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9 February 2012 Hospital Advisory Open 

 
 
 
 

HOSPITAL ADVISORY COMMITTEE 
 

MEETING AGENDA 
 

 Thursday 9 February 2012  
10 am 

 
Corporate Meeting Room 1 Base Hospital 

David Street 
New Plymouth 

 
1. Declaration to Open Meeting 
 
2. Apologies   Tony Foulkes and Karen Eagles 

 
3. Conflicts of Interest 
 
4. Public Comment 
 
5. Minutes 
 5.1 Minutes of meeting held 8 December 2011 Pages 1 - 6 
  Resolution 
  That the Hospital Advisory Committee resolve to 

accept the minutes of the meeting held                 
8 December 2012 as a true and correct record. 

 
6. Arising From Minutes 
 
7. Chairman’s Report 
 
8. Management Reports 
 8.1 General Manager Hospital Services and     Pages 7 - 108 

 attachments.   
  Resolution 
  That the Hospital Advisory Committee note and 

receive the report and attachments. 
 
9. Other Business 
 
10. Next Meeting 
 8 March 2012 in New Plymouth 
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NZ Maori 117 85.53 7.16% 
Pacific Island 6 5.20 0.37% 
Indonesian 12 8.25 0.73% 
Chinese 7 6.00 0.43% 
Indian 21 19.20 1.29% 
Other Asian 14 10.49 0.86% 
Middle Eastern 3 2.5 0.18% 
Latin American 1 0.80 0.06% 
African 12 7.98 0.73% 
Other - not defined 9 7.90 0.55% 
Unknown 172 115.32 10.53% 
Total 1,633 1,185.67 100.00% 
 

 
b) Turnover (excluding casuals) 

The average turnover for the first quarter is 8%.  
 
c) Sick Leave 

Sick leave for this quarter is 2%. 
 

d) Annual Leave 
A small number of TDHB employees have an annual leave balance double that of 
their entitlement. Human Resources continues to work with managers in an effort 
to reduce these leave balances and ensure appropriate time off work is taken by 
employees. 

 
 
RECOMMENDATION 
 
It is recommended that the Human Resources Report for October-December 2011 is noted. 
 
 
 
Gavin Woolley 
General Manager  
Human Resources and Organisational Development 
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Appendix One 
 
 

Agreement HR 
Code 

Expiry 
Date 

Headcount 
Non-Union 

Headcount 
Union 

Non- 
Union 
FTEs 

Union 
FTEs 

Approx 
salary 
value 
of CEA 

Update 

Senior Medical and 
Dental Officers’ MECA 
(ASMS union) 

SM01, 
SM03 
SM11, 
SMIA 

28 Feb 13 21 56 15.9 45.6 $13.4m 

Variation now expired.  
Being renegotiated.   
New employees offered 
IEA based on the terms 
and conditions of the 
expired MECA. 

NZNO Nurses & 
Midwifery MECA  

NS01, 
NS11 
NSIA, 
NURS 

31 Sep 11 74 672 15.9 448.6 $44.2m Operational. 

PSA Allied, Public 
Health & Technical 
(APT) MECA  

CATH, 
PAIA, 
PATH, 
PSAB 

30 Apr 14 62 170 35.6 140.9 $12.7m Operational. 

PSA 
Administration/Clerical 
MECA 

CACT 
CAT 
PACT 

31 Dec 13 30 141 21.4 116.4 $7.1m Operational.  

PSA Nursing MECA PPHN 30 Apr 14  14  10.4 $968K Operational. 

Service and Food 
Workers’ Union MECA 

SS01, 
SS02, 
SSIA,  

30 Sept 13 5 14 2.4 9.7 $650K 
Operational. Currently in 
negotiations to re-new. 

Resident Doctors’ 
Association MECA (RDA 
union) 

RM01, 
RM03, 
RM11 
RMIA 

31 Mar 12 13 34 12.7 34.0 $4.5m Operational. 
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Agreement HR 
Code 

Expiry 
Date 

Headcount 
Non-Union 

Headcount 
Union 

Non- 
Union 
FTEs 

Union 
FTEs 

Approx 
salary 
value 
of CEA 

Update 

Midwifery Employee 
Representation & 
Advisory Services 
(MERAS union) 

MER1 31 Sep 11  15  9.5 $945K Operational. 

Medical Laboratory 
Workers’ MECA (for 
LabCare) (NZMLW 
union) 

LB01, 
LABC, 
LBIA 

30 Dec 11 8 34 5.6 27.4 $2.3m Operational. 

TDHB/CHICCU SECA 
(Cleaners and 
Orderlies) 

CHIA, 
CHIC 

30 Jun 11 4 48 2.8 32.3 $1.8m Operational.  
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TO 
 
 
 
FROM 
 
 
DATE 
 
 
SUBJECT 

General Manager, Hospital and 
Specialist Services 
 
 
Ngawai Henare, Chief Advisor 
Māori Health 
 
31 January 2012 
 
 
MĀORI HEALTH REPORT 
 

 
 
 
 
 
 

 

1. INTRODUCTION 
This report summarises Maori health activities that affect Provider Arm services 
for the period ended 31 December 2011. 

2. MAORI HEALTH PLAN 

2.1. Attached is the Maori Health Plan 2011-12 exceptions report for the quarter 
ended 31 December 2012. 

2.2. Changes in Provider Arm management have impacted on progressing actions 
against some of the indicators however the monitoring process ensures there is 
regular review and assessment of actions.  I and other members of the team are 
working with the provider arm teams to progress these actions.  Of importance is 
that attention is now drawn to areas of service where improvements are 
expected to significantly positively impact on outcomes for Maori, e.g. child and 
youth oral health and attendance at Outpatients appointments. 

2.3. Preparation of the Maori Health Plan 2012-13 is currently in progress and will be 
informed by the Whanau Ora Health Needs Assessment as well as work being 
undertaken at a Midlands regional level to incorporate regional clinical 
indicators.  

3. HE RITENGA:  TREATY OF WAITANGI PRINCIPLES 
HEALTH AUDIT FRAMEWORK 

3.1. The audit of the Paediatrics and Dental Departments using “He Ritenga:  Treaty 
of Waitangi Principles Health Audit Framework” was undertaken by Quality 
Visions Ltd in December 2011.  The preliminary feedback presented to 
managers was generally positive with the services showing positive engagement 
and responses to the needs of Maori patients and their whanau. 

3.2. The draft report due 31 January will be circulated to managers for feedback with 
the final report due mid February 2012. 
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4. WHAKATIPURANGA RIMA RAU – MAORI HEALTH 
WORKFORCE DEVELOPMENT 

4.1. The WRR Project Coordinator resigned her position prior to Christmas due to 
illness.  This gives WRR the opportunity to implement the revised operational 
structure sooner than expected.  Recruitment of an Operations Manager will 
begin shortly. 

4.2. The unexpected departure of the Project Coordinator however has not been 
without its challenges as the remaining staff have tried to piece together 
different programs.  Despite this reasonable momentum has been maintained to 
ensure Incubator, Internships and Cadetships are prioritised for attention. 

Incubator 

4.3. Preparations are well in hand for delivery of ‘Incubator’ to 10 of the 12 secondary 
schools through-out Taranaki with offers having been made to the remaining two 
schools as well.  Smaller schools will continue to cluster with each other or with 
the larger schools to make up groups of up to 20 students.  It is anticipated that 
up to eight groups or clusters will take the Incubator opportunity to around 160 
year 12 and 13 Maori secondary school students in 2012. 

4.4. The focus of attention currently is on enlisting the support of health professionals 
through-out the sector (NGO and TDHB) to mentor the students.  Mentors attend 
up to five two-hour sessions during the year for each student group, to share 
their personal career journeys as well as give some insight into the jobs they do.  
Around 90 mentors are sought for the coming year, to deliver up to 40 sessions 
to 8 student groups.  While there is no lack of enthusiasm from TDHB staff to 
participate as mentors, release time is a growing challenge.  Engagement from 
NGO sector health professionals is very good. 

WHYORA - Transition to Work 

4.5. Three cadetships are currently being developed in clinical fields (oral health, 
community nursing, podiatry) and one in the social work / A&D area under the 
WHYORA – Transition to Work programme. 

4.6. Internships put in place during 2011 have either been completed or will continue 
into 2012.  Additional funding will determine the extent to which additional 
placements can be made. 

4.7. TPK has contributed funding towards an A and D cadetship located with 
WAVES. The young person involved was placed initially by a WRR internship 
which led to his enrolling at WITT to undertake a social work degree this year.  
This is another example of a successful WRR placement. 

General 

4.8. Representatives from TWPK, MSD, TPK, TSB Community Trust and TDHB 
participated in an exercise to produce a Results Based Accountability (RBA) 
scorecard for WRR.  This work is continuing, will describe the overall outcomes 
sought and inform funding applications, accountability frameworks and 
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potentially help shift the project partners to an integrated outcomes-based 
funding arrangement. 

4.9. The MSD FACS (Families and Communities Service) has supported by allowing 
WRR to use the skills and expertise of one of their contracted RBA facilitators to 
facilitate the WRR process. 

4.10. Midlands region Kia Ora Hauora project have advised indicated that additional 
funding will be available for internships again this year.  The extent of this 
commitment has yet to be confirmed. 

4.11. TDHB continues with its substantial support of WRR through: 

a. 0.5 FTE plus of the Senior Advisor, Service Development is dedicated to 
managing Incubator, internships and cadetships; 

b. provision of the WRR office base and access to TDHB’s general 
administration systems; 

c. access to specialist expertise such as IT, HR and Maori health and of 
course the significant TDHB workforce and systems that support it; 

d. funding of cadets and interns via the Maori Health Investment Plan’s Maori 
workforce development commitment. 

4.12. An evaluation of the establishment phase of WRR has been undertaken by 
Whariki Research Group, School of Public Health, Massey University.  
Evaluation is a condition of TSB Community Trust funding and serves useful 
additional purposes for the WRR Trust, funders and other stakeholders as well. 

5. WHANAU ORA HEALTH NEEDS ASSESSMENT 
5.1. The Whanau Ora Health Needs Assessment is working through its ‘draft for 

feedback’ stages.  The report will be presented to TWPK for feedback and 
endorsement prior to presenting to the TDHB Board in March 2012. 

5.2. As pointed out previously, the report is a robust evidence-based analysis of the 
health status of Taranaki Maori and incorporates socio-economic determinants 
of health.  The report is not a research opposed to a quantitative research 
project that generates original data) as well as gleaning input from community 
through the Steering Group and hui with various stakeholders. 

6. HAUORA MAORI SCHOLARSHIPS 

6.1. 14 applications to the Health Workforce NZ Hauora Maori Scholarship fund from 
TDHB and NGO sector staff have been submitted for study in the first semester 
of 2012.  HWNZ has yet to advise of its funding decision.   

7. TIKANGA HANDBOOK 

7.1. Excellent feedback has been received about the Tikanga Maori Handbook for 
Health Care Workers which was widely distributed through-out TDHB prior to 
Christmas. 
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7.2. The handbook gives staff an insight into tikanga Maori concepts within the 
hospital setting and provides ready access to important Maori contacts both in 
and outside of the hospital who can directly support the needs of Maori patients 
and whanau. 

8. KAIAWHINA 

8.1. DIscussions are under way with the Te Kawau Maro Maori health services 
alliance to strengthen the relationships between the community based 
Kaiawhina and the Kaimahi Hauora working as part of the hospital services.  
There is a strong commitment for the teams to work seamlessly focussed on the 
needs of whanau. 

8.2. In South Taranaki there is a strong connection already amongst the Kaiawhina 
to the extent that community-based Kaiawhina provide back-up support to 
Kaimahi Hauora in Hawera when she takes leave or is otherwise absent on 
leave.  This has the obvious additional benefits of inter-action with other hospital 
staff which has created a wider network of contacts for Kaiawhina and hospital 
staff alike, to wrap around the needs of whanau.  Our aim is to implement the 
same way of operating, in New Plymouth. 

9. KAIMAHI HAUORA ACTIVITIES 

9.1. Discussions are under way with the Emergency Department to locate a Kaimahi 
Hauora there so as to increase the support available to patients and whanau 
that present at ED.  These discussion address some of the issues we have 
been trying to overcome in terms of Kaimahi Hauora being more visible to 
patients and whanau when they enter the hospital. 

9.2. Both Hawera and New Plymouth staff report reduced demands on their time 
from hospital in-patients indicative of the growing impact of primary care 
services.  The reduction in demand enables staff to focus on other areas such 
as follow up and support to reduce hospital outpatient DNA’s in particular. 

9.3. In the last quarter the team delivered 11 Tikanga Recommended Best Practice 
sessions to staff, three in Hawera and the remainder in New Plymouth.  Two 
one-day Treaty workshops were also delivered, one each in Hawera and New 
Plymouth. 

10. RECRUITMENT 

10.1. The team has been involved in the review of the TDHB Recruitment Policy and 
procedures, working closely with the HR department to identify opportunities to 
increase Maori involvement in the process itself, to increase pro-action towards 
recruiting Maori and to increase exposure of staff to cultural practices through 
the recruitment pathway. 

10.2. Analysis of recruitment in the month of January 2012 shows that two of 19 
applicants hired were Maori representing 11% of applicants.  In the last year, 
12% of all applicants hired, or 70 out of 600 applicants, were Maori.  We are 
working on extracting information that shows which of these appointments were 
new to the TDHB as some of these appointments were of existing staff to other 
positions within TDHB. 
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11. RECOMMENDATION 
That the Hospital Advisory Committee receives this report as tabled. 

 
 
 
 
Ngawai Henare 
Chief Advisor Māori Health 
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HAC 9/02/12 Open 

 
 

 
TO 

 
 
 

FROM 
 
 
 

DATE 
 
 

SUBJECT 

 
General Manager Hospital & 
Specialist Services 
 
 
Anne Kemp 
Quality & Risk Manager 
 
 
30 January 2012 
 
 
Quality & Risk Report for 
October, November and 
December 2011 
 

 
 
 
 

MEMORANDUM 
 

 

1   QUALITY 
 
1.1 Certification and Accreditation 
Our three yearly certification and accreditation audits were held at the end of October.  We have 
received notification from the Ministry of our continuing certification status for a further two years 
(until 8 January 2014) for both Hawera and Base Hospitals. There are 41 corrective actions related 
to consumer rights (9), organisational management (5), service delivery (11), safe and appropriate 
environment (8), restraint minimisation and safe restraint practice (7) and infection control (1).  As a 
condition of our certification, we are required to provide regular progress reports with our first report 
due in early February to the Ministry via The DAA Group.   The Clinical Board provides the 
monitoring and oversight function internally. 
 
We have received our draft Accreditation report for checking from a factual and accuracy 
perspective.  Some changes will be communicated but overall, the report is in keeping with the 
information we received at summation at the time of the survey.  
 
 
1.2 Patient Satisfaction 
Since 2000, all DHBs have been required to send out Patient Satisfaction Survey forms twice a 
month.  While this is not a requirement now, the Taranaki DHB continues to undertake the process.  
These forms are addressed to a sample of both inpatients discharged and outpatients seen since 
the previous selection.  Individual patient satisfaction responses are converted to percentages for 
the purpose of analysis. 
 
I have included an update from the Health Services Consumer Research report that we receive on a 
quarterly basis. Inpatients (Appendix A) and Outpatients (Appendix B) reflect our adjusted figures 
for the October 2011 quarter with the control chart reflecting our progress since the commencement 
of the survey in 2000.  As from the June 2008 quarter, the way the upper and lower control limits are 
calculated have been slightly amended so as to show the difference before December 2005 and 
after this date.  This small improvement makes it clear whether overall satisfaction within the DHB 
has increased or decreased between these two time periods.   
 
The ratings obtained by Taranaki on every question in the surveys are shown over the last 12 
months (MAT = Moving Annual Total).  Both Very Good (VG) and the Very Good/Good (VG/G) 
combined percentages are shown.  The +/-% columns indicate the increase or decrease in 
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satisfaction compared to the same 12 month period one year earlier, thus the MAT ending October 
2011 is compared to the MAT ending October 2010.   
   
On the last page of the Patient Satisfaction Survey, there is an opportunity for patients to document 
what they were impressed with, what they were disappointed about and a section for documenting 
any general comments or suggestions for improvement they might have. A total of 745 comments 
were received within the quarter with 480 (64%) representing compliments and 265 (36%) 
representing complaints.  Appendix C outlines the categories and percentage of feedback received 
in the December 2011 quarter from a compliments and complaints perspective respectively.   
 
 
1.4 Patient Complaints 
51 complaints were received during the months of September, October and November 2011 
compared to 50 complaints received in the previous three month period.   
 
Utilising the patient satisfaction survey numbers for inpatients and outpatients, the DHB received 25 
complaints (0.3%) from the 8,873 outpatients that utilised an outpatient service during this three 
month period.  22 complaints (1.2%) related to inpatients and there were 1,888 admitted to hospital 
during the three month period.  The remaining four complaints were of a Planning and Funding 
nature. 
 
48 out of the 51 complaints were acknowledged within 6 working days and 69% were considered 
closed within the 31 day Ministry timeframe.  
 

Formal Complaints Received By Month 
2009 - 2011
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The most common issues captured during these months were as follows: 

o Medical treatment    10                           
o Attitude of doctors    8       
o Delays     7 
o Access to services   5 
o Communication issues   5  
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1.5 Health & Disability Commissioner and Privacy Commissioner  
Two of the three events before the Health & Disability Commissioner from the last three month 
period have been closed by the Commissioner with no further action. The remaining event is in 
progress.   
 
For the September, October and November period, three further events have been communicated 
to us.  One of these has been closed by the Commissioner with no further action and the remaining 
two events are progressing.   
 
 
1.6     Six Monthly Health & Disability Commissioner (HDC) DHB Complaints Report 
For your information, attached as Appendix D is the HDC Six Monthly Trend Report for DHBs for the 
period 01/01/11 – 30/06/11 that also includes data specific to Taranaki DHB.  
 
We are DHB 2 in Table 8 (rate of complaints to HDC per 100,000 discharges) on page 14.  For this 
period, the rate of complaints about Taranaki DHB was less than for the two previous periods.  
 
We are ranked as DHB 1-14 in Table 9 (rate of investigated complaints per 100,000 discharges) on 
page 15.   

 
 
2   EMERGENCY PREPAREDNESS 

  
The Health Emergency Management Group continues to progress its work plan with specific focus 
areas including: 

o ED Mass Casualty Plan 
o Unit/department fire safety awareness training 
o Review and update of the Taranaki DHB’s Health Emergency Plan 
o Review and update of the Hawera and Base Hospitals Emergency Plans 
o Emergency Operations Centre resourcing and training of the Incident Management 

Team 
o Engagement of the primary care sector in relation to enhancing emergency response for 

the Taranaki region. 

 
 
3. HEALTH AND SAFETY 
 
3.1 Workplace Injuries or Illnesses 
 

Description 
Jan
11 

Feb 
11 

Mar 
11 

Apr 
11 

May 
11 

Jun
11 

Jul 
11 

Aug 
11 

Sep
11 

Oct 
11 

Nov
11 

Dec 
11 

No. of staff injured from the 
previous month(s) 

0 3 5 2 2 3 1 1 0 0 0 0 

No. of staff injured this month 3 2 2 0 1 0 0 0 0 0 0 0 

TOTAL 3 5 7 2 3 3 1 1 0 0 0 0 

Serious Harm 0 0 0 0 0 0 0 0 0 0 0 0 
 

Outcome by end of month 

  Off Work 2 1 3 0 2 1 0 0 0 0 0 0 

  Return to Work* 1 4 4 2 1 2 1 1 0 0 0 0 
*   Return to work incorporates selected hours/selected duties or full hours/selected duties or complete return to work  
 

Page 39



HAC 9/02/12 Open 

  During the period October to December 2011, we have not had any staff with new work related 
injuries requiring time off work and a rehabilitation plan.  

 
 
3.2 ACC Partnership Programme Employer Performance Report 
 
The DHB received its annual report from ACC in December (Appendix E).   This report is based on 
data reported to ACC as at 31 March 2011 and provides benchmarking information across ACC’s 
Work Account. 
Key points include: 
  The ACC Partnership Programme Levy that the DHB pays to ACC, is much less than the group 

standard levy $208,430 in 2010 and $292,204 in 2011 (page 4). 
  Finger/thumb, back(excluding head vertebrae), lower back/spine and shoulder injuries are the 

most common (page 13). 
  From these savings, we pay for all work related staff injury costs (entitlement and  medical) and 

our third party administrator (WorkAon) who assists with claims and case management. 
  We have a two year cover period so 2010 and 2011 claims will not be completed until March 

2012 and March 2013 respectively.  However the savings (levy minus entitlement and medical 
costs) currently equate to $186,567 and $283,087 for the 2010 and 2011 years. 

  Claims per liable earnings (page 22) for the DHB compared to the ACC Work Account are 
significantly better (page 22) 

  Our average cost per claim ($222) compared to the ACC Work Account ($852) is significantly 
less (page 24). 

 

 
4.0 INFECTION CONTROL 
 

Description Jan
11 

Feb 
11 

Mar 
11 

Apr 
11 

May 
11 

Jun 
11 

Jul 
11 

Aug 
11 

Sep 
11 

Oct 
11 

Nov 
11 

Dec 
11 

Hospital Acquired Blood  

Stream Infections 
3 2 2 1 1 0 4 6 5 2 6 3 

Surgical Site Infections within 
30 days post discharge 

1 NA 0 1 5 1 0 2 3 0 NA NA 

NA  - data not available  
 
 

  There were 16 Hospital Acquired Blood Stream Infections during September, October, 
November and December 2011.  Of these 16, two were patients that had their procedure at 
another DHB, one patient came from a rest home with an indwelling catheter and six were 
suffering from neutropenia (very low numbers of white blood cells). All cases were followed up 
and monitored by the Infection Control team.   

  For the period August through to October 2011, five surgical site infections were identified 
through patient survey.  Two of these related to caesarean sections, two related to 
mastectomies and one related to a laparoscopic cholecystectomy.  All infections were confirmed 
by laboratory evidence or hospital staff review. 

 
4.1 Central Line Associated Bacteraemia 
We are contributing to the national project on the prevention of central line associated bacteraemia 
infections.  Infection Control and ICU personnel are involved with the project being in its initial 
stages. 
 
4.2 Clostridium Difficile Infection  
There were 21 cases in the December, however again, this is lower than our incidence for the same 
time period last year.  The working party, under the auspices of the Infection Control Committee, 
continue with their three key work streams.  
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RECOMMENDATION  
 
That the Quality and Risk Report for October, November and December 2011 be noted and 
received. 
 
 
 
 
 
Anne Kemp 
Quality & Risk Manager 
 
Appendices 
A - Control Chart – Taranaki DHB Overall Inpatient Satisfaction 
B - Control Chart – Taranaki DHB Overall Outpatient Satisfaction 
C - Patient Satisfaction Compliments & Complaints Received for the December 2011 Quarter 
D – HDC Six Monthly Trend Report for DHBs for the period 01/01/11 – 30/06/11 
E – ACC Partnership Programme Employer Performance Report – 31 March 2011 
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Appendix C 

Patient Satisfaction Compliments 2011-12 December Quarter 
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Complaints to HDC involving DHBs 1 January–30 June 2009  

2 
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3 
 

Introduction 

This report provides aggregated DHB data and data specific to individual DHBs for the period  
1 January–30 June 2011. The data reflects only complaints to the Health and Disability Commissioner 
involving a DHB — it excludes those complaints made directly to a DHB that are not received by HDC. 
 
The report includes:  
 
1. Data on complaints received: 

(a) Current period: 
 — how many 
 — service type  
  — substance of complaints:  key words and primary issue 
  — rate of complaints received 

(b) Comparison over time (trend data): 
 — number and rate of complaints received over current and previous six-monthly periods  
 

2. Data on complaints closed:  
 (a) Current period: 
  — how many 
  — outcomes — how the matter was resolved 
  

 (b) Comparison over time (trend data): 
 — % complaints investigated over current and previous six-monthly periods  

 — rate of complaints investigated over current and previous six-monthly periods  
  

3. Ranking 
  — by rate of all complaints 
  — by rate of complaints investigated 
 

Please note: Discharge (denominator) data  

Data for this report is provided by the Ministry of Health and is provisional as at the date of 
extraction, 15 August 2011. It excludes same-day discharges from emergency departments and 
patients attending outpatient units and clinics.  
 
MOH discharge data is updated as figures come to hand from DHBs. Differences in data extracted at 
two dates six months apart can be considerable (in one instance > 11,000 discharges) and are more 
apparent in larger DHBs. Rates for the two previous periods (where the changes are greatest) have 
been recalculated according to most recent data, and consequently frequency data presented here 
may differ from that provided in earlier HDC reports.  
 

Changes made in this report 
(i)  Outcomes of complaints closed— comparison over time 
The outcome of closed complaints that are not investigated are most commonly referred to 
advocacy, referred to provider or resolved with no further action. The distribution of these outcomes 
in the last four six- monthly periods is shown in the National Report (Table 7, page 11). 
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National Data for all District Health Boards 

1.0 Complaints received  

In the period January—June 2011, HDC received a total of 268 complaints about care provided by all 
District Health Boards. There were 256 complaints received in January to June 2010, and 257 in the 
last period. 
 

1.1 Service type category 
 Complaints to HDC are shown by service type in Table 1 below. 

 
 Table 1 

Service subject to complaint 
Number of 
complaints 

    Accident and emergency 10 

    Dental 3 

    General practice 6 

     Home care 2 

    Inpatient mental health services 10 

    Maternity services1 14 

    Medical services 2 

    Mental health services 25 

    Methadone/drug & alcohol services 2 

    Midwifery services2 4 

    Multiple3 20 

    Needs Assessment Services 1 

    Nursing 4 

    Oncology 2 

    Other 3 

    Paediatric 5 

    Physician care 3 

    Public hospital care4 104 

    Rehabilitation services 3 

    Respite care services 1 

    Rest home care 6 

    Specialist care5 5 

     Specialist equipment services 3 

    Surgery — private sector 1 

    Surgery — public sector 26 

    Vision care 3 

Total      268 
  

1. Maternity services denotes care provided by any attending staff. 
2. Midwifery services refers to the care provided by a specific midwife or midwives. 

3. The category ‘multiple’ refers to a complaint where several services are involved. 
4. The public hospital care category relates to complaints about the overall level of care, where no individual 

practitioners are specifically mentioned, or practitioners are mentioned in a general way. 
5. Specialist care refers to a complaint where a specific senior clinician has been named in the complaint. 
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1.2 Patient concerns 
When making a complaint, patients and their families tend to use key words. The frequently used key 
words in these 268 complaints to HDC in this period are listed in Table 2 below. As each complaint 
may contain more than one key word, the totals do not add up to 100%. 
 
The key word data for the previous three periods are shown for comparison.   
  
 
Table 2 

Key word Complaints containing this word (%) 

Jul–Dec 09 Jan–Jun 10 Jul–Dec 10 Jan–Jun 11 

Inadequate treatment    35% 44% 41% 43%  

Attitude/manner  20% 27% 30% 22% 

Communication with family    19% 27% 25% 15% 

Delay in treatment  10% 16% 15% 8% 

Diagnosis  14% 16% 21% 17% 

Coordination of treatment   9% 13% 10% 6% 

Special needs not 
accommodated 

  6% 12%   9% 0 

 
 

 The most frequently occurring key word remains inadequate treatment; the percentage of 
complaints about inadequate treatment remains similar over the last three periods.  

 Attitude and manner is the next most frequently occurring issue complained about; however the 
occurrence has reduced over the last three periods. 

 Complaints citing concerns about communication with family, delay in treatment and coordination 
of treatment are all noticeably reduced.  

 There were no complaints about special needs not accommodated. 
 

Please note the introduction of the new key word inadequate care in the previous report (July—
December 2010). This differs from the often-reported category inadequate treatment. ‘Treatment’ 
describes more active intervention where a standard of practice is relevant, whereas ‘care’ refers to 
supporting activities. The data indicates that inadequate care is an increasing concern amongst 
consumers. 

 
 

1.3 Primary issues 
For each complaint received by HDC, one primary issue was identified. The primary issues are listed 
in Table 3 (overleaf).   
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 Table 3 

Primary issue in complaints                         Number of  complaints 
about this issue 

Access and funding 14 

Communication 39 

Consent/information 15 

Disability/Other issues  4 

Discharge & transfer arrangements 4 

Grievance/complaints process 3 

Management of facilities 13 

Medical records/reports 7 

Medication 4 

Privacy/confidentiality 1 

Professional conduct 4 

Treatment 160 

Total 268 

 
 
 
Table 4 shows comparison over time for the two main issues complained about. There is little 
variation in communication; treatment shows some reduction since the previous period. 
 
 
 Table 4 

Primary issue in all complaints                             
Complaints about this issue (%) 

Jul–Dec 09 
n=267 

Jan–Jun 10 
n=256 

Jul–Dec 10 
n=257 

Jan–Jun 11 
n=268 

Communication 13% 15% 14% 15% 

Treatment 58% 64% 65% 60% 

 
 
 

1.4 Overview of the content of complaints 
On average over the four periods reported: 

 treatment remains an over-riding concern, occurring as the primary issue in around 60% of 
complaints, and is mentioned in 42% as having key importance; 

 patients have consistently identified inadequacies in communication; this is stated as a 
primary issue in about 14% of all complaints; 

 about one-quarter of complaints record concerns with the attitude and manner of providers 
they were in contact with; and  

 communication with family is noted as a concern in fewer complaints compared with earlier 
periods.   
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1.5 Rate of complaints received — current period  
When numbers of complaints to HDC are expressed as a rate per 100,000 discharges, comparisons 
can be made between DHBs, and within DHBs over time, enabling any trends to be observed.  
 
Frequency calculations are made using discharge data provided by the Ministry of Health (provisional 
as at the date of extraction, 15 August 2011). Please note that the number of total discharges 
(428,969) excludes same-day discharges from emergency departments, and patients attending 
outpatient units and clinics. 
 
As current provisional discharge data may differ from that provided by the MOH for previous periods, 
and rates for more recent periods have been recalculated accordingly (see note on page 3), 
frequency data quoted below may differ from that provided in earlier HDC reports.  
 
Table 5 shows that the rate of complaints about DHBs made to HDC in the period January—June 
2011 was 62.48 per 100,000 discharges.  

 
 

Table 5  

Number of 
complaints 

Jan—Jun 2010 

Rate per 
100,000 

discharges 

268 62.48 
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1.6 Rate of complaints received —comparison over time  
Figure 1 shows the rate of complaints received by HDC per 100,000 discharges, for current and 
previous six-monthly periods.  

Figure 1 

 
 

 
 
 
The rate has increased relative to the last five periods reported. 
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2.0 Complaints closed  

HDC closed 246 complaints involving DHBs in the period January— June 2011. This compares with 
257 in the previous period. 
 

2.1 Outcomes of complaints closed 
Complaints are classified into two groups according to the manner of their resolution: whether 
investigation or non-investigation. Within each classification, there is a variety of possible outcomes. 
Once HDC has notified a DHB that a complaint concerning that DHB is to be investigated, the 
complaint remains classified as an investigation, even though an alternative manner of resolution 
may be adopted subsequently. An investigation may also be discontinued. Notification for 
investigation generally indicates more serious or complex issues. 
 
The manner of resolution and outcomes of complaints closed are shown in Table 6. 
 
The data is also presented in the graph on page 10 (Figure 2), where the number of complaints for 
each outcome type is shown as a percentage of all closed complaints (percentages rounded to one 
decimal place).  
 

 Table 6 
 

Outcome 
 

Number of 
complaints 

 

Investigation    

Breach  4 

No breach 1 

Investigation discontinued 3 

Non-investigation  

Referred to Advocacy 40 

No further action — s 38(1)
1
         101 

Referred to District Inspector 8 

Referred to Midwifery Council 1 

Referred to Ministry of Health 1 

Referred to Nursing Council 4 

Referred to other agency 1 

Referred to provider2           71 

Resolved at mediation 1 

Resolved by Commissioner 2 

Resolved by parties  5 

Withdrawn — no contact 2 

Outside jurisdiction    1 

Total       246 
 

1. Complaints closed under this section of the Act may include those where matters do not meet the threshold for a 
formal investigation, or where an appropriate outcome can be achieved without it, in a more flexible and timely 
way. Before a decision is made, information is gathered and carefully assessed, and preliminary expert clinical 
advice is sought when needed. An education letter may be sent to a provider, highlighting any issues and aspects 
of care needing review. An apology or other follow-up action is frequently requested. Section 38 is also used to 
close complaints when no further action is required because careful assessment indicates that there is no 
apparent breach of the Code, or because matters are already being addressed through other appropriate 
processes or agencies. 

2.  In line with their responsibilities under the Code, DHBs have increasingly developed good systems to address 
complaints in a timely and appropriate way. It is often appropriate for HDC to refer a complaint to the provider 
to resolve, with a requirement that the provider report back to HDC on the outcome of its handling of the 
complaint. 
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In summary, Figure 2 illustrates that: 

 for 41% of all the complaints closed, no action or no further action was taken. (This compares with 
43% in the previous period); 

 almost one-third (29%) of complaints were referred back to the provider, compared with 31% in 
the previous period; and  

 16% of complaints were referred to Advocacy. (This is the same as in the last period. In each of 
the two proceeding periods, around 10% of complaints were resolved using this option.)  

 
 
Figure 2 
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2.2 Outcomes of complaints closed— comparison over time 
The outcomes of closed complaints that are not investigated are most commonly referred to 
advocacy, referred to provider or resolved with no further action. The distribution of these outcomes 
in the last four six- monthly periods is shown below in Table 7 below. 

 

 
Table 7 

 
Outcome 

 
Percentage of complaints 

 

 Jan—Jun          
2009 

(n=247) 

Jul—Dec 
2009 

(n=228) 
 

Jan—Jun          
2010 

(n=262) 

Jul—Dec 
2010 

(n=257) 

Jan—June         
2011 

(n=246) 

Non-investigation      

Referred to Advocacy 9.7% 11.4% 10.3% 15.6% 16.4% 

No further action —    s38(1)
1
   46.6%      38.6%       49.2%       42.8% 41.1% 

Referred to provider
2
   24.7%      28.9%       27.9%       30.7% 28.9% 

 

 
Table 7 shows that: 

 there is an increase in the percentage of complaints referred to advocacy over the two most 
recent periods reported, compared with earlier periods;  

 no further action is used in a decreasing percentage of complaints in the last two periods; 
and  

 there is fluctuation in the percentage of complaints referred to provider. 
 
 

2.3 Manner of resolution of complaints — comparison over time  
Figure 3 (overleaf) shows the proportion of complaints notified for investigation, as a percentage of 
total complaints closed by HDC using all options, over current and previous six-monthly periods. As 
noted earlier, investigation generally indicates serious or complex issues. 
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Figure 3 
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2.4 Rate of complaints investigated — current period 
 Calculations made using MOH data (428,969 discharges) show that the rate of complaints 

investigated for the current period is 1.86 per 100,000 discharges. 

 

2.5 Rate of complaints investigated — comparison over time  
 Figure 4 shows the rate of complaints investigated for the current period in comparison with the rate 

for previous periods. The rate of investigations climbed again for January—June 2011, after declining 
over the last four periods (January 2009–December 2010). 
 
 
Figure 4 
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3.0   Ranking 

Tables 8 and 9 show the rate of complaints about DHBs received by HDC (Table 8), and those 

investigated (Table 9), per 100,000 discharges for each DHB (ranked, not named
1
) relative to other 

DHBs for this period.  
 
Each DHB’s ranking on the tables can be identified from its individual report. 

All individual DHBs were subject to some complaints to HDC. The rate of complaints ranged from 
14.92 complaints per 100,000 discharges to 144.75 complaints per 100,000 discharges — a greater 
than nine-fold increase in frequency across DHBs.  
 
 
 Table 8    

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
In the previous period, the rate for all DHBs nationally was 58.02 complaints per 100,000 discharges. 
 
 
 
 
                                                 
1
 Individual DHBs have not been named in this report given the small sample size and the short period covered 

(six months). 

DHB ranking 
Rate of complaints 

to HDC per 
100,000 discharges 

 
DHB ranking 

Rate of complaints 
to HDC per 

100,000 discharges 

DHB 1 14.92  DHB 11 53.05 

DHB 2 28.40  DHB 12 53.56 

DHB 3 29.34  DHB 13 64.23 

DHB 4 30.67  DHB 14 83.04 

DHB 5 35.08  DHB 15 88.44 

DHB 6 47.31  DHB 16 90.82 

DHB 7 48.66  DHB 17 102.74 

DHB 8 48.68  DHB 18 109.29 

DHB 9 50.17  DHB 19 129.03 

DHB 10 52.59  DHB 20 144.75 

   All DHBs  62.48 
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For investigated complaints (Table 9), the data from all DHBs showed a rate of 1.86 investigated 
complaints per 100,000 discharges, and a range of 0 to 9.83 complaints per 100,000 discharges. Six 
DHBs were the subject of complaints notified for investigation.  
 
In the previous period, the rate for all DHBs nationally was 0.68 investigated complaints per 100,000 
discharges. 
 
 

 
  Table 9 

DHB ranking 
Rate of investigated 

complaints per 
100,000 discharges 

DHB 1–14 
No complaints 
investigated 

DHB 15 

 

2.56 

DHB 16 

 

4.78 

DHB 17 

 

 

5.66 

DHB 18 7.14 

DHB 19 8.41 

DHB 20 9.83 

All DHBs 1.86 
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Case Studies 

 

Case 1: Family perspectives of care after initial misdiagnosis (10HDC01091) 

Background 
An 82-year old man who had pre-existing heart disease with cardiac by-pass surgery was transferred 
by ambulance to hospital following a sudden onset of chest pain and difficulty breathing.  On the 
basis of an initial ECG on arrival, which did not show clear ST elevation, the doctor’s assessment was 
that the man was suffering from acute coronary syndrome (ACS) and did not meet the criteria for 
thrombolysis. As there were some signs of abnormality the man’s care was discussed with other 
clinicians; however there was no departure from this diagnosis. About seven hours later, when the 
troponin was unequivocally elevated, the man was treated for myocardial infarction (MI). 

The man suffered another heart attack the following day. He then spent time in CCU, cardiac 
rehabilitation and at home, before deteriorating and being readmitted to hospital three months 
later. At this time a ‘do not resuscitate’ (DNR) order was put in place. A few days afterwards, the man 
died.  

The man’s daughter complained to HDC about the missed diagnosis of his heart attack, and stated 
that her father may have done better if the correct diagnosis and treatment had been instituted. She 
also complained about other aspects of the family’s experience at the hospital, including the right of 
family to be present during doctors’ rounds. She was concerned that the doctors who cared for her 
father showed little desire to help him improve, as they considered that he had no real chance of 
recovering, and took issue with the placement of a DNR order on her father’s medical file when he 
suffered setbacks in his recovery, and that this was done when her father was alone, and against the 
wishes of his wife and daughter.  She also noted the reluctance of patients and family to complain or 
comment on staff’s behaviour because of being vulnerable to possible retribution.  

Importantly, the complaint also highlighted what had been done well at the hospital, and made a 
number of suggestions for the ways in which the service could be improved. 

DHB response and actions 
The DHB outlined an in-depth investigation into the concerns raised and the report outlined a 
number of ways in which practices will be improved through policy changes and education for staff. 
In particular, their investigation addressed the delay in diagnosis and treatment of the myocardial 
infarction, and acknowledged that on the basis of the initial ECG the man should have received 
thrombolysis treatment (although it is difficult to quantify how this may have affected the heart’s 
functioning in view of the man’s pre-existing condition). The DHB resolved to develop and implement 
an electronic ECG (electrocardiogram) system for all cardiologists to access regardless of location, 
ensuring that specialists are able to personally review ECGs rather than relying solely on the opinions 
of ED staff, registrars and nurses; and to clarify the process for reviewing ECGs when there is 
difficulty in correctly identifying an infarction. 

With regard to the DNR order, the DHB noted the validity of the complaint, acknowledging that the 
man was very functional prior to his admission, but stressing that his heart attack had destabilised his 
health status, leading to heart failure and acute on chronic renal failure, such that the DNR order was 
appropriate in the circumstances. However, the DHB agreed that there should have been a discussion 
about this with the family as well as the patient. The DHB has resolved to remind medical officers of 
their responsibility to discuss the situation with both patients and their families when a definitive 
plan surrounding resuscitation status is required. 

The investigation addressed the daughter’s perception that her father was pre-judged as being an 
“82-year-old man with complications from heart failure - he’s got no chance”, and that staff were not 
wanting to bother with him. The report found that the man’s health status was discussed with him 
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and his family several times, but the family was unable to accept the information and wanted active 
investigations and procedures to continue despite significant risk.  

The investigation report acknowledged the importance to a family of update meetings with doctors, 
and the right of patients to have someone present to advocate for them, or to provide support 
during rounds, when often they may not recall what was said, and enabling them to reflect later with 
the family member on the discussion had on rounds.  Further, it is a more efficient use of time for the 
medical staff; it avoids having to set up an additional meetings. 

The DHB’s investigation report commented that a number of the concerns raised by the man’s 
daughter could have been addressed effectively had they been raised on the ward at the time. The 
DHB has instituted a plan whereby the Charge Nurses ensure that they meet with each patient twice 
a day to touch base and initiate/resolve any concerns  or issues at that time. Offering this 
opportunity allows concerns to be resolved early and so decrease patient and family anxiety, and 
increase confidence in the staff, the ward and the hospital.   

Outcome 
As the DHB had investigated the concerns raised in the complaint, acknowledged and accepted 
where errors occurred, and identified a number of areas in which positive changes could be made, 
the complaint was closed in accordance with section 38(1) of the Health and Disability Commissioner 
Act 1994 and no further action taken.   

HDC comment 
This complaint highlights the importance of engaging with the consumer and family, considering their 
perspective, and communicating effectively every step of the way during episodes of health care. It is 
not easy for a family to raise issues of concern, particularly if they are met with terse or dismissive 
responses. It is also not easy for a family to grasp the reality that a recently fit and apparently healthy 
husband and father can suddenly become so ill that it is in his best interests to offer palliative care 
only. Such conversations may be challenging for clinicians and may require several iterations (as 
here) but they are part of the compassionate caring that is (or should be) part of a health provider’s 
vocation.   

 

Case 2: Missed intracranial haemorrhage in a child’s CT scan (10HDC01305)  

Background 
Following a fall from a swing a 4-year-old child was examined in the Emergency Department (ED), and 
no abnormalities were found; her physiological and neurological condition was good. However to 
rule out any intracranial haemorrhage or skull fracture, the girl was sent for a standard paediatric 
non-contrast CT scan  of the head without sedation. This was carried out by a radiology registrar  who 
found that no intracranial haemorrhage was present. (The CT scan was double-read and validated by 
the radiology consultant the following morning.) The girl was discharged but she continued to 
experience pain and nausea and began to vomit after two days, so she was taken back to the ED 
where examination revealed a significant scalp haematoma. The radiology consultant again reviewed 
the CT head scan, noted a small right parietal extra-axial haematoma, and referred the girl to a 
paediatric hospital. A repeat CT scan of the head under ketamine revealed a right parietal epidural 
haematoma, which might have increased in size since the first scan. No surgery was required; the girl 
was discharged with medication and advice to rest.  

The girl’s father complained to HDC, questioning why the epidural haematoma was not picked up by 
the consultant radiologist on the first presentation. 

Responses 
The DHB reported that factors contributing to the missed diagnosis include the small size of the 
haematoma, its density and position, and the resolution of the coronal reconstructions not being 
ideal due to sequential scans having been performed to minimize radiation dose in children. The 
Commissioner’s expert advisor reviewed the imaging and also commented about the poor quality of 
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the coronal and sagittal reconstructions which “reduced their utility in adding to the diagnostic 
efficacy of the transverse images.” The expert suggested that the Radiology Department at the 
hospital review their protocol for acquisition of paediatric CT scans of the brain:  “This may involve 
either reducing the slice thickness from 1.5mm to 0.625 mm, as using 1.5mm sequential slices on a  
scanner capable of acquiring 0.625mm slices does not significantly reduce dose … but does 
significantly reduce the quality of the multiplanar reconstructions, or considering spiral acquisitions 
in a patient that is difficult to immobilise.” 
 
DHB actions and outcome 
The DHB reported their internal audit has resulted in: 
 (i) changes in the CT parameters used when scanning children to improve image quality; 
(ii) agreement for the need for a low threshold for seeking additional opinions in paediatric cases; 
and  
(iii) treating the patient, not the scan - ie if the patient’s clinical condition fails to improve or 
deteriorates, there is a  low threshold for rescanning even of the initial scan appeared “normal”. 
 
In view of these changes made by the DHB, no further action was taken on the complaint.  
 
 

Case 3: Delay in provision of services to patient with vascular problems (09HDC01146) 

Background 
Mr A was a 79-year-old man whose pain in his left leg and ‘seizures’ when walking was being 
managed conservatively by his GP. However when the GP noted that the blood supply to the leg was 
compromised, in contrast to the good flow observed at earlier consultations, he referred Mr A to the 
DHB Emergency Department. Mr A, who was experiencing acute pain in his left leg and a cold, blue, 
left foot, was diagnosed with impending ischaemia and admitted to hospital under the care of a 
general surgeon, Dr D. The plan was for a CT angiogram and referral for a vascular consultation with a 
general surgeon who had an interest in vascular surgery, Dr E.  
 
However, Dr E was on leave. Relying on (incorrect) information from Dr E’s registrar (Dr F) that Dr E 
would return in two days, Dr D decided to keep Mr A in hospital to await Dr E’s return. But Dr E did 
not return until a full week later; consequently Mr A experienced a delay of ten days before he was 
seen by Dr E. 

A week later Dr E carried out surgery on Mr A for an aneurysm behind his left knee. The surgery was 
noted as going well. Dr E saw Mr A on the next two days and considered he was making good 
progress. The following day, Dr E again went on leave but failed to hand over care to the on-call 
consultant.  

That night Mr A’s condition began to deteriorate. Dr F gave instructions that nursing staff should 
closely observe Mr A’s circulation, and advise him in the event of change, however the nursing staff 
failed to record vascular observations consistently. Dr F assessed Mr A several times over the 
following days and noticed the deterioration, but the significance of his symptoms was not 
appreciated by the registrar and he did not contact the on-call consultant. On Day 6 after surgery, Mr 
A was assessed by the on-call consultant who discussed his impressions by telephone with Dr E and 
referred the man to a vascular surgeon at another district health board. Mr A’s leg could not be saved 
and he required an above-knee amputation. Mr A’s daughter complained to HDC about her father’s 
care. 

Outcome 
The investigation found the following breaches of the Code of Health and Disability Services 
Consumers’ Rights: 
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 Dr D breached Right 4(1) for failing to seek specialist advice within a reasonable time. 

 Dr F breached Right 4(1) for failing to verify the information he provided to Dr D about the 
absence of Dr E, keep adequate records, and adequately assess Mr A. 

 Dr E breached Right 4(5) for failing to adequately hand over Mr A’s care. 

The investigation found no direct or vicarious liability on the part of the DHB, but noted concern 
that three doctors failed to comply with the standards set out in the Code in this case. 

As the result of the root cause analysis into this case, the DHB advised the following changes:  

 Surgeons have agreed to consult a vascular surgeon or a general surgeon with a special interest in 
vascular surgery within 24 hours, when any patient presents with peripheral ischaemia where 
there is an indication that surgery may be required. 

 Dr E and the nurses in the surgical unit will design a clinical pathway to ensure that the services 
will be provided by a nursing team with the right skill mix. The surgical team also plans to have the 
complete services credentialed by colleagues at another DHB, once the pathway and appropriate 
education is completed. 

 
HDC comment 
HDC expressed concern about the failures of nursing and junior medical staff to report their concerns 
to the on-call consultant as patient’s condition deteriorated, and commented that there needs to be 
a low threshold for specialist advice in complex cases such as that of Mr A. (Please see also the earlier 
case 08HDC04311.) The report asserted that the DHB needed to develop and encourage a culture in 
which the asking of questions and reporting of concerns is expected and accepted from all members 
of the multidisciplinary team, at any time.  

 

Case 4: Individual and organisational responsibility at a provincial hospital (09HDC01422) 

Background 
Mrs A underwent thyroidectomy surgery for a large asymptomatic goitre at a provincial hospital. Mrs 
A was an obese woman with a short thick neck and hypertension. Prior to surgery Dr C noted that the 
goitre seemed much larger than dimensions reported following an ultrasound earlier in the year; but 
that she experienced no difficulty breathing or swallowing, had no pressure symptoms in her neck 
and no change in her voice. Dr C did not arrange for any further assessments. Surgery was 

uneventful. Later in the day she developed breathing difficulties and stopped breathing. Due 
to a failure in the DHB’s paging system there was a delay in the emergency response team 
arriving and attempts to resuscitate Mrs A were unsuccessful. Her family complained about 
her care related to her surgery. 
 
The DHB carried out a sentinel event investigation. Actions resulting from the root causes identified 
included: 

 the MEWS (modified early warning system)  was reviewed and enhanced, and an audit 
completed to ensure staff were following recommended guidelines for its use. Consistent 
implementation is intended to improve nurses’ familiarity with a parameter-driven process of 
escalation;  

 All patients who have undergone a thyroidectomy are now cared for in the high dependency unit 
for at least four hours postoperatively; and  

 changes were made to the pager system, including  

o ED MOSS to carry a third emergency pager to ensure a senior medical officer with      
 experience in airway management will always attend emergency crash calls.  
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o weekly emergency pager testing.  

o emergency pagers are now individually numbered to allow easier monitoring.  

o checks carried out to ensure the appropriate person is carrying the correct pager.   

 
Expert opinion 
HDC’s expert’s opinion was that Dr C failed to appreciate the complexity of the proposed procedure 
in Mrs A’s particular circumstances. He did not arrange for further investigations to rule out airway 
compromise, and failed to give adequate consideration to transferring Mrs A to a better resourced 
hospital in a larger centre. The Commissioner noted that as a result, Mrs A was deprived of the 
opportunity to make an informed choice about proceeding with elective surgery at that time at the 
provincial hospital. 
 
Credentialing 
In the course of this investigation, it was discovered that the DHB had credentialed Dr C for all 
aspects of general surgery, and referred to him as a “consultant”, although Dr C has never held 
registration in New Zealand within a vocational scope. As per the requirements of his general scope 
registration, Dr C was in a collegial relationship with Dr F, a vocationally registered general surgeon at 
the hospital (however Dr C did not discuss Mrs A’s case with his supervisor). Dr C should have made 
more effort to correct the misstatement of his registration status and, as well, the DHB should have 
ensured that the error was identified and acted on. Importantly, patients are entitled to accurate 
information. Dr C’s description as a consultant general surgeon suggested that he is a specialist, 
which is not correct.  

Outcomes 
The investigation found the following breaches of the Code of Health and Disability Services 
Consumers’ Rights: 

 Dr C breached Right 4(1) of the Code in by failing to carry out a thorough assessment of Mrs A’s 
airway preoperatively.  

 Dr C breached Right 4(4) by placing Mrs A at unnecessary risk of harm when he decided to 
perform surgery on Mrs A at the hospital. 

 The DHB breached Right 4(4) of the Code for failing to minimise the potential for harm by 
ensuring that there was a functioning emergency paging system; this  resulted in a delay in more 
experienced staff arriving at the emergency.  

 The DHB also failed to provide adequate support and guidance for staff in the management of 
complex cases. The DHB therefore failed to take all reasonable steps to prevent Dr C’s breach of 
the Code, and is accordingly vicariously liable for Dr C’s breach of Right 4(4) of the Code.  

 

 

Case 5: Value of Information provided by family members (10HDC01090) 

Mr J, aged 31, had been prescribed isotretinoin (Roacccutane, Isotane) intermittently since 
November 2004 for recurrent acne; his latest prescription was on 6 October. On 8 October he began 
displaying “some strange behaviour” including repeatedly closing all doors, claiming someone was 
following him, and suicidal ideation. The following day his parents took him to the family GP who 
advised that he immediately stop taking Roaccutane, and prescribed paroxetine (an antidepressant).   
 
On 10 October the man’s parents discovered the potential risks of taking Roaccutane after searching 
the internet.  His father again contacted the GP who advised continuation of paroxetine, and 
recommended that in the case of further concerns about his mental health Mr J should be taken to 
hospital.  As Mr J’s condition did not improve, his father contacted the Acute Psychiatric Response 
Team at the hospital, requesting urgent professional support. The triage clinician then spoke with Mr 
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J personally, and recorded that he responded to questions in an articulate, calm manner; that he 
appeared to have logical explanations for the behaviours his father had noted; that he denied 
thoughts of self-harm; that he had been prescribed antidepressants by his GP, and declined any input 
from the psychiatric team. He was given contact numbers for the clinic and was advised he could 
either seek further assessment from the GP or he could make contact in the future should the 
situation change.  Mr J’s father then spoke with the triage clinician at length himself, expressing his 
concerns about his son’s mental state, his recent ingestion of isotretinoin and requesting a face to 
face assessment and help.  He states that any further assistance was declined by the service at this 
point.  Despite the continuing support of his family, and their attempts to get a GP referral for him to 
a counsellor or a psychiatrist, Mr J he took his life six days later. 
 
Complaint 
Mr J’s father complained to HDC. Information gathered from the prescribing dermatologist indicated 
that his management of Mr J was consistent with currently accepted standards. He reported that Mr 
J was aware of the potential side effect of depression, how to recognise depressive symptoms and 
what to do should he experience depressive symptoms, and that on 6 July Mr J appeared 
psychologically well and denied any symptoms. HDC’s clinical advisor stated that after five years of 
intermittent treatment without problems, the development of acute psychiatric disturbance within 
48 hours of commencing the treatment was both unusual and unforeseen.  
 
The man’s father also complained about his son’s management by the DHB Acute Psychiatric 
Response Team, in particular the “off site” and “without sighting” intervention and assessment 
process undertaken by mental health services. HDC’s clinical advisor commented that declining an 
urgent face to face clinical assessment of a patient who, according to reliable family witnesses, is 
exhibiting new onset disturbing behaviours including suicidal ideation, and who has been on a 
medication that can be associated with suicidal ideation, was a moderate departure from expected 
standards.  
 
Systems changes 
The DHB acknowledged shortcomings in their management of Mr J, and as a result of Mr J’s death, 
the DHB conducted a Serious Incident review. Some conclusions of note are: 

 During the triage process of patients with mental health concerns more attention will be paid 
to information provided by family members about their observations regarding the patient. 

 The DHB now considers that following the triage process there should be contact with the 
patient’s GP if they have received recent treatment, even if the GP was not responsible for 
the referral to mental health services. 

 The DHB has undergone a review of triage processes in all of its mental health services with a 
particular focus on improving clinical effectiveness and in ensuring a consistent approach. 
There has been particular attention paid to clinical indications for face to face assessments; 
active and increased use of information from family; daily discussions between triage 
personnel and senior medical officers regarding all referrals dealt with; and active contact 
with GPs to aid the process. 
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Data for Taranaki District Health Board 

1.0 Complaints received 

In the period 1 January–30 June 2011, HDC received three complaints about care provided by 
Taranaki District Health Board. This compares with seven complaints in the previous period.  
 

1.1 Service type 
Of the three complaints received, the services concerned, and numbers of complaints within these 
services, are shown in Table 1. 
 
 

Table 1  

Service subject to complaint                                                                                                        Number  of    
complaints 

     Inpatient mental health services 1 
     Public hospital care1 2 
TOTAL 3 

 
1.  The public hospital care category relates to complaints about the overall level of care, where no individual   
 practitioners are specifically mentioned, or practitioners are mentioned in a general way. 

 

 

1.2 Patient concerns 
When making a complaint, patients and their families tend to use key words. There may be several 
key words in one complaint. Table 2 shows the key words in these three complaints to HDC that have 
also occurred in earlier periods.  

 
Table 2 

   

Key word Complaints 
containing this word 

 Jan–Jun 10                            
n=4 

Jul–Dec 10                            
n=7 

Jan–Jun 11   
n=3                           

Inadequate treatment   1 3 2 
Attitude/manner 1 2 1 
Coordination of treatment 2 2 1 

 
Other concerns cited in complaints in this period are:  diagnosis 
   inadequate consultation 
   postoperative complications 
   incorrect treatment  
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1.3 Primary issues 
A primary issue was identified for each complaint about Taranaki DHB received by HDC. The primary 
issues for all these three complaints is Treatment, as shown in Table 3.  
       

 

 

              

Table 3 

 
Primary issue in complaint             

Number of  
complaints about 

this issue 
Treatment 3 
Total 3 

 
 

1.4 Rate of complaints received — current period 
Table 4 shows the rate of complaints to HDC about Taranaki DHB per 100,000 discharges, compared 
to the rate of complaints nationally. The number of total discharges for Taranaki DHB (10,564) and 
nationally (428,969) excludes same-day discharges from emergency departments and patients 
attending outpatient units and clinics.  
 
The rate of complaints about Taranaki DHB (28.40 complaints per 100,000 discharges) was less than 
the rate of complaints received nationally. Please note that Taranaki DHB is identified on the overall 
DHB ranking list (Table 8, page 14) as DHB 2 for All complaints. 

 
 

Table 4   

Taranaki DHB 
National Rate 

(All DHBs) 

Number of 
complaints 

received 

Rate per 
100,000 

discharges 

Rate per 
100,000 

discharges 

3 28.40 62.48 

 
 

1.5 Rate of complaints received — comparison over time    
Figure 1 (opposite) shows the rate of complaints received by HDC per 100,000 discharges, for current 

and previous six-monthly periods.  
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Figure 1 
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100,000 
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 For Taranaki DHB, the rate of complaints received was less than for the previous two periods 
reported.  
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2.0 Complaints closed  

HDC closed two complaints involving Taranaki DHB in this period. This compares to eight complaints 
closed in the previous period. 
 

2.1 Outcomes of complaints closed 
Both complaints closed in this period were resolved using options other than investigation. The 
outcomes of complaints closed are shown in Table 5.  
 

Table 5  

Outcome 
Number of    
complaints 

Non-investigation  
    Referred to District Inspector   1 
    Referred to provider1   1 
Total   2 

 
1. In line with their responsibilities under the Code, DHBs have increasingly developed good systems to address 

complaints in a timely and appropriate way. It is often appropriate for HDC to refer a complaint to the provider to 
resolve, with a requirement that the provider report back to HDC on the outcome of its handling of the complaint. 

 
 
 
2.2 Manner of resolution of complaints closed — comparison over time  
Figure 2 (opposite) shows the proportion of complaints notified for investigation as a percentage of 
total complaints closed by HDC using all options, over current and previous six-monthly periods. As 
noted earlier, investigation generally indicates serious or complex issues. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Page 74



 

27 
 

Figure 2 
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Total 
Complaints 
closed 

4 0 3 0 7 3 5 4 4 8 2 

% 
investigated 

25 0 0 0 0 33 0 0 0 12 0 

 

 

 HDC investigated complaints in three of the eleven periods reported 
 

2.3 Rate of complaints investigated — current period 
 There were no complaints investigated in the current period.  
 

2.4 Rate of complaints investigated — comparison over time  
 Table 6 (overleaf) shows the rate of complaints investigated for the current period in comparison 

with the rate for previous periods. The rate of investigations returned to zero in this period.  
 

Please note that Taranaki DHB is identified on the overall DHB ranking list (Table 9, page 15) as DHB 
1–14 for Investigated Complaints.  
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Table 6 

 Jan–
Jun 
06 

Jul–
Dec 
06 
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07 
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07 
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Jun 
08 

Jul–
Dec 
08 

Jan–
Jun 
09 

Jul–
Dec 
09 

Jan–
Jun 
10 

Jul–
Dec 
10 

Jan–
Jun 
11 

Investigated 
complaints 

1 0 0 0 0 1 0 0 0 1 0 

Complaints closed 4 0 3 0 7 3 5 4 4 8 2 

Rate  investigated 
(per 100,000 
discharges) 

10.74 0 0 0 0 9.18 0 0 0 8.88 0 
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This report is based on data reported to ACC by Accredited Employers and ACC does not make 
any representations as to the accuracy of the data.

All figures are GST exclusive.

ACC did not participate in the work-related insurance market 1999/2000.

Very low level reporting can create negative claim counting.

Every effort has been made to ensure that the information provided by ACC and used in this
report is accurate (e.g. levy amounts). However, ACC does not accept any responsibility or 
liability for any action taken or reliance placed on the information in this report or for any error or 
omission in the information in this report.  

Disclaimer and limitations

(a)

(b)

(c)

(d)

(e)
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1. Introduction

The ACC Partnership Programme Employer Performance report is created to assist Accredited 
Employers with monitoring their involvement in the ACC Partnership Programme, and provides 
benchmarking information based on their claims performance.

How to read this report
Information is presented in the following sections:

Section 2 outlines the contract details and options currently selected for Taranaki District Health 
Board, and provides a history of previous selected options. The levy clients involved in the contract 
are listed, along with items such as liable earnings, classification unit (CU), and levy risk group 
(LRG).
Section 3 provides current and historical information about claim volumes and costs for Taranaki 
District Health Board by various demographics and work-related injury or illness types.
Section 4 investigates the performance of Taranaki District Health Board compared to other 
organisations in the same LRG and ACC Work Account (includes ACC Accredited Employers). The 
statistics include claims per liable earnings and average cost per claim.

The data is for accepted claims (except section 3.1, which describes all claim registrations). Refer 
to the Appendix for explanations of the terms used in this report.

This report uses data (unless otherwise stated) from the last cover period 1 April 2010 to 
31 March 2011.

Useful information
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2.1 2010/11 information

2.

ACC Partnership Programme contract number:

ACC number:

PP07001011

C6984113E

Taranaki District Health Board details

Taranaki District Health BoardPrimary client name:

Angela KeenACC Relationship Manager:

Third Party Administrator:

Taranaki District Health Board Partnership Programme details

Aon New Zealand Ltd (WorkAon)

2.2
2010/11

Product option:

High cost claims cover:

Stop loss limit/percentage of risk:

Claims management period:

Audit level achieved:

None

History
Table 2.2.1

Partnership Discount Plan

Tertiary

24 months

0%

Cover period Product
High cost claims 

cover ($)
Stop loss 
limit (%)

Claims 
management 
period (mths)

Audit level 
achieved

1 Apr 2004 to 31 Mar 2005 24$0 0%Partnership Discount Plan Primary

1 Apr 2005 to 31 Mar 2006 24$0 0%Partnership Discount Plan Secondary

1 Apr 2006 to 31 Mar 2007 24$0 0%Partnership Discount Plan Tertiary

1 Apr 2007 to 31 Mar 2008 24$0 200%Partnership Discount Plan Tertiary

1 Apr 2008 to 31 Mar 2009 24$0 0%Partnership Discount Plan Tertiary

1 Apr 2009 to 31 Mar 2010 24$0 0%Partnership Discount Plan Tertiary

1 Apr 2010 to 31 Mar 2011 24$0 0%Partnership Discount Plan Tertiary
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Total ACC Partnership Programme levy

The ACC Partnership Programme levy is the levy that Taranaki District Health Board paid to ACC 
and includes the applicable programme discounts, levies for cover options (for example High cost 
claims cover and Stop loss limit), and the administration fee. It is exclusive of GST, the ACC 
Residual Claims levy and the Health and Safety in Employment levy.

The Group standard levy is the total ACC work levy for all of the employers grouped under Taranaki 
District Health Board, i.e. the levy they would have paid were they not in the ACC Partnership 
Programme, and had not received a Workplace Safety Management Practices discount.

The Group standard levy - after audit discount is the standard levy that Taranaki District Health 
Board would have paid if they had received a Workplace Safety Management Practices discount, 
equal to the level of audit achieved as an ACC Partnership Programme employer. 

Table 2.2.2

Cover period
Total ACC Partnership 

Programme levy 
(excl GST)

Group standard 
levy  (excl GST)

Group standard levy after 
audit discount (excl GST)

1 Apr 2004 to 31 Mar 2005 $179,872 $321,630 $289,467

1 Apr 2005 to 31 Mar 2006 $209,770 $365,050 $310,293

1 Apr 2006 to 31 Mar 2007 $170,976 $423,843 $339,074

1 Apr 2007 to 31 Mar 2008 $152,635 $444,402 $355,522

1 Apr 2008 to 31 Mar 2009 $146,706 $370,308 $296,246

1 Apr 2009 to 31 Mar 2010 $163,228 $464,573 $371,658

1 Apr 2010 to 31 Mar 2011 $242,355 $668,198 $534,559
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2.3 Client information - groups

The table below lists the levy clients grouped under Taranaki District Health Board during the 
2010/11 year.
Table 2.3.1

ACC 
Number

Liable 
Earnings

LRG DescriptionClient Name CU Description

Standard 
work levy rate 

(per $100 
earnings)

Cover period

C6984113E $2,213,365 Ambulance services Aged and Residential Care 
and Ambulance Services

$1.891 Apr 2010 to 
31 Mar 2011

Taranaki District Health 
Board

C6984113E $2,055,393 Dental services Health and Community 
Services

$0.291 Apr 2010 to 
31 Mar 2011

Taranaki District Health 
Board

C6984113E $82,491,250 Hospitals (except 
psychiatric hospitals)

Hospital Services $0.751 Apr 2010 to 
31 Mar 2011

Taranaki District Health 
Board

V8028491E $2,867,948 Computer systems design 
and related services

Property and Business 
Services

$0.061 Apr 2010 to 
31 Mar 2011

Hiq Ltd
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2.4 Levy risk group history

The table below shows the Levy Risk Groups (LRGs) in which Taranaki District Health Board has 
been involved. The final column gives the weighting of liable earnings by LRG for each cover year. 
Table 2.4.1

Cover 
period

LRG Description
Taranaki District 

Health Board liable 
earnings

Taranaki District Health 
Board's % of liable 

earnings by LRG

2005 Community and Residential Services (medium risk group) $141,508 0%

2005 Health & Community Services (low risk group) $5,520,470 10%

2005 Health and Community Services (low-medium risk group) $1,538,426 3%

2005 Hospital services $47,823,040 87%

2006 Community and Residential Services $163,388 0%

2006 Health & Community Services (low risk group) $6,530,460 11%

2006 Health & Community Services (low-medium risk group) $1,739,317 3%

2006 Hospital services $53,747,399 86%

2007 Aged and Residential Care & Ambulance Services $1,760,186 3%

2007 Health & Community Services $1,691,869 2%

2007 Hospital Services $64,422,769 95%

2008 Aged and Residential Care & Ambulance Services $1,933,705 3%

2008 Health & Community Services $1,726,738 2%

2008 Hospital Services $69,141,552 95%

2009 Aged and Residential Care and Ambulance Services $1,949,555 2%

2009 Health and Community Services $1,860,291 2%

2009 Hospital Services $75,113,688 95%

2010 Aged and Residential Care and Ambulance Services $2,251,933 3%

2010 Health and Community Services $1,864,965 2%

2010 Hospital Services $80,128,516 95%

2011 Aged and Residential Care and Ambulance Services $2,213,365 2%

2011 Health and Community Services $2,055,393 2%

2011 Hospital Services $82,491,250 92%

2011 Property and Business Services $2,867,948 3%

In section 4 various statistics are given to compare Taranaki District Health Board with other 
employers in the same LRGs. To make a fair comparison, weighted averages based on the 
percentages in this table have been used. For a full description of how we have derived a weighted 
LRG please refer to the Appendix.

Important information

6Page 85



The next table and graph show the liable earnings of all New Zealand employers for the LRGs 
Taranaki District Health Board was involved in during 2010/11.

Table 2.4.2

LRG description

Taranaki District Health 
Board liable earnings

Taranaki District Health 
Board contribution to 

LRG

LRG liable 
earnings (all NZ 

employers)

Aged and Residential Care and Ambulance Services $2,213,365 $1,224,020,101 0.18%

Health and Community Services $2,055,393 $1,385,929,328 0.15%

Hospital Services $82,491,250 $4,196,169,620 1.97%

Property and Business Services $2,867,948 $4,282,454,858 0.07%

$0 $500 $1,000 $1,500 $2,000 $2,500 $3,000 $3,500 $4,000 $4,500
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 Taranaki District Health Board liable earnings LRG liable earnings (all NZ employers)

Graph 2.4.3
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3. 

This section gives information on claims reported for Taranaki District Health Board. Claims are 
reported for the year in which the work-related injury or illness occurred. Please note that only claims 
provided to ACC by Third Party Administrators are included in the following tables and graphs.

Taranaki District Health Board claim numbers and trends

3.1 Claim registrations - 2010/11

Table 3.1.1

Number of claims registered 78

Accepted 60
Held 0
Declined 18
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Important information

All information relating to claims from this point on refers to accepted claims, unless otherwise stated.

Graph 3.1.2

Held Claims: A claim that has been reported and entered into the ACC claims system, at the 
31 March 2011, but the decision to accept or decline has not yet been made.
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3.2 Number of claims - entitlement and medical fee

Taranaki District Health Board number of claims: entitlement versus medical fee only claims

Table 3.2.1

Cover period EntitlementMedical fee 
only

1 Apr 2004 to 31 Mar 2005 60 10
1 Apr 2005 to 31 Mar 2006 70 9
1 Apr 2006 to 31 Mar 2007 60 7
1 Apr 2007 to 31 Mar 2008 68 4
1 Apr 2008 to 31 Mar 2009 68 9
1 Apr 2009 to 31 Mar 2010 50 5
1 Apr 2010 to 31 Mar 2011 50 10

Graph 3.2.2
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3.3 Number of claims - by age, gender and ethnicity

The following tables and graphs show the number of accepted claims during the 2010/11 levy 
year by age, gender and ethnicity. 

Taranaki District Health Board number of claims: by age

Table 3.3.1

Age Number of claims

15 to 24 5

25 to 34 5

35 to 44 13

45 to 54 19

55 to 64 15

65+ 3

Graph 3.3.2
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Taranaki District Health Board number of claims: by gender

Table 3.3.3

Gender Number of claims

Female 45

Male 15

Graph 3.3.4
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Taranaki District Health Board number of claims: by ethnicity

Table 3.3.5

Ethnicity Number of claims

Asian 0
European 55
Maori 3
Other Ethnicity 0
Pacific Peoples 2
Residual Categories 0

Graph 3.3.6
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Important Information - The ethnicity of Residual Categories encompasses responses of Don't 
Know, Refused to Answer, Response Unidentifiable, Response Outside Scope and Not Stated.
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3.4 Number of claims - by injury site and diagnosis

The next two graphs show the number of accepted claims during the 2010/11 levy year by 
injury site (part of the body) and diagnosis.

Taranaki District Health Board number of claims: by injury site

Graph 3.4.1
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Taranaki District Health Board number of claims: by diagnosis

Graph 3.4.2
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3.5 Claim costs

The following claim costs are reported for the year in which the work-related injury or occupational 
illness or diseases occurred.

Taranaki District Health Board claim costs

The following table and graph compare the ACC Partnership Programme costs incurred in each cover 
period against the standard employer levy. These Programme costs include paid claim costs, claim 
hand back costs (where appropriate), and reopened claim costs. This illustration excludes estimates 
for future claims costs relating to existing claims.

Table 3.5.1

The claim costs tables in this section are given by both the year in which the work-related injury or 
occupational illness or disease occurred (cover period) and the year in which the payment was made. 

Type of cost 2005 2006 2007 2008 2009 2010
Cover period

2011

Reopened claim costs $0 $0 $0 $0 $0 $0 $0

Claim handback costs $0 $602 $0 $1,071 $0 $0 $0

Claim costs $23,755 $72,158 $56,790 $34,972 $50,211 $21,863 $9,117

Total ACC Partnership 
Programme levy (excl. GST)

$179,872 $209,770 $170,976 $152,635 $146,706 $163,228 $242,355

Group standard levy - after 
audit discount (excl. GST)

$289,467 $310,293 $339,074 $355,522 $296,246 $371,658 $534,559

Group standard levy (excl. GST) $321,630 $365,050 $423,843 $444,402 $370,308 $464,573 $668,198

Total ACC Partnership Programme levy (excl. GST)

Claim handback costs
Claim costs

Group standard levy - after audit discount (excl. GST) Group standard levy (excl. GST)

Graph 3.5.2
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Taranaki District Health Board stop loss limit

These tables and graphs compare entitlement costs paid and claim hand back costs (if any) with 
Taranaki District Health Board's selected stop loss limit.

2005 2006 2007 2008 2009 2010
Cover period

Table 3.5.3

2011

Reopened claim costs $0 $0 $0 $0 $0 $0 $0

Claim handback costs $0 $602 $0 $1,071 $0 $0 $0

Claim costs $23,755 $72,158 $56,790 $34,972 $50,211 $21,863 $9,117

Stop loss limit $0 $0 $0 $524,394 $0 $0 $0

Stop loss limit
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Taranaki District Health Board claim costs by year of injury: all costs

The claim costs tables in this section are given by both the year in which the work-related injury or 
illness occurred (cover period) and the year in which the payment was made. All costs are exclusive of 
GST.

2005 2006 2007 2008 2010 2011
Cover period

Table 3.5.5

Payment 2009

Paid 2005 $13,612

Paid 2006 $7,373 $20,261

Paid 2007 $2,770 $39,393 $12,233

Paid 2008 $0 $9,044 $37,141 $15,264

Paid 2009 $0 $3,460 $342 $19,567 $36,026

Paid 2010 $0 $0 $338 $140 $13,661 $12,331

Paid 2011 $0 $0 $6,735 $0 $524 $9,532 $9,117

Claim handback costs $0 $602 $0 $1,071 $0 $0 $0

Reopened claim costs $0 $0 $0 $0 $0 $0 $0

$23,755 $72,760 $56,789 $36,042 $50,211 $21,863Total $9,117

Paid 2005 Paid 2006 Paid 2007 Paid 2008 Paid 2009
Paid 2010 Claim handback costs
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Taranaki District Health Board claim costs by year of injury: weekly compensation costs

Cover period

Table 3.5.7

Payment 2011201020092008200720062005

Paid 2005 $5,232

Paid 2006 $2,267 $2,044

Paid 2007 $1,753 $14,244 $1,899

Paid 2008 $0 $4,352 $24,568 $4,811

Paid 2009 $0 $2,495 $0 $12,632 $15,227

Paid 2010 $0 $0 $0 $0 $5,280 $3,558

Paid 2011 $0 $0 $0 $0 $0 $7,501 $698

$9,252 $23,135 $26,467 $17,443 $20,507 $11,059Total $698
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Taranaki District Health Board claim costs by year of injury: medical costs

Cover period

Table 3.5.9

Payment 2011201020092008200720062005

Paid 2005 $8,380

Paid 2006 $3,316 $17,133

Paid 2007 $1,017 $25,149 $10,334

Paid 2008 $0 $4,692 $12,473 $10,453

Paid 2009 $0 $965 $342 $6,935 $20,543

Paid 2010 $0 $0 $338 $140 $8,381 $8,685

Paid 2011 $0 $0 $6,735 $0 $524 $1,782 $8,419

Total $12,713 $47,939 $30,222 $17,528 $29,448 $10,467 $8,419
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Taranaki District Health Board claim costs by year of injury: social rehabilitation costs

Cover period

Table 3.5.11

Payment 2011201020092008200720062005

Paid 2006 $0 $1,084

Paid 2008 $0 $0 $100 $0

Paid 2009 $0 $0 $0 $0 $256

Total $0 $1,084 $100 $0 $256
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Taranaki District Health Board claim costs by year of injury: vocational rehabilitation costs

Cover period

Table 3.5.13

Payment 2011201020092008200720062005

Paid 2006 $1,790 $0

Paid 2010 $0 $0 $0 $0 $0 $88

Paid 2011 $0 $0 $0 $0 $0 $249 $0

Total $1,790 $0 $0 $0 $0 $337 $0
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4. Comparative analysis

This section provides comparative analysis of Taranaki District Health Board against:
• its weighted LRG (employers only)
• all Accredited Employers, and
• the ACC Work Account (employers only).

Important information
Throughout this section the LRG numbers given are based on a weighted average of the LRGs 
Taranaki District Health Board was involved in. The weightings used are those given in tables 2.4.1 
and 2.4.2. This method should provide a fair comparison. 

All information relating to claims refers to accepted claims, unless otherwise stated.

ACC Work Account includes Accredited Employers; All Accredited Employers includes Taranaki District 
Health Board; and LRG (including Accredited Employers) also includes Taranaki District Health Board.

4.1 Claims per liable earnings
Taranaki District Health Board claims per $million of liable earnings
The following table and graph give the number of claims per $million of liable earnings. 
Table 4.1.1

LRG (including 
Accredited Employers)

ACC Work 
AccountCover period

All Accredited EmployersTaranaki District 
Health Board

1 Apr 2004 to 31 Mar 2005 1.27 1.41 2.58 2.82

1 Apr 2005 to 31 Mar 2006 1.27 1.24 2.43 2.62

1 Apr 2006 to 31 Mar 2007 0.99 1.14 2.21 2.36

1 Apr 2007 to 31 Mar 2008 0.99 1.08 2.01 2.18

1 Apr 2008 to 31 Mar 2009 0.98 1.05 1.93 1.97

1 Apr 2009 to 31 Mar 2010 0.65 0.94 1.90 1.64

1 Apr 2010 to 31 Mar 2011 0.67 0.91 1.82 1.48

Graph 4.1.2
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Taranaki District Health Board claims per $million of liable earnings: weekly compensation 
claims

The following table and graph give the number of weekly compensation claims per $million of liable 
earnings.

Table 4.1.3

Cover period
Taranaki District 

Health Board
LRG (including 

Accredited Employers)
ACC Work 

Account
All Accredited Employers

1 Apr 2004 to 31 Mar 2005 0.18 0.17 0.35 0.39

1 Apr 2005 to 31 Mar 2006 0.11 0.18 0.34 0.37

1 Apr 2006 to 31 Mar 2007 0.09 0.15 0.32 0.36

1 Apr 2007 to 31 Mar 2008 0.05 0.15 0.30 0.35

1 Apr 2008 to 31 Mar 2009 0.10 0.15 0.28 0.32

1 Apr 2009 to 31 Mar 2010 0.06 0.15 0.23 0.26

1 Apr 2010 to 31 Mar 2011 0.10 0.13 0.20 0.21
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Taranaki District Health Board average cost per claim

4.2 Average cost per claim

The table and graph below show the average cost per claim (excluding GST) by the cover period in 
which the work-related injury or illness occurred.

It is important to note that this is the average of all costs over the lifetime of claims, meaning previous
years may show higher averages because they have been incurring costs for longer. As an example, 
the 2005 figures include up to seven years of costs, while the 2010 figures include only up to two 
years of costs. Most claims have durations of less than a year which limits the impact, but the 2011 
average costs are significantly lower because some costs have not yet been incurred or paid. As a 
result, comparisons should be made within years rather than across years.

As with the claims per liable earnings information in section 4.1, the LRG numbers are based on a 
weighted average matching the make-up of Taranaki District Health Board's LRGs.

ACC Work Account includes Accredited Employers; All Accredited Employers includes Taranaki District 
Health Board; and LRG (including Accredited Employers) also includes Taranaki District Health Board.

Table 4.2.1

Cover period
Taranaki District 

Health Board
LRG (including 

Accredited Employers)
ACC Work Account All Accredited 

Employers

1 Apr 2004 to 31 Mar 2005 $594 $1,695 $1,736 $1,236
1 Apr 2005 to 31 Mar 2006 $1,203 $1,632 $1,875 $1,324
1 Apr 2006 to 31 Mar 2007 $1,235 $2,240 $2,037 $1,493
1 Apr 2007 to 31 Mar 2008 $714 $2,081 $2,088 $1,613
1 Apr 2008 to 31 Mar 2009 $913 $1,841 $1,981 $1,667
1 Apr 2009 to 31 Mar 2010 $625 $1,720 $1,347 $1,415
1 Apr 2010 to 31 Mar 2011 $222 $1,093 $791 $852
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Appendix: Explanation of terms

Accredited Employer
Any employer in New Zealand is eligible to become ‘Accredited’ provided they are able to meet the eligibility requirements 
outlined in regulation. Eligibility is not confined by structure. Therefore, any employer entity including, for example, a 
company (including a consolidated group of companies), a partnership, a government department, state owned entities, 
district health boards, local government authorities, and incorporated societies can become an Accredited Employer.

Claim
A claim is a lodgement by a person requesting that ACC/Accredited Employer assists through paying or helping to pay for 
medical, weekly compensation, and/or rehabilitation costs associated with a work-related injury or occupation illness or 
disease. A person can have more than one claim. ACC uses a number of terms to categorise its claim statistics. All claims 
registered by ACC/Accredited Employers are classed as either medical fee only or entitlement claims. All claims registered 
by ACC/Accredited Employers are categorised according to the type of services they go on to receive. There are two main 
categories of claim used in the ACC Partnership Programme Employer Performance report. Once a claim is an entitlement 
claim, it is always an entitlement claim. There is the possibility that in future years, if only medical fee costs arise, the claim 
will not be recorded as a medical fee only claim but the costs will be attributed as medical fee costs.

Classification unit (CU)
A CU represents a group of businesses with a similar risk of work-related injury or illness. Each CU has an ACC levy rate, 
which is used to calculate ACC levies for work-related injury or occupation illness or disease cover and residual claims. With 
this information, ACC is also able to see which types of business have the greatest number of claims relative to payroll and 
should therefore be the focus of injury prevention activities.  

The precise definition of each CU also allows employers and self-employed people to verify that they are classified correctly 
and consistently with their peers and competitors. 

ACC uses a classification system based on the Australian New Zealand Standard Industry Classification System 2006 
(applicable from 1 April 2008). There are 535 CUs.

A single employer is able to use multiple classifications in limited circumstances, where it can be demonstrated that 
separate and independent business activities exist. 

by allowing Accredited Employers to provide, at their own cost, entitlements in relation to work-related personal 
injuries suffered by their employees.

promote injury prevention and rehabilitation; and 
reduce work-related personal injury claim costs and levies; and 
provide benchmarks against which the extent and management of work-related personal injuries can be measured, 

•
•
•

ACC Partnership Programme (also known as the Accredited Employer Programme)
The ACC Partnership Programme is a risk-sharing programme for capable employers to deliver work related injury or illness 
cover to their employees. It effectively means the employer is ‘standing in the shoes of ACC’ in respect of work-related 
claims only. ACC supports the employer through performance monitoring and auditing, and dedicated account 
management advice.

The Accident Compensation Act 2001 has three objectives for the Programme: 
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Medical fee only claims 
Medical fee only claims are those claims where ACC/Accredited Employer has paid a health professional for medical 
treatment or service. About 85% of all claims are in this category and they often involve only one or two visits to a health 
professional. A claim is deemed to be a medical fee only claim if it has received medical, dental, hospital treatment, 
counselling, or conveyance for medical treatment. 

Entitlement claims
Entitlement claims are claims in which entitlements other than treatment (as discussed in 'medical fee only claims') have 
been paid.  Entitlements can include weekly earnings related compensation, death benefits, independence allowance, and 
lump sum payments. A claim is deemed to be involved in compensation if it has received any of these entitlements.  
Support for returning to independence may be required.  A claim is deemed to be involved in rehabilitation if it has received 
support for independence or vocational rehabilitation.

Cover period
Cover period means each period of one year (or, where appropriate, part of a year) during which, if an employee of an 
Accredited Employer suffers a work-related personal injury, the Accredited Employer has the responsibility for meeting 
that employee's statutory entitlements to the extent contained in the Accreditation Agreement with the Accredited 
Employer.

Group
A group of employers may become accredited where each member of the group meets the definition of a subsidiary 
company, as determined by the Companies Act 1993. Any subsidiary where ownership is greater than 50% is able to be a 
member of the accredited group.

Levy risk group (LRG)
ACC groups businesses with similar business activities and similar risks into groups large enough to obtain
statistically credible data for levy calculations and injury prevention initiatives. These are called LRGs and there are 117 of 
them.

Liable earnings
Liable earnings are the portion of the business’s PAYE payroll that is assessable for work-related injury or occupation 
illness or disease cover.

Key-point description
A Total gross earnings
B Total earnings not liable for levies
C Total withholding payments
D Total excess paid to employees over the maximum
E Payments to employees for first week of work injury only
F Payments after first week reimbursed by ACC and compensation payments made by the Accredited Employer
Where A - B - C - D - E - F = liable earnings
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Weighted LRG
To compare performance we have used measures such as claims per liable earnings and cost per claim. Some Accredited 
Employer results are very different from both the overall Accredited Employer population and all New Zealand employers 
because different industries have different risks. To make a fair evaluation, which takes industry risks into account, we 
also compared the Accredited Employer to all employers in the same LRG. The difficulty of doing this is that most 
Accredited Employers have multiple types of business and consequently multiple LRGs, so there is no single LRG to which 
we can compare performance.
 
The method used in this report is to take a weighted average of each LRG's overall performance in the same proportions as 
the Accredited Employer's liable earnings by LRG.  

For example, if one third of a particular Accredited Employer's liable earnings were in farming and two thirds were in 
forestry then the comparable LRG's performance would be:

1/3 *  Performance of all employers in the farming LRG
+ 2/3 *  Performance of all employers in the forestry LRG, 
where performance is a measure such as claims per liable earnings, or cost per claim.

 
Say this Accredited Employer had 20 claims per $million of liable earnings, the farming LRG overall had 15 claims per 
$million of liable earnings, and the forestry LRG overall had 27 claims per $million of liable earnings. A fair comparison 
with the employer's 20 claims is:

1/3  *  15 
+  2/3  *  27 
= 23  

So the Accredited Employer had 20 claims per $million of liable earnings compared with its weighted LRG peer group of 
23 claims per $million of liable earnings.
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