussels Director Mussel Farming LOW 15/12/2019 
Poutama Trust Trustee Maori Economic Development LOW 15/12/2019 
Kaikou Gold Kiwifruit Directo Kiwifruit LOW 15/12/2019 
Waikeke Farms Ltd Director Dairy Farm LOW 15/12/2019 
Oranga Marae Lotteries Committee Member Lotteries LOW 15/12/2019 
Toi EDA Committee Member  Eastern bay Evonomic Dev Low 15/12/2019 
Lotteries Americas Cup Committee Member Lotteries LOW 15/12/2019 
Whakatohe Pre Settlement 
Claims Trust 

Project Manager Negotiate Whakatohea Settlement LOW 15/12/2019 
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Bay of Plenty District Health Board 
Committee Members Interests Register 

(last updated 28 August 2019) 
 

INTEREST NATURE OF INTEREST CORE BUSINESS RISK OF CONFLICT DATE OF 
INTEREST 

DATE  
INTEREST 
EXPIRED 

CURRY, Paul: CPHAC/DSAC Community Rep  
Imagine Better  Director Disability Support 

Service 
Low – Imagine Better provides 
local area coordination service 
which may interface with DHB 

November 2013  

AccessAbility  Director Disability Support 
Service 

Low – AccessAbility provides 
needs assessment service in 
Taranaki and Southland 

November 2013  

Wellington Paraplegic and 
Physically Disabled Trust 
Board 

Chairperson Grant making trust board Low – Scholarships for people 
with disabilities 

20 years  

Tauranga City Council 
Disability Advisory Group 

Chairperson Advisory body to City 
Council on disability 
matters 

Low – no apparent conflict December 2013  

Avalon (BOP) Incorporated Deputy Chair Disability support service Low – hold Ministry of Health 
contracts 

December 2014  

Western Bay of Plenty 
Disabled Persons Assembly  

Vice President Disability advocacy 
service 

Low June 2014  

Institute of Director Member Leadership and 
Governance 
Organisation 

Nil October 2013  

Panamac Enterprises Ltd Director Private, social, 
community development, 
health and disability 
consulting company 

Nil February 2013  

THURSTON, Lyall : CPHAC/DSAC Lakes DHB Rep QSO  JP : Re-elected October 2010 & re-appointed Deputy Chair from 6.12.10-8.12.13 : 
Re-elected Oct 2013 & reappointed Deputy Chair from 09.12.13 – 04.12.16 

 

Bay of Plenty Regional  
Council 

Councillor     

Rotorua Energy Charitable Trustee     
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INTEREST NATURE OF INTEREST CORE BUSINESS RISK OF CONFLICT DATE OF 
INTEREST 

DATE  
INTEREST 
EXPIRED 

Trust 
Son Simon is a RMA 
Consents Solutions Advisor 
with the Rotorua Lakes 
Council 

     

Lakes District Health Board Deputy Chair     
Lakes DHB Disability Support 
Advisory Committee 

Chair     

Lakes DHB Community & 
Public Health Advisory 
Committee 

Chair   2016  

NZ Institute of Directors Member   2016  
Rotorua Museum Centennial 
Trust 

Chair     

Bay of Plenty Regional 
Council Public Transport 
Sub-Committee 

Chair     

CCS Disability – Action - 
Wellington 

Past National President & 
Life Member 

    

CCS Disability Action Bay of 
Plenty 

Life Member     

John Paul College Board of 
Trustees 

Chairman & Proprietors 
Representative 

    

Bay of Plenty Disability 
Support Advisory Committee 
& Community & Public Health 
Advisory Committee 

Advisory Committee 
Member 

    

Private Secretary for Sport & 
Recreation, office of Hon. Dr 
Jonathan Coleman, Minister 
of Health (and Sport & 
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Bay of Plenty Hospital Advisory Committee (open) Minutes 
 

 

Minutes 
 

Bay of Plenty Hospital Advisory Committee 
Venue: Tawa Room, Education Centre, 889 Cameron Rd, Tauranga 

Date and time:  Wednesday 4 December 2019 at 10:30am 
 
Committee: Geoff Esterman (Chair), Sally Webb, Ron Scott, Yvonne Boyes 
  
Attendees: Simon Everitt, (Interim Chief Executive), Pete Chandler, (Chief Operating Officer), Julie 

Robinson (Director of Nursing), Debbie Brown (Senior Advisor, Governance & Quality) 
 

Item 
No. 

 
Item Action 

 
1 

 
Karakia 
The meeting opened with a karakia. 

 

 
2 

 
Presentation 
2.1 Engaged Effective Workforce 
 Angie Lund, Programme Lead, Creating our Culture 
 BOPDHB  has been on a journey in the people space over the last 

three years involving key workstreams to attain a more positive 
culture,  looking at values and behaviours.  There was clear 
direction from the Board and Exec that change was needed.  There 
have been good achievements,  eg refreshing our values, values 
based recruitment,  however it’s not consistently applied across 
the organisation.  ABC and BUILD methodologies are working well 
although further embedding is needed. Our last staff survey 
showed that we had done some good work but that we need to do 
more.  The Speak Up Safely programme was implemented a year 
ago with 96 cases resulting in 54 one on one conversations. 

 Creating a safe and respectful workplace is a next step,  dealing 
with behaviours in a positive way.  A draft policy is currently out 
for consultation. 

 How to move from capability to culture.  Culture is about where 
we want to be, valuing people for their skills and what they bring 
and people who move on from the organisation leaving with a 
positive view. Everyone has a part to play in this. 

 Leaders and managers at all levels within the organisation are 
important to culture change and we need to develop our leaders. 

 We now need to move from creating, to developing, our culture.  
 The Committee thanked Angie for her presentation. 

 

  
3 

 
Apologies 
Apologies were received from Peter Nicholl and Lyall Thurston 
Resolved that the apologies from P Nicholl and L Thurston be accepted. 
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Item 
No. 

 
Item Action 

Moved:  S Webb  
Seconded: Y Boyes  

 
4 

 
Interests Register 
The Committee was asked if there were any changes to the Register or 
conflicts with the agenda. No changes or conflicts were advised. 

 

 
5 

 
Minutes  
BOPHAC Meeting –  4.9.19 
Resolved that the minutes of the meeting held on 4 September 2019  
be confirmed as a true and correct record.   

Moved: S Webb    
Seconded: Y Boyes 

 

 
6 

 
Matters Arising 
The Matter Arising had been completed. 

 
 
 

 
 

7 
 
Matters for Discussion / Decision 
7.1 Chief Operating Officer’s Report 
 Chief Operating Officer highlighted the following: 
 Hand Hygiene.  There has been improvement since the Committee 

voiced it’s concern at last meeting. 
 Planned Care.  COO tabled a paper from MOH on the Planned Care 

Programme to supplement the report. The MOH is paving the way 
for a much more whole of system view.  Targets and measures are 
currently very hospital focussed and this has been raised with 
MOH.     

 Mention was made of the inaugural Clinical Awards evening where 
primary and secondary clinicians had nominated their peers for 
awards  that was held last Friday evening.  It was a great evening. 

 The COO walked the Committee through the ESPI results.  The 
Ministry is asking for recovery plans on areas that are not 
performing well.  There are volume issues and capacity constraints 
in all of these areas. 

 The organisation has performed well this year given the amount of 
disruption created through ongoing industrial action. 

 There is change begining on models of care and delivery which will 
be developed in 2020 and especially noteworthy is the 
Orthopaedic Initiative in Te Puke Health Centre which is a positive 
Allied Health intervention. 

 Resolved  that the Committee receive the Chief Operating 
Officer’s report. 

Moved: G Esterman  
Seconded: S Webb 
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Item 
No. 

 
Item Action 

7.2 Draft BOPHAC Work Plan 2020 
   The Committee discussed the topics put forward for 2020. 
 Query was raised as to whether the plan picks up the strategic 

objectives, , particularly Action 1,  Objective 3“strengthening 
working relationships across care providers to manage demand for 
hospital services”. The Committee considered the PHO Exec 
member should attend the BOPHAC Committee. 

 Resolved that invitation be extended to the PHO Exec 
representative to attend BOPHAC. 

Moved: S Webb 
Seconded: G Esterman 

 
 Clinical Governance is to feed into BOPHAC.   A Clinical 

Governance report will come to the Committee. 
The Committee endorsed the Workplan 

 
 
 
 
 
 
 

CEO 
 
 
 
 
 

CMA 

8 Matters for Noting 
8.1 BOPHAC Work Plan 2019 

The Committee noted the plan. 

 

 
9 

 
Correspondence for Noting 
9.1  Letter and attachment from Ministry of Health re Colonoscopy 

Wait Times – 22.11.19 
 The Ministry is very clear in it’s expectations.    
 
9.2 Letter from Council of Medical Colleges in New Zealand re 

Choosing Wisely – 20.11.19  
 Choosing Wisely is with regard to clinicians making wise, value for 

money choices in resources and decisions regarding patient care.  
BOPDHB has formally now committed to the initiative. 

The Committee noted the correspondence 

 

 
10 

 
General Business 
There was no general business 

 
 

 
8 

 
Resolution to Exclude the Public 
Resolved that Pursuant to S9 of the Official Information Act 1982 and 
Schedule 3, Clause 33 of the New Zealand Health and Disability Act 
2000 the public be excluded from the following portions of the meeting 
because public release of the contents of the reports is likely to affect 
the privacy of a natural person or unreasonably prejudice the 
commercial position of the organisation: 
Confidential Minutes of last meeting 
Engaged Effective Workforce 
Planned Care Performance 
Correspondence for Noting 
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Item 
No. 

 
Item Action 

 
That the following persons be permitted to remain at this meeting, 
after the public have been excluded, because of their knowledge as to 
organisational matters or for the purpose of legal records.  This 
knowledge will be of assistance in relation to the matter to be 
discussed: 
Simon Everitt 
Pete Chandler 
Julie Robinson 
Debbie Brown 
 
Resolved that the Board move into confidential. 

Moved: G Esterman  
Seconded: R Scott  

 
9 

 
Next Meeting  - Wednesday 4 March  2020 
 

 

The open section of the meeting closed at  11.35  am 
The minutes will be confirmed as a true and correct record at the next meeting.  
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Bay of Plenty Hospitals Advisory Committee 
 

Matters Arising (open) – March 2020 
 
 

Meeting 
Date Item Action required Action Taken 

4.12.19 7.2 

 
Draft Work Plan 
The Committee considered the PHO 
Exec member should attend the 
BOPHAC Committee. 
 

In Progress 

4.12.19 7.2 

 
Draft Work Plan 
Clinical Governance is to feed into 
BOPHAC.   A Clinical Governance report 
will come to the Committee. 
 

In Progress – report to 
come to May BOPHAC 

Meeting,  in line with focus 
topic 
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 Provider Services BOPHAC Report  
February 2020  

 

 

Chief Operating Officer Overview 
 
2020 definitely feels like a decade for positive change with the real potential for significant shifts 
forward for us as a DHB and across the Bay’s Health system. Whilst the population growth 
pressures we are facing are very significant, the shifts in how our teams are starting to think and 
work differently are gaining a momentum of their own. We are increasingly seeing cause-based 
connections forming outside of organisational structures and across organisational boundaries as 
people are increasingly aspiring to make change and connect with those of like mind. This by no 
means applies to all areas of our organisation, but it is a growing and positive change which will 
begin to challenge our traditional organisational structures in due course. With almost all of our 
leadership capacity being taken up with the various challenges of managing the organisation, 
capacity for change is limited and so it is imperative on us to evolve how we work to create the 
critical space for strategic change. 
 
Three issues that everyone talks about in relation to our time challenge are too many emails, too 
many meetings, not enough information or clarity. Within the Provider Services we are aiming to try 
some new approaches this year to reducing general business management time and improving 
information for people: 
 
(a) Seeking to reduce meetings and avoid duplicate conversations wherever we can 
(b) Challenge ourselves in the email overload burden  
(c) Develop a more effective communication approach 
 
Part of improving communication includes making it clearer for people about what’s happening and 
who’s doing it. Whilst this sounds simple, getting the right information to the right people through a 
means that individuals choose to use is far from easy. Communicating more can mean more 
emails if we apply traditional approaches and so a new weekly aggregation of easy to access 
information which can be shared widely is being launched this month as a trial. The Chief 
Operating Officer is also working with the Service Improvement team to ensure that all 
improvement projects are easily visible for all staff by the end of this year. 
 
Another area of frustration is for frontline clinicians who raise issues of concern through a variety of 
routes and are often not clear whether the concern is being dealt with, who’s dealing with it and 
where it’s at. This is probably the norm in most healthcare organisations but is something we want 
to change here. Starting in March, we will be implementing a new approach which will better 
enable frontline staff to raise concerns and have certainty that these have not become lost in our 
organisational systems. We piloted this last week, when a new concern was raised by an 
anaesthetist at Whakatane sending an email to a large group of staff because he was unsure who 
to go to. He was extremely and positively surprised by us trying out the new issue logging 
approach from his email, which has given him a reference number to follow up, a contact person to 
work with and a timeline for next steps.  
 
Business Planning has been a major focus of January and February, going through the large 
number of business case requests for additional resource for the year ahead and completing 
annual plan templates of the things we want to achieve. The shifts in how we are working 
differently have definitely manifest themselves in this process, as teams across funder, provider, 
quality and Maori Health are trying to work collaboratively in our submissions. This is much more 
resource intensive and complex than single authors forming plans in isolation, but is likely to be 
considerably more effective. 
   
Workforce wellbeing is one of the big conversations both locally and around the world. The 
national Chief Operating Officers are increasingly discussing common challenges relating to 
violence against staff, workplace behaviours, stress and burnout. The Committee papers include 
an Appendix of information that is developing from the Health Round Table (Australasian) and the 
NZ Kāhui Oranga initiative which we are planning to be involved with. Within the Provider Services 
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at the end of last year the Chief Operating Officer used a vacancy to second a project manager to 
begin looking at how we can triangulate information to identify service areas under significant 
pressure and monitor these, with the potential for pro-active interventional support. Multiple 
sources of information about our teams exist but these are disparate and not connected and so 
over coming months we are going to be building up a set of workplace wellbeing indicators which 
will provide visibility we have never had before. One indicator which is generated but not yet 
purposefully used is our variance response trend. This captures daily capacity and demand across 
our main clinical service areas and provides a useful warning flag about demand pressures on a 
real time basis. The below example is from January data at Tauranga, indicating we had an 
extremely busy month. 
 

Dept. Mauve Green Yellow Orange Red 

2AMed 1.1% 83.6% 12.0% 1.5% 1.8% 

2BMed 1.2% 81.3% 14.6% 2.0% 0.9% 

2CMed 0.0% 84.9% 12.7% 1.3% 1.2% 

3ASur 0.0% 93.7% 5.6% 0.2% 0.4% 

3BSur 1.0% 93.8% 5.2% 0.0% 0.0% 

3CSur 5.6% 84.6% 9.1% 0.3% 0.5% 

4APaeds 3.2% 93.5% 2.8% 0.3% 0.2% 

4BOrth 0.0% 92.0% 6.4% 1.0% 1.5% 

APU 0.0% 69.4% 25.6% 2.6% 2.5% 

CATHLAB 0.0% 81.4% 17.9% 0.0% 0.7% 

CAU 0.0% 100.0% 0.0% 0.0% 0.0% 

DIETITIANS 0.0% 0.0% 100.0% 0.0% 0.0% 

DISTRICT NURSING 
VRM 0.0% 100.0% 0.0% 0.0% 0.0% 

ED 0.0% 45.3% 37.2% 15.7% 1.8% 

HIA 7.6% 84.8% 7.6% 0.0% 0.0% 

ICU 0.7% 90.6% 8.7% 0.0% 0.0% 

Mat 0.0% 76.1% 14.8% 4.3% 4.8% 

MHS 3.7% 74.0% 22.2% 0.0% 0.0% 

MHSOP 0.4% 92.6% 4.1% 0.1% 2.9% 

OPS VRM 0.0% 80.7% 19.3% 0.0% 0.0% 

ORDERLIES VRM 0.0% 100.0% 0.0% 0.0% 0.0% 

SCBU 0.0% 62.6% 36.2% 1.2% 0.0% 

Speech and Language 0.0% 40.0% 60.0% 0.0% 0.0% 

  
 
Other key streams of work that the teams are focussing on, in addition to those in this report, in the 
first half of the year include: 
 
Opotiki: The commencement of the new medical hub network and options for local birthing 
Clinical Head of Department (HOD) Consultation: A refresh of our HOD model and role 
redefinition to enhance medical leadership 
Bowel Screening: Developing the transition to go live plan, facility capacity and resourcing 
Cardiology: Regional and local discussion about the timeline for equipping and resourcing a 2nd 
cath lab 
ENT: Working to address disparities for children in the Eastern Bay 
Mental Health: Developing the facility rebuild project teams, East and West Bay re-design 
engagement and building up a whole system governance group 
MICAMHS: Assessing where the team and service are at and how we want to evolve 
Whakatane: The continuation of E3 patient flow and developing the future model for 24/7 medical 
staff cover 
BOPHAC: Re-thinking about meaningful content and best value for the Committee [note that there 
is a discussion item on this agenda] 
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Workforce Strategy: Gearing up our workforce strategy to align with annual plan objectives, Maori 
workforce recruitment and clinical service sustainability requirements 
 

Shorter Stays in ED Target Performance 
During 2019 our performance against the ‘6 Hour Wait’ target reduced from the 94-95% levels that 
we had achieved in 2018 to just over 91%. This change has broadly been similar across the 
country, in part due to the level of industrial action related disruption that the sector has 
experienced. In Quarter One (July-September) we remained at 7/20 DHBs in the national results, 
with a performance level of 91.4% against the 95% target. 
At the end of 2019, the Board asked for feedback on our improvement plans and this update sets 
out what is currently underway in terms of our approach and prioritisation. 
It is worth highlighting that whilst the Ministry of Health is currently refining a new set of 
performance measures, we maintain that the Shorter Stays target is still an important indicator of 
effective patient flow, but would comment that the measure as typically used is too aggregated to 
be of use to us as an improvement tool.  
 
There are currently three areas of activity: 

Activity Stream Commentary Timeline/ 
Completion 

1. Whakatane ED In the latter part of 2019, Whakatane ED 
began to experience significant pressure 
due to rising volumes and complexity of 
presentations. This was considerably 
exacerbated by the Whakaari eruption 
and our priority is maintaining and 
stabilising the service. Achieving this 
links with a wider stream of work relating 
to the 24/7 medical staffing model for the 
hospital. 

Estimated June 
2020 

2. Equity review The Board has asked for an equity 
review on the ED service and this paper 
has now been completed. As the teams 
explore the picture this paints, we want to 
ask ourselves about the suitability of the 
current model for Maori, and whether, 
with Wai 2575 initial findings in mind, we 
might consider changes to the current 
model. 

March 2020 

3. Disaggregation of data Rather than looking at the whole DHB 
aggregated performance level, work is 
underway to split this into more usable 
data components to provide visibility of 
where the issues lie, the cause, solution 
and cost.  

March 2020 

 
Broadly, and aside from the disruptions of 2019, we have three core issues which are impacting on 
performance: 
1. Volume increase (specifically the frequency and/or size of ‘surge days’) 
2. Increasing complexity of ED presentations 
3. Increased demand on specialties in other areas of the hospital, especially out of hours, 

adversely impacting on ED flow 
The latter issue is worthy of further explanation. It is not new, but the issue is increasingly 
significant. We have been actively seeking to reduce the waiting times for acute surgery as this is a 
patient and clinical safety issue for us, as well as an extended inpatient stay cost issue. Additional 
weekend acute theatre sessions are now in place to accommodate growth and this means that the 
surgical registrars are focussed on working through acute surgery demand in theatres, and 
therefore less available to support specialty referrals in ED. In terms of prioritised resource use this 
is an appropriate approach, however it has impacted on specialty wait times in ED. The first new 

25



                                                                                 4 
 

dataset is due in March and will illustrate the variation in Shorter Stays performance for the various 
specialty presentations to ED.  
Overall it does feel that the historic, NHS based model for Emergency Departments is past its use-
by date and with our aspiration to move towards more community based acute care this is time to 
be exploring what a more suitable approach might look like in the future, rather than continue to 
add patch-up resource to the current model.  
 
Provider Arm Decision Support (DSA) Team 
The Decision Support Analysts are a small team of five who provide a range of finance, 
performance and business information services to the Provider Clusters. Historically this has been 
a stable team with negligible turnover, however this has changed over the last two years with 
notable turnover within the team. As of January 2020, we have a significant challenge due to two 
vacancies arising, exacerbated by two other members of the team being relatively new recruits to 
vacancies that arose in the previous year. It takes a new DSA in the order of two years to acquire 
the knowledge and skills to be able to function fully in these roles. 
Turnover has been prompted by: 

 The relatively low salaries that we pay, with many new higher paid opportunities arising in other 
organisations growing, or moving  into Tauranga 

 The heavy and demanding workload within the team, with increasing requests for smart data to 
inform business development projects and business cases 

 Very limited internal career development opportunities within the DHB 
 

A discussion has commenced between Provider, Corporate Services and Funder Execs (who all 
have some DSA resources) on how we address this developing issue, which is important to note 
because there will be a capacity reduction which will restrict support to monthly reporting, data 
requests and other requirements for the next few months whilst annual planning takes priority. 
Recruitment for the new vacancies is underway. 
 
ENT services in the Eastern Bay 
The issue of access to ENT services for children in the Eastern Bay was brought to the Board 
agenda in 2019 by Yvonne Boyes and resulted in a management commitment to work through the 
issue, which we provided an initial update on at the end of last year. Since then progress has been 
made in several areas: 
 
1. The appointment of a Clinical Head of Department for ENT. A new appointment of an SMO 

has been made and this person will take on the role of Medical HOD, which we have not had 
for many years.  

2. Linkages between Paediatric and ENT Senior Medical Staff. Paediatricians have been 
developing the dataset which identifies the details of access disparities for children in the 
Eastern and Western Bay areas. The team are now working with the ENT HOD to further refine 
data to establish what changes are going to make a positive difference.  

3. Approach to triaging. An initial change step driven by the data is a reduced threshold for 
access (effectively a prioritisation) for children in the Eastern Bay coming into place this year 
and we would expect this to begin to show improvements over the next two to three months. 

 
We will update the Committee further at the next meeting in May, including the presentation of 
referral and access data trends. 
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Director of Nursing 
 
Care Capacity Demand Management (CCDM) 
Under BOPDHB’s commitment to the outcomes of the DHB/NZNO MECA full implementation of 
CCDM is required by June 2021.  
 
BOPDHB submitted the quarterly CCDM report to the Safe Staffing Healthy and Workplaces Unit 
after endorsement by the Care Capacity User Group. The overall implementation rate of CCDM at 
BOPDHB is 92%. This is an increase on the previous quarter’s result which was 84%. The 
increase comes from the completion of all the FTE calculations for the eligible wards. For national 
reporting purposes Allied Health is presently excluded however they are visible at a local level.  
 
The Variance Response Management (VRM) work is progressing according to plan.  The main 
focus of work is refreshing the VRM indicators to align with the national standards. The other key 
focus is the CCDM Information Systems project to develop and implement the electronic core data 
set dashboard. This work is progressing albeit slowly given the detailed nature of the work related 
to data sources and verification of the data produced.  
 
There has also been a considerable focus over the last six months by the TrendCare Coordinators 
to support departments to meet all the quality checks for use of TrendCare. There has been a 
significant improvement by wards which then provides greater confidence in the robustness of the 
Hours per Patient Day (HPPD) measure. 
 
New Entry to Practice Programme (NETP)  
Under the nurses and midwives ACCORD there is a commitment to full employment of new 
graduates nationally. 
 
Twenty-nine new graduates entered the NETP programme for January 2020. Two of these were 
placed in Primary Care. A further 29 will commence NETP in March with one of these in Primary 
Care. There are two funded places remaining to be filled however this is proving challenging as the 
majority of the 180 nurses remaining in the national pool who have been contacted do not wish to 
relocate. 
 
Mental Health placed seven new graduates into the Nurse Entry to Specialist Practice (NESP) 
programme. Whakatane had five new graduates across inpatient and community settings and 
Tauranga placed two. One of the Tauranga applicants did not pass the state final exam.  
 
2019 New Graduate Retention 
From the January 2019 new graduate intake, the retention rate for those eligible to apply for 
second year positions is 91%. Two are yet to have confirmed positions however both are in the 
interview process. Two new graduates did not meet the requirements of the NETP programme.  
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Quality and Safety Marker Surgical Site Infection (SSI) 
Of note there were no hip or knee SSIs for January; 

 
 

Allied Health Services 
 
The overarching vision of Allied Health is to work in partnership with people across the Bay to 
enable them to live healthy, active and independent lives. To achieve this vision, the focus is on 
ensuring equitable access to services and shifting of resources into the community. Through 
extending services out into communities, BOPDHB will be able to make a significant impact on 
addressing the demand into secondary care services. To prepare for this strategic shift, there has 
been a strong focus on improving timely access to allied services within the hospital which is 
delivering excellent results: 
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The following work streams have a focus on achieving the Allied vision and are linked to the DHB’s 
strategic priorities.  
 
(1) Keeping Me Well (KMW)  
Keeping Me Well aims to bring together community services as a virtual team with the ability to 
deliver enablement services tailored to the individual, in a person directed way.  As this model 
progresses, it will link to initiatives such as Health Care Homes.  It is envisaged KMW will be 
accessed through the Community Care Coordination Centre (CCC) as the single point of access 
for information on responsive and early intervention in the home.   
 
(2) Community Enablement Project Launch 
A workstream within the KMW programme, the focus of this project is to ensure Allied Health 
teams are providing responsive community services. 
 
February 17 marked the start of a significant journey with three BOPDHB Allied Health 
professionals based in Nga Kakano focussing on early intervention and enablement. The overall 
aim of the pilot is to co-design an integrated service focused on the wellbeing of the Te Puke 
community. One of the key metrics is the Life Curve and this will be used as a measure of 
wellbeing within the target population. The pilot will run for six months with a view to spread across 
the Bay of Plenty. Work has begun to plan 
and explore what this may look like in the 
Eastern Bay with a view to commencing in 
August. This is forging new ground for the 
DHB and hard work and commitment on both 
sides has seen this partnership come 
together to work in a way that meets the 
needs of the population. Key metrics will be 
reported each month. 

Nga Kakano Launch 

 
Work has simultaneously commenced on a transitional test of change based within Medical 
Services including the Emergency Department (ED) and the Admission Planning Unit (APU). 
Focus of this work includes goal planning at the front door, enablement and seamless transitions 
home.  
 
Both the work at Nga Kakano and within Medical Services will utilise community-based support 
staff to work on enablement plans with clients in their own environment. The Care Coordination 
Centre (CCC) is a key component of both and will focus on supporting and enabling the right 
services, in the right place, at the right time, that make sense for the client.  
 
(3) Orthopaedic Transformation Programme  
In the Bay of Plenty, demand for orthopaedic services has reached unprecedented levels and is 
causing excessive pressure, particularly on the orthopaedic surgeons. The main aim of this 
programme is to ensure that only those that require surgical intervention attend hospital settings. It 
is anticipated the programme will provide patients access to a range of management options in the 
areas of exercise, pain, diet, physiotherapy or surgical treatment. 
 
The Te Puke/Papamoa community orthopaedic triage service (COTS) project expanded to include 
all GP practices (11) in Te Puke and Papamoa on 31 January. In the initial pilot project (5 GP 
practices), only patients with arthritis of the hip and/or knee were accepted. The service now offers 
triage to nearly all musculoskeletal conditions in adults, (excluding ACC, high suspicion of cancer, 
revision joint arthroplasty and hands). Three advanced Physiotherapists are based in the Te Puke 
Community Health Centre offering appointments on Mondays or Fridays. The first patient 
expressed her gratitude for the comprehensive assessment and advice offered. 
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Child Development Services (CDS) 
The Te Whanau Kotahi (TWK) contract assignment is now underway with BOPDHB taking over 
Child Development Services in the Western Bay from 1 March 2020.  This provides the BOPDHB 
with a great opportunity to transform service delivery across the Bay.  The intent is to co-design a 
truly integrated child development service. Progress to date includes: 
 

 Project Manager commencing 2 March. This position is funded through an innovation grant 
from the Ministry of Health (MoH).  

 Appointment of the Business Lead position is in process. This position is funded through the 
MoH transition funds. 

 Contracts being prepared for the TWK team 

 Property, assets and IT transition  
 
Newborn Hearing Screening (NBHS) 
The aim of the national Universal Newborn Hearing Screening and Early Intervention Program 
(UNHSEIP) is the early identification of hearing loss to allow timely access to appropriate early 
intervention/s services. The early detection of hearing loss and subsequent initiation of early 
intervention/s via Audiology and Ministry of Education services has been shown to significantly 
improve long-term language and learning outcomes for children and their whanau. 
 
Newborn hearing screening is a critical step in the UNHSEIP program as screening identifies those 
who are at an increased risk of congenital hearing loss. The program’s core MoH target is 
screening of at least 95% of newborn babies within the first month of life. Achieving this target is 
essential for timely referral to Audiology services for completion of full diagnostic hearing 
assessments before the age of three months. 
 
From 2 March, families living in the Mount/Papamoa area will have access to BOPDHB screening 
services from Plunket Bayfair instead of travelling to the Bethlehem Birthing Centre. Unofficial 
reports from mums have been positive and include comments around the stress-free experience, 
easy parking and quiet and relaxing soundings. The knock-on effect affect has seen more settled 
babies and easier screening.  
 

Anaesthesia, Radiology and Surgical Services  
 
Accreditation of Tauranga Hospital for Anaesthetic Technician Training 
Following a site visit, the Medical Sciences Council has confirmed Tauranga Hospital as an 
accredited Anaesthetic Technician training facility. This is excellent news for the DHB as it will 
enable us to grow our own anaesthetic technicians, of whom there is a critical shortage in New 
Zealand. 
 
Opening of Outpatient Dental Room 

 
 
 
Completion of fitout, opening and blessing of the Outpatient space to 
facilitate dental treatments in an ambulatory setting is a great 
accomplishment. The first patients attended for procedures from 
17 February. 
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Electronic Referral Triaging 
The Ear, Nose and Throat (ENT) service has successfully implemented this new process which 
improves the efficiency of triaging incoming referrals. Implementation across services is moving 
forward with the addition of Breast referrals this month.  
Plans for the Orthopaedic service to adopt electronic triaging are underway with an e-grading form 
in development. 
 
Electronic triaging reduces the risk of referrals getting lost in the system and is part of our Business 
re-design priority. 
 

Regional Community Services  
 
Community Dental Service (CDS)  
The CDS enrolments numbers have reduced for January 2020, due to Year 8 School students 
being transferred to a BOPDHB contracted dentist, as per CDS’s annual practice.  
 
Total Did Not Attend (DNA) for calendar year 2020 YTD is 448. This is represented by 28% (351) 
pre-schoolers, 11% (83) primary-aged and 70% (14) teenagers. Total appointments offered year to 
date is 2,027 and total appointments attended were 1,579. A total DNA rate for all age groups is 
22%, which is usual for this long holiday break as parents and teenagers do not prioritise dental 
visits. The service has a preschool equity plan to reduce preschool DNA with a key focus on Maori 
in 2020.  
 
A six-month project is underway to scope kaiawhina roles for CDS in partnership with Maori Health 
Gains and Development team. This is so CDS can clearly and specifically target and identify where 
the staffing resource needs to be applied in relation to Maori pre-schoolers failing to attend 
appointments. 
 
Total visits offered in the calendar year 2019 were 75,958, with 7,710 DNA. This was 5,156 pre-
schoolers, 2,367 primary-age children and 187 teenagers who DNA. Total arrears for 2019 were 
9,025 (20%). 
   
Community Dental continues to perform in the mid to upper level for all DHBs for adolescent 
utilisation of dentists. Decayed, missing and filled teeth (DMFT) and caries free will vary monthly 
depending on the schools and pre-schoolers the dental team are servicing, as each community 
has different deprivation rates that impacts this. December 2019 and January 2020 rates are; 
 

 December 2019 Difference/ 
Change 

January 2020 YTD 
Result 

2018/2019 
Target 

Variance 

Total enrolled YTD 44,934 -3,297 (yr8 
transfers) 

41,637 N/A N/A N/A 

Total Preschool 
Enrolment (0-4yrs) 

108% Not Available Not Available 107% 95% 12% 

Preschool Maori (0-
4yrs) 

99% Not Available Not Available 98% 95% 3% 

5yr olds caries free – 
Total Pop. 

56% 7% 63% 53% 64% -11.0% 

5yr olds caries free – 
Maori 

40% 9% 49% 35% 64% -29% 

Total Yr. 8 DMFT ratio 1.4 Not Available Not Available 1.2 1.6 0.4 

Maori Yr. 8 DMFT ratio 2.3 Not Available Not Available 1.8 1.6 -0.2 

Yr9-Y13 Adolescent 
Utilisatoin Rate Year 
End 2017 (2018 results 
not available till 2019) 

68% Not Available Not Available 68% 85% -17. % 

 
CDS partnered with Opotiki College, BOPDHB Planning and Funding and Te Manu Toroa mobile 
adolescent service, to operate a mobile service in the College from 11th November 2019 to school 
year end, for teenagers aged to 18 years. This resulted in 168 of 408 teenagers being examined 
and treated within 5 weeks. East Bay Dental were referred a number of teenagers and 21 
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teenagers are still having treatment plans completed. The oral health status of these teenagers 
would be described as very poor and reflects the same poor status of teenagers in Murupara. East 
Bay Dental is opening a dental practice in April 2020 and CDS is working with all stakeholders to 
ensure a dental service is available to the teenagers until the practice opens.  
 
The Summer Roadie, an Oral Health promotion initiative was run in January by Community Dental 
Staff. Various locations in the Eastern Bay were visited where staff checked enrolment/recall status 
and gave Oral Health advice/support whilst raising the services’ profile. The team have been 
working from one of the CDS sign written dental cars emblazoned in national oral health 
messages. Toothbrushes and toothpaste have been part of the give-aways and a full evaluation is 
to be completed. 
 
BCG Vaccination in Maternity 
For those who meet the criteria, this vaccination can be administered before the baby and mother 
leave the maternity unit. However, only endorsed BCG vaccinators administer the vaccine and 
most are employed within Community Health 4 kids. Becoming an endorsed BCG vaccinator is 
time consuming, involved and not realistic for maternity staff, considering issues with staffing. 
Regulations changes in recent years make it difficult for maternity staff to maintain competency 
requirements. 
 
Last year, the Public Health Nursing service conducted a survey of clients attending BCG clinics at 
CH4K for vaccination of their young babies. The survey clearly showed that parents would prefer to 
have the vaccination completed before leaving the maternity department. 
 
The CH4K TB team is planning a trial in the provision of BCG vaccinations in maternity before 
discharge. BCG clinics run weekly or fortnightly in Tauranga and monthly in Whakatane. This is a 
huge increase from two years ago when clinics ran every two or three months in Tauranga and 
rarely in Whakatane. 
 

Woman Child and Family (WCF) 
 
Maternity Service 
The maternity service continues to face midwifery shortages across the Bay of Plenty with 4.17 
FTE unfilled in Whakatane Maternity Unit (including Special Care baby Unit (SCBU)) and 12.12 
FTE at Tauranga Maternity Unit (excluding SCBU). This covers both registered midwifery and 
nursing vacancies.  
 
Increasingly in the absence of midwives, registered nurses are required to provide postnatal care. 
Registered nurses provide maternity care under the direction, supervision and delegation of a 
midwife.  Antenatal and labour/birth care can only be provided by a midwife. 
 
Two Tauranga midwives have taken up a contract for service to supply the BOPDHB with 
secondary care support as an adjunct to internal variance response management. BOPDHB is 
hopeful more Lead Maternity Care (LMC) midwives will choose to support their DHB colleagues 
through this contract at both sites. 
 
Numbers of LMCs (self-employed midwives) available in Tauranga has improved (six new 
graduate LMCs have commenced practice). 
 
Obstetric staffing on both sites continues to prove challenging at frequent intervals. Recent and 
pending Tauranga based appointments are to provide some relief in coming months but there is an 
ongoing reliance on locum services at both sites. 
 
Leave balances are higher than desirable due to inability to release staff for leave. Both obstetric 
and midwifery staff have generously altered leave arrangements to support ongoing DHB care. 
 
Special Care Baby Unit (SCBU) 
SCBUs (particularly Tauranga) have been well above capacity and struggling to accommodate 
need with some infants being transferred between Tauranga and Whakatane and neighbouring 
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DHBs.  FTE calculations for Tauranga SCBU demonstrated that 1/3 of the shift resourcing needs 
were not fully met and therefore a request for agreement to appoint to calculated 2020/20201 FTE 
has been approved as a matter of urgency. In addition, a Registered Nurse (RN) pool for maternity 
SCBU is being recruited to. The RNs develop skills in care of mothers and are able to support 
postnatal maternity care when Various Response is needed. 
 
Maternity and Neonatal Clinical Governance 
Two governance committees at service level established in the later part of 2019 are beginning to 
develop their processes. Reporting to WCF Cluster Leaders and to the BOPDHB Clinical 
Governance Committee, these committees seek to provide a multidisciplinary clinical service 
decision making forum. The committees have established sub-committees to oversee policy 
development, adverse event oversight and clinical data and audit processes. There is a need to 
establish clearer information requirements to underpin analysis of all aspects of the service. 
 
A presentation of a maternity clinical information system was recently provided by the MoH and the 
vendor. The system is the most recent offer in a long standing trial process. The new product is 
significantly advanced and has potential to shape best practice, provide sound data, reduce risk, 
streamline processes, provide electronic notes and a patient portal. Maternity notes are currently 
all paper based. A business case to purchase the product will be progressed this year. 
 
Eastern Bay Rural Maternity 
There is currently no LMC midwife in Murupara and women are receiving pregnancy and postnatal 
care in Rotorua from Rotorua based LMC and DHB midwives. Limited GP support for pregnancy 
and postnatal care is available in Murupara. Support to GPs for free pregnancy testing and early 
antenatal care best practice has been provided along with access to maternity emergency 
refresher training.  
An interim system for referral to the DHB (so DHB can seek to ensure provision of care is 
occurring) has been instituted. There are currently no access holders to the Murupara maternity 
unit and no births are occurring. Birthing in Murupara has become a rare event with women birthing 
almost exclusively in Rotorua. A long term solution is under discussion with Planning and Funding 
for LMC or similar services in Murupara. 
  
Opotiki and the Remote Eastern Bay 
Current LMC supply to Opotiki and the far Eastern Bay is adequate but fragile. The interim 
arrangements for Opotiki Maternity unit will be extended while a longer term solution is sought. 
Consultation regarding sustainable models of care for both birthing and the broader maternity care 
context has commenced with maternity stakeholders including MoH midwifery advisors, BOPDHB 
senior staff, Planning and Funding, NZ College of Midwife representation and local LMCs. Once 
viable models are identified, wider consumer and community consultation will commence. 
Particular attention is being given to access to care and equity issues of the high decile remote 
community. 
 
Paediatrics 
Preparation and planning is underway for the soon to be opened and implemented Paediatric Day 
Stay Unit. Meetings have begun in earnest with the setup of a governance group to implement the 
unit. Costings for refurbishment of the current Whanau room are complete and commencement of 
the refurbishment has commenced with the more major work planned in late March. This is an 
exciting time for the Paediatric ward which over the years has had to manage a large influx of 
patients into the ward environment to perform routine “day procedures”. The Paediatric Day Stay 
Unit allows for this cohort of patients to be treated “away” form the ward environment. 
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If you’ve tried existing tools to 
measure and address mental 
wellbeing in your workforce and find 
it difficult to answer these questions, 
the Health Roundtable (HRT) invites 
you to a join a progressive new 
Improvement Group focussing on 
Workforce Wellbeing. 

HRT is bringing a new screening tool to Australia and 
New Zealand, under an exclusive licence, to measure and 
address wellbeing in healthcare professionals. 
Developed by the Mayo Clinic and used by over 500 
healthcare providers in the USA and Canada the 
Workforce Wellbeing Group will have access to this tool 
to measure staff wellbeing. 

Quick, anonymous and packed with features, such as 
providing immediate help to staff in distress, this tool will 
be invaluable in monitoring burnout in your healthcare 
workforce, and the effectiveness of mental wellbeing 
strategies.

? Can you identify those staff at 
risk of mental health issues?

?
How does the mental wellbeing 
of your healthcare professionals 
compare?

?
Are you providing critical help 
to your staff who are potentially 
in distress?

How effectively  
are you measuring

the mental 
wellbeing of 
your healthcare 
workforce?
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The impact of  
poor mental  
wellbeing

Burnout in healthcare 
professionals, characterised 
by exhaustion, cynicism and 
reduced effectiveness, can be 
caused by:

Burnout has negative implications for both healthcare 
employees and employers:

Effect of burnout  
on healthcare professionals:

• Decreased professional effort
• Alcohol and substance abuse
• Anxiety and depression
• Suicide ideation.

Effects of burnout 
on institutions: 

• Decreased quality of care
• Increased medical error
• Decreased productivity
• High rates of staff turnover.

Source: Mayo Clinic 
D Shanafelt, MD, T. and H. Noseworthy, MD, CEO, J. (2017). Executive Leadership and Physician  

Well-being: Nine Organizational Strategies to Promote Engagement and Reduce Burnout. [ebook] Mayo Clin Proc.  
Available at: https://www.mayoclinicproceedings.org/article/S0025-6196(16)30625-5/fulltext [Accessed 8 Aug. 2019].

Feelings  
of isolation

Excessive  
time pressure

Chaotic pace 
of work

Threats of  
staff shortages

Low control 
over work

Compared to the 
general population 
male doctors have 

26% higher 
rate of suicide.

Compared to the 
general population 
female doctors have 

146% higher 
rate of suicide.

Source: Source: Beyond Blue The Mental Health of Doctors (2010) Accessed on 23 July 2019 

Research shows that burnout is a serious issue for 
doctors who face a wide range of barriers to help-seeking 
and higher rates of suicide compared to the general 
population.

Nearly 7 out of 10 
physicians will experience 
burnout this year.

Only 26% will get the 
help they need.

Barriers to help-seeking 
in the medical profession 
include fear of stigma, 
embarrassment and 
impact on career 
development.

Source: Mayo Clinic Source: Mayo Clinic Source link: beyondblue.org.au

26%
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The solution: 
HRT Workforce 
Wellbeing 
Improvement 
Group
To measure and address mental 
wellbeing among healthcare 
professionals, HRT has established 
the Workforce Wellbeing 
Improvement Group. 

Healthcare providers who become members of  
this group will benefit from exclusive access to  
the Wellbeing Index, a 100% anonymous online 
assessment evaluating mental wellbeing in just nine 
simple questions.

Developed by the Mayo Clinic in the U.S. and 
licenced exclusively to HRT in Australia and New 
Zealand, the Wellbeing Index predicts the risk of 
fatigue, depression, burnout, anxiety/stress, 
reduced mental/physical quality of life and poor 
work/life balance.

It includes these key features:

Your staff can anonymously assess and track their 
wellbeing over time, get immediate feedback and 
compare results with the national average for their 
peers (e.g. all doctors in Australia).

Your staff can get immediate access to helpline 
numbers, self-help videos, publications and 
resources pre-loaded onto the online tool.

Your institution can access de-identified aggregate 
reports on the wellbeing of healthcare staff over 
time to establish a base line and assess the efficacy 
of mental wellbeing initiatives.

Your institution can access national data to 
benchmark against institution data for physicians, 
nurses, residents/fellows, medical students, allied 
healthcare professionals and general staff.

Benefits of joining the Workforce Wellbeing Improvement Group 

World leading 
assessment
Ability to offer the Mayo 
Clinic Wellbeing assessment 
tool to your healthcare 
workforce to improve mental 
wellbeing and monitor 
strategy effectiveness.

Share  
knowledge
Access to knowledge about 
best practice to implement 
in your institution, gained by 
sharing and collaborating 
with other members of the 
subscriber community.

Network & 
learn
Opportunity to attend a two-
day workshop in Australia or 
New Zealand where members 
will be invited to network 
and present mental wellbeing 
initiatives or innovations 
that could be used by other 
members from across the 
country.

Resources & 
knowledge
Access to a wide range of 
resources and the support 
of a dedicated HRT Program 
Manager.
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Enquire now:

Fiona Fitzgerald | Program Manager

 +61 466 103 148

) fiona.fitzgerald@healthroundtable.org

Benefits
A positive return on  
investment in terms of:

Improved mental wellbeing 
among your healthcare workforce

Improved quality of care and 
patient satisfaction

Reduced medical errors and staff 
turnover rates

Increased productivity and 
professional effort

About HRT and the Mayo Clinic

Health Roundtable has over 20 years of experience in 
networking our members to enable and share health service 
improvement, drawing on the experience of thousands of 
highly skilled clinicians and administrators across Australia and 
New Zealand, as well as top innovators from across the globe. 

We now service 98 health services, 196 hospitals, 5,000 
engaged users and more than 10,000 innovation presentations 
to benefit from. The Mayo Clinic is a globally-renowned non-
profit academic medical centre in Minnesota, founded in 1889. 

$
$$

For every dollar spent on successfully 
implementing an appropriate action, 
there is on average $2.30 in benefits to 
be gained by the organisation 

Source: PWC/Beyond Blue/National Mental Health Commission paper “Creating a mentally healthy workplace” March 2014

$
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Workforce Wellbeing
Powered by the Wellbeing Index tool developed by the Mayo Clinic

The Health Roundtable
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Background

Introduction Challenge Solution

In November 2018 the Health Roundtable Patient Safety Improvement group theme 

was:

Exploring the link between patient outcome and staff wellbeing

The 2 Key Speakers
• Dr Lucille Wilkinson MB ChB FRACP – Review of current literature regarding staff 

wellbeing. Does it affect quality and safety of care?

• Dr Harry Gibbs - Alfred Health targeting staff wellbeing to improve patient care

The members requested for Health Roundtable to explore the Well-Being 

Index developed by the Mayo Clinic so as to make it available in Australia

Pathway Forward Thank You

Health Roundtable 2019 copyright - In confidence
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Current State of Wellbeing (US)

Introduction Solution

Nearly 7 out of 10 physicians will 
experience burnout this year.

Healthcare institutions today face an ever-growing list of 

challenges that affect executive decisions. Issues such as 

legislative changes, reimbursement policies, and internal 

complexities impact each and every aspect within an 

institution. Leadership teams are noticing a trickle-down 

effect that has resulted in unprecedented reports of burnout 

amongst healthcare staff. 

To reduce burnout and the negative impact that comes 

with it, leadership needs to address burnout as an 

institutional issue as opposed to an individual problem.

Well-being can be measured, monitored, and managed. 

With the correct tools and processes in place, institutions 

can yield great benefits by prioritizing well-being.Only 26% will get the help they 
need.

26%

Challenge Pathway Forward Thank You

Health Roundtable 2019 copyright - In confidence
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Current State of Wellbeing (AUS)

Introduction Solution

• One in ten doctors had suicidal 

thoughts in the past year

• Male doctors have a 26% higher risk of 

suicide (c.f. general population) 

• Female doctors have a 146% higher 

risk of suicide (c.f. general population)

• 59% of doctors believe that being a 

patient causes embarrassment for a 

doctor.

• 48% of doctors believe doctors are less 
likely to appoint doctors with a history 
of depression or an anxiety disorder

• Cancer doctors were the most 
distressed specialists

• Young female doctors were most at 
risk of mental health problems

• Suicide in anesthetists is frequently 
associated with substance abuse

Challenge Pathway Forward Thank You

Health Roundtable 2019 copyright - In confidence
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Currently

Introduction Solution

Healthcare Professionals Experience

Excessive time
pressure

Chaotic pace
of work

Threats of
staff shortage

Feelings of
isolation

Low control
over work

75% of physicians feel their 

work schedules do not allow 

enough time  for personal 

and family time

Burnout is characterized as exhaustion, cynicism, and 

reduced effectiveness and can cause a host of negative 

implications for both employee and the institution

Challenge Pathway Forward Thank You

Health Roundtable 2019 copyright - In confidence
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Impact of burnout

Introduction Solution

The average institution sees 
$1.3M in lost revenue, 

recruitment, and replacement 
costs of physician vacancies

It will take leadership and 
employee accountability to 

solve the issue of burnout 
among healthcare staff.

Assess the issue.

Provide resources to improve 
self-awareness.

Tracking wellness and progress.

Personal: Broken relationships, 
depression, suicide ideation, 

alcohol and substance abuse

Professional: Decreased quality 
of care, increased medical 

error, decreased patient 
satisfaction, decreased 
productivity, decreased 

professional effort, higher rates 
of staff turnover

1.3 Million The solution = leadership + 

accountability  

Personal and professional 

consequences of burnout 

Challenge Pathway Forward Thank You

Health Roundtable 2019 copyright - In confidence
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Strength & limitations:

Introduction Solution

This framework supports shared responsibilities between employee and employer. It cultivates a productive 
solution of awareness, engagement, and resources.

Measure Strengths Limitations

Challenge Pathway Forward Thank You

Health Roundtable 2019 copyright - In confidence
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Wellbeing Index Review

Introduction Challenge Solution Pathway Forward Thank You
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What is the wellbeing index?

Introduction Challenge

Invented by the Mayo 

Clinic, the Well-Being 

Index is a 100% 

anonymous, online 

assessment that 

evaluates distress in just 

9 questions

This tool predicts risks 

towards several 

dimensions, including: 

fatigue, depression, 

burnout, anxiety/stress, 

mental/physical quality 

of life and work-life 

balance

6 versions focused on 

following populations: 

Physician, Nurse, 

Resident/fellow, Medical 

Student, Allied Health 

and General  

Solution Pathway Forward Thank You

Health Roundtable 2019 copyright - In confidence
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Strategies to promote provider wellbeing

Introduction Challenge

This framework supports shared responsibilities between 

employee and employer. It cultivates a productive solution of 

awareness, engagement, and resources.

1. Acknowledge and Assess the Problem 

2. Harness the Power of Leadership

3. Develop and Implement Targeted Interventions 

4. Cultivate Community in the Work Place 

5. Use Rewards and Incentives Wisely

6. Align Values and Strengthen Culture

7. Promote Flexibility and Work-Life Integration

8. Provide Resources to Promote Resilience and Self-Care 

9. Facilitate and Fund Organizational Science

Solution Pathway Forward Thank You

Health Roundtable 2019 copyright - In confidence
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Strategies to promote provider wellbeing

Introduction Challenge

This framework supports shared responsibilities between 

employee and employer. It cultivates a productive solution of 

awareness, engagement, and resources.

1. Acknowledge and Assess the Problem 

2. Harness the Power of Leadership

3. Develop and Implement Targeted Interventions 

4. Cultivate Community in the Work Place 

5. Use Rewards and Incentives Wisely

6. Align Values and Strengthen Culture

7. Promote Flexibility and Work-Life Integration

8. Provide Resources to Promote Resilience and Self-Care 

9. Facilitate and Fund Organizational Science

Solution Pathway Forward Thank You

Health Roundtable 2019 copyright - In confidence
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Features of the wellbeing index

Introduction Challenge

Anonymously Assess Well-Being
The Well-Being Index is a personalized online 

assessment. In 9 questions or less, users can 

accurately assess well-being and get 

immediate feedback. Participants can then 

compare their results to their peers based on 

national averages. All 100% anonymously.

Track Progress
The Well-Being Index is designed for users to track 

well-being over time. Being able to track progress 

encourages self-awareness and allows users to 

correlate wellness scores with occurrences in their 

professional and personal life. 

Timely Resources
This tool includes videos, publications, websites, 

and other resources in 11 different categories to 

educate users on well-being and the importance 

of self-awareness.

Institutional Reporting
Those who license the tool are given access to de-

identified aggregate reports regarding the well-

being of their healthcare staff. By default, the tool 

provides reports on the percent of physicians with 

a high level of distress, mean score by gender, 

specialty, years since graduation, and the 

resources that have been accessed. Advanced 

reporting features are also available. 

Solution Pathway Forward Thank You

Health Roundtable 2019 copyright - In confidence
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Demonstration

Introduction Challenge Solution Pathway Forward Thank You
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Guide to the right resources

Introduction Challenge

• Stress & Resiliency

• Fatigue

• Emotional Concerns

• Suicidal Thoughts

• Healthy behaviour

• Money

• Alcohol & substance abuse

• Career & Professional Development

• Relationships & work life balance

Solution Pathway Forward Thank You

Health Roundtable 2019 copyright - In confidence
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Dashboards

Introduction Challenge

Individual dashboards provide immediate feedback on 

well-being, risk & safety

Solution Pathway Forward Thank You
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Trends

Introduction Challenge Solution Pathway Forward
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Reporting

Introduction Challenge Solution Pathway Forward Thank You
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Sample Metrics

Introduction Challenge

• Mean Score Compared to National Norms

• Mean Physician Well-Being Index Score by Gender

• Mean Physician Well-being Index Score by Specialty

• Mean Score by years Since Graduation

• Percentage of Physicians that signed up

• Total number of Physicians that have assessed 

• Physician resources accessed 

• Email performance for survey reminders

• Percentage Nurses with High level of Distress – Your nurses V National average

• Mean Nurse Well-being Index Score by setting 

• Mean Score by Age

• Mean Score by Year of Residency/Fellowship

• Mean Well-Being Index Score by job Category

Solution Pathway Forward Thank You

Health Roundtable 2019 copyright - In confidence
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Where else is WBI being used?

Introduction Challenge

• 600 hospitals, associations and universities are using the Well-Being Index. 

• Currently it has been licensed in USA and Canada

• Mexico, South America, Africa, Egypt, Saudi Arabia, England are currently 

investigating the system many are using for research already

Solution Pathway Forward Thank You

Health Roundtable 2019 copyright - In confidence
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International results Henry Ford Health System

Introduction Challenge
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*Total N=1038– N in 2018 is currently 424

Chart shows percent of your individuals (overall and by year since medical school graduation) with a Physician Well-Being Index score of ≥3 (higher score = greater risk). 

In a sample of US physicians (n=6880), those with a Well-Being Index score ≥3 were at greater risk for number of adverse outcomes including:

• 2 fold higher risk of reporting a recent medical error

• 5 fold higher risk of burnout

• 4 fold higher risk of severe fatigue

• 2 fold higher risk of suicidal ideation

• 3 fold higher risk poor overall quality of life

Solution Pathway Forward Thank You

Insights from Lisa MacLean

Health Roundtable 2019 copyright - In confidence
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International results Henry Ford Health System

Introduction Challenge Solution Pathway Forward Thank You

Insights from Lisa MacLean
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*Total N=555 – N in 2018 is currently 392 

Chart shows percent of your individuals (overall and by year since medical school graduation) with a Physician Well-Being Index score of ≥3 (higher score = greater risk). 

In a sample of US physicians (n=6880), those with a Well-Being Index score ≥3 were at greater risk for number of adverse outcomes including:

• 2 fold higher risk of reporting a recent medical error

• 5 fold higher risk of burnout

• 4 fold higher risk of severe fatigue

• 2 fold higher risk of suicidal ideation

• 3 fold higher risk poor overall quality of life Health Roundtable 2019 copyright - In confidence
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Pathway Forward

Introduction Challenge Solution Pathway Forward Thank You
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Improvement group value add

Introduction Challenge Solution

Dedicated Program Manager

• Overseeing implementation

• Support for hospital super users 

• Working with sites as they onboard 

International/National benchmarking

• Wellbeing data

• HAC data

• Clinical incidence data

Well-Being Improvement Group will provide

• An opportunity to collaborate with other Well-being Improvement Group members

• Share interventions, their implementation and impacts

• Establish useful contacts to assist in your site’s initiatives

Pathway Forward Thank You

Health Roundtable 2019 copyright - In confidence

62



Pricing

Introduction Challenge Solution

HRT Workforce wellbeing powered by Mayo improvement 

group example for 2500 staff:

Pathway Forward Thank You

$11k setup

$11k per year for primary facility

$3k per year for additional facility

$2.62 per person

Total cost: 

Year 1 $28,550

Subsequent years $17,550

Health Roundtable 2019 copyright - In confidence
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Pricing Example

Introduction Challenge Solution

Year 
Initial 
Setup

Improvement group annual 
subscription 

6000 staff @ 
$2.62 per person

Total 

2020 $11,000 $11,000 primary facility $15,720 $37,720

2021 $11,000 primary facility $15,720 $26,720

Year 
Initial 
Setup

Improvement group annual 
subscription 

8000 staff @ 
$2.62 per person

Total 

2020 $11,000

$11,000 primary facility

$9,000 for 3 additional facilities 

Total = $20,000 

$20,960 $51,960

2021 0

$11,000 primary facility

$9,000 for 3 additional facilities

Total = $20,000 

$20,960 $40,960

Pathway Forward Thank You

Health Roundtable 2019 copyright - In confidence
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Next Steps

Introduction Challenge Solution

• July - October 2019 – Tool updated with group input

• 15th October 2019 – Kick off meeting(day prior to patient safety TBC)

• November 2019 – First hospitals to trial

• August - September 2020 – Workforce Wellbeing Health Roundtable workshop

Pathway Forward Thank You

Health Roundtable 2019 copyright - In confidence
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Introduction Challenge Solution Pathway Forward Thank You

Thank You 
Questions?

Health Roundtable 2019 copyright - In confidence
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To: DHB Chief Executives 
Ashley Bloomfield, Director General, Ministry of Health 
Sam Cliffe, Chief Executive Officer, NZ Blood Service 
Richard Wagstaff, General Secretary, Council of Trades Unions 

From: Ailsa Claire, Chair, Workforce Strategy Group 
Fiona McCarthy, Chair, Kāhui Oranga 

Date: 10 December 2019 

Subject: Kāhui Oranga: Health Sector Wellbeing Group 

Introduction and background 

In collaboration with the Ministry of Health, Council of Trade Unions and NZ Blood Service we are very 
pleased to introduce you to our new Health Sector Wellbeing Group – Kāhui Oranga. 

Kāhui Oranga exists to lead a strategic partnership based, and compassionate focus to inspire and assist 
members to achieve the shared goal of providing safe and supportive workplaces where our people 
thrive.   

Under the governance the Workforce Strategy Group, Kāhui Oranga will: 
1. Undertake co-ordinated and collaborative activities and initiatives across members that are

designed to ensure a healthy workplace exists for all health sector employees.
2. Provide advice to enable informed decisions by the DHB Lead Groups and Executive Teams on

issues of interest and concern.
3. Be informed of and share the latest literature, evidence and experience on workplace wellbeing

What is Kāhui Oranga doing? 

Underpinned by the cornerstones of Te Whare Tapa Whā, a number of work programmes have been 
initiated including collaborations with WorkSafe on developing guidance Minimising the Risk of Violence 
in the Health and Disability Sector and establishing an enduring programme of work to minimise and 
manage fatigue.  This programme includes working with Massey University in piloting a code of practice 
for managing fatigue and shift work in DHBs.   A further key activity is the development of a strategic 
partnership with the Mental Health Foundation. 

A strategic work plan for 2019/21 is attached as Appendix 1. 

Partnership with Mental Health Foundation 

We are very excited to tell you about our partnership with the Mental Health Foundation.  Together we 
are working on producing some resources for you, your team and your managers in support of everyday 
positive mental health in the workplace. 
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We know that at times our healthcare work is not easy – it can be distressing and stressful. 

Our first aim is to have great conversations in the workplace about our mental health and wellbeing. 

Attached is a link to guide called open minds: Opening the conversation in the workplace.   
FAQ-Open-Minds  Turn to page 5, 10 and 16 to learn how to support you, your staff member and each 
other. 

Our thanks to the Mental Health Foundation for use of this publication – please distribute widely and 
post to your intranet pages.   

We would like your feedback on how you are using this guide to support great workplace conversations – 
we’ll seek your comments soon. 

We’ll be back in touch as more materials are produced and made available. 

What you can expect to see next? 

We are currently working on a sector wide commitment to wellbeing and the first draft will be circulated 
in the New Year.  We will invite your feedback as well as requesting the final commitment is to   reflect 
this in your wellbeing programmes or policies and leadership learnings. 

If you have any questions, please don’t hesitate to contact Brenda Hall, Workforce Specialist TAS – 
Brenda.hall@tas.health.nz  
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Massey 
University

Kāhui Oranga - Health Sector Wellbeing Group
Strategic Workplan 2019-2021

Mental Health

Co- design and 
commence a work 
programme with the 
Mental Health 
Foundation by June 
2020

Family Health

Enable a wellbeing community 
of practice

Each DHB to achieve Family 
Violence national accreditation 
standard by December 2020

Physical Health

Collaborate with WorkSafe to 
develop  guidelines on Managing 
the Risk of Occupational Violence 
from July 2019

Establish a programme to minimise 
and manage fatigue.

Spiritual Health

Commit to a sector 
wide wellbeing 
statement that 
supports wairua

Our growing 
partnerships

Theoretical approaches
Te Whare Tapa Whā
With its strong foundation and four 
equal sides, the wharenuī
illustrates the four dimensions of 
wellbeing

Supporting worker health 
and wellbeing

Healthy Workplaces

Key Indicators: Key outcome is to enhance wellbeing in our workplaces
We will know we are successful when:
• All workplaces adopt an evidence based wellbeing programme
• We report on wellbeing in our indicator scorecards
• All our resources are available 24/7
• People experience resources as useful and responsive to key wellbeing issues
• Resources and learning is reflected in workplace policy and practises
• Our people actively seek to participate in wellbeing at all levels

Mental 
Health 

Foundation

In 2018 the NZ public health sector together with key partners committed to improving wellbeing for our 
people.  In adopting the cornerstones of Te Whare Tapa Whā, our overall outome is to enhance wellbeing in 

our workplaces.
He aha te mea nui o te ao. He tāngata, he tāngata, he tāngata

20 DHBs NZ Blood 
Service

Ministry 
of Health

WorkSafe 
NZ

Unions

Final Draft
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Bay of Plenty Hospital Advisory Committee 
Terms of Reference 
March 2017 

TERMS OF REFERENCE 
BAY OF PLENTY HOSPITALS ADVISORY COMMITTEE 

 
 
1. Constitution 
 
The Committee is constituted pursuant to s 36 of the New Zealand Public Health and 
Disability Act 2000. 
 
 
2. Role 
 
The role of the Committee is to monitor actions pursuant to strategic objective three 
of the Bay of Plenty Strategic Health Services Plan and provide strategic advice to 
the Board on the same. 
 
The Committee will at all times comply with the provisions of the New Zealand Public 
Health and Disability Act 2000 and New Zealand Health Strategy. 
 
 
3. Membership 
 
a) Membership of the Committee shall be determined by the Bay of Plenty District 

Health Board and shall include at least one Maori representative. 
b) The appointment of members must comply with the requirements set out in 

Schedule 4, Clause 6 of the New Zealand Public Health and Disability Act 2000. 
c) The Bay of Plenty District Health Board will appoint the chairperson.  The 

appointment of the chairperson will comply with the requirements set out in 
Schedule 4, Clause 11 of the New Zealand Public Health and Disability Act 2000. 

 
 
4. Functions 
 
Monitoring  
 
a. Monitor the action plans developed to achieve strategic objective three of the 

Bay of Plenty Strategic Health Services Plan. 
 

b. Follow up with the CEO on any variance from plan that is of concern to the 
Committee. 

 
c. To monitor the financial and operational performance of the hospitals of the DHB 

and to advise the CEO of any current or future implications of monitored 
performances. 

 
d. Monitor clinical risk and advise the CEO if a significant risk is not being 

mitigated. 
 

e. Assess the performance of the hospital services against the hospital and related 
services provisions of the BOPDHB Annual Plan, accountability documents, and 
accepted industry and sector standards.  Report any variation from expected 
standards to the Board and advise the Board of possible corrective measures.  
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Bay of Plenty Hospital Advisory Committee 
Terms of Reference 
March 2017 

 
Strategic  
 
a. Provide strategic advice to the Board in relation to strategic objective three of the 

Bay of Plenty Strategic Health Services Plan. 
b. Raise strategic opportunities for consideration/exploration with the Health 

Strategic Committee 
 
5. Delegated Authorities 
 
The following authority has been delegated from the Bay of Plenty District Health 
Board to the Hospital Advisory Committee: 
 
a) The authority to require the Chief Executive Officer to attend or prepare reports 

for meetings of the Committee. 
b) The authority to have the Chief Executive Officer require designated staff to 

attend or prepare reports for meetings of the Committee. 
 
 
6. Meetings 
 
a) The Committee shall meet as per a schedule endorsed by the Board annually. 
b) In conducting its meetings the Committee shall comply with the Code of Conduct 

of the BOPDHB and the requirements of Schedule 4 of the New Zealand Public 
Health and Disability Act 2000. 

  
 
7. Reporting 
 
a) The minutes of the Committee shall form part of the Board agenda. 
b) Any resolutions made by the Committee are recommendations to the Board. 
 
8. Relationship with Board and Management 
 
a) The Committee is accountable to the Board.    
 
b)   Its roles are to: 

• advise and make recommendations to the Board on strategic issues, 
and 

• alert the CEO to matters of concern in relation to its monitoring 
function.  

 
c) The Committee shall receive all material and information for its review or 

consideration through the Chief Executive Officer. 
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Bay of Plenty Hospital Advisory Committee 
Terms of Reference 
March 2017 

Appendix 1: Health Services Plan Strategic Objective 3 
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Bay of Plenty Hospitals Advisory Committee 

Work Plan 2020 

Month Activity Documentation 
Source 

 
4 March 

 
• Focus Topic:  

Overview of Provider Services: Issues 
and opportunities 
 

• COO Highlights Report 
 

 
Chief Operating Officer 

 
6 May 

 
• Focus Topic:  

Patient Safety and Quality 
Improvement 
 

• COO Highlights Report 
 

 
Chief Operating Officer 

 
1 July 

 
• Focus Topic:  

Targets performance and 
improvement aims for the year ahead 
 

• COO Highlights Report 
 

 
Chief Operating Officer 

 
2 September 

 
• Focus Topic:  

Equity assessment – a deep dive into 
current disparities 
 

• COO Highlights Report 
 

 
Chief Operating Officer 

 
4 November 

 
• Focus Topic:  

Engaged, effective workforce 
 

• COO Highlights Report 

 
Chief Operating Officer 
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