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Contents 
The material in this package is being provided to the sector prior to the outcome of the evaluation pilot 
sites being known. The process, the scoring tool and the guidance may undergo some change as a result of 
learnings from the pilots.  
 
This communication package includes: 

• Letter to DHB Chief Executive and Chair/s of CCDM Council (Document 1) 
• Outline of the CCDM Evaluation Process and Timeline (Document 2)  
• CCDM Standards (Document 3 – separate attachment)  
• Quantitative Assessment Scoring Tool (Document 4 – separate attachment) 
• Assessment Scoring Tool Explanatory Notes (Document 5) 
• Qualitative Assessment Guidance (Document 6)  
• Checklist for the DHB CCDM Council (Document 7)  
• Frequently Asked Questions and Answers (Document 8)  

 
 

Please note a further communication package will be sent to DHBs in early June. 
 
 

In the first instance please contact sshw@tas.health.nz with any questions relating 
to this package.  
 

mailto:sshw@tas.health.nz
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Document 1 

 
18 May 2021          

Chief Executive 
District Health Board  
 
 
Chair Care Capacity Demand Management Council 
District Health Board  
 
 
Dear , 
 
Evaluating the Implementation of Care Capacity Demand Management (CCDM)  
 
As you are aware CCDM is to be “fully implemented” by 30 June 2021.   The Safe Staffing Healthy 
Workplaces (SSHW) Governance Group (GG) is charged with evaluating the status of the 
implementation of the CCDM approach in each District Health Board (DHB), at that date.    
 
Following the evaluation, the GG will then provide advice, based on the evaluation, on the status 
of each DHB’s implementation, to the DHB Chief Executive, the participating Unions and the 
Director General of Health.  
 
This communications package provides you with the information for the evaluation. This includes 
the evaluation methodology, how it will be undertaken, who will be charged with this 
responsibility, the timeline for the process, and what is required of your DHB, particularly your 
CCDM Council, as part of this process. 
 
You will recall from our previous advice, that CCDM would be deemed “fully implemented” when 
the DHB can demonstrate that all five CCDM Standards – governance, patient acuity, core data set, 
staffing methodology and variance response, are being met.  
 
The evaluation is a quantitative and qualitative assessment of your CCDM Programme against 
these Standards. The SSHW Unit has developed a scoring tool for this purpose, which is also 
included in this package.   
 
The tool is currently being piloted in two DHBs varying in size and approach to implementation – 
Hawkes Bay and Capital and Coast DHBs. It is expected that the process, the scoring tool, and 
guidance could undergo some change based on learnings from these pilots.  
 
DHBs must complete and submit their self-assessment, and the request for the objective 
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evaluation, to the SSHW Director no later than 20 July 2021. Please note this date is non- 
negotiable.  

  
A second communication package will be sent to your DHBs in early June.   
 
We trust this information will support your DHB as you continue with your implementation of 
CCDM and prepare for your evaluation.   
 
Yours sincerely  
 

 
 
Bridget Smith 

Director Safe Staffing Healthy Workplaces Unit 

 

CC: CCDM Lead Co-ordinators  
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Document 2 

The Care Capacity Demand Management (CCDM) Evaluation Process 
 
1.0 Purpose 
This document provides an outline of the CCDM evaluation process, including the planned timeline. This 
process may undergo some change based on the learnings from the pilot evaluations, currently being 
commenced in Hawkes Bay and Capital & Coast DHBs.   

 
2.0 Background 
In 2018 the 20 DHBs and the NZNO agreed, through their multi-employer collective employment 
agreement (MECA), to progress the implementation of CCDM, to be “fully implemented” across all DHBs by 
30 June 2021. Also, in 2018, this agreement was reinforced when the parties and the Minister of Health 
signed the Nursing Accord followed, shortly after by the parties plus MERAS, signing the Midwifery Accord.  
Both Accords provided further commitment to have “fully implemented” CCDM by 30 June 2021 across all 
inpatient wards and units.   

The previous and current Ministers of Health have included implementing CCDM in their Letters of 
Expectation to DHB Board Chairs. This expectation is also outlined in the Ministry of Health’s Operating 
Policy Framework (OPF) for DHBs.  

2.1 What does “fully implemented” mean? 

The CCDM approach has five Standards; governance, patient acuity, core data set, staffing methodology 
and variance response. CCDM is “fully implemented” when it can be demonstrated that all the Standards 
are being achieved. A copy of the CCDM Standards is included as Document 3 (separate attachment). 

2.2 How CCDM Standards can be achieved?  

Each Standard is equally critical to the success of the CCDM approach. There are criteria relating to each 
standard which must be met if the standard is to be achieved. The Standards include guidance to show how 
each criterion could be achieved.   

Implementing the Standards is not a linear process. The comprehensive nature of the CCDM approach 
results in variability how and when each criterion is achieved. Ideally each criterion would be fully achieved, 
but there may be circumstances when it can be evidenced that the standard is being met, albeit a criterion 
is not yet fully met.  In such circumstances, in the context of achieving the CCDM triple aim, the criteria are 
considered in totality as to the contribution made toward achieving the Standard.     

2.3 How will “fully implemented” be determined? 

After the signing of the MECAs and the Accords the DHBs, the Union partners and the Ministry of Health 
have, through the SSHW Governance Group, agreed the process for evaluating the implementation of 
CCDM in each DHB.     

As the CCDM approach is underpinned by the triple aim of quality care for patients, safe and healthy 
workplaces and best use of organisational resource evaluating the status of CCDM in each DHB is of interest 
to all parties to the tripartite Accords, the Ministry of Health and the New Zealand public.  
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3.0 The Evaluation Methodology  
The nature of the CCDM approach enables evaluation based on evidence. However, the approach is 
comprehensive and complex to implement across all inpatient wards and units, at times in an environment 
with changing configurations of clinical areas within DHBs. This then requires a flexible approach to 
evaluating whether a DHB has “fully implemented” CCDM. A flexible approach can be achieved through 
incorporating both a quantitative and qualitative component in the evaluation process.  
 
3.1 Quantitative Evaluation 

The quantitative evaluation involves objectively measuring the DHB’s position against each criterion. The 
Standards can be achieved only if the criteria are met. As the Standards are interrelated, with each having a 
degree of dependence on at least one other, the Standards have equal importance. Therefore, each 
Standard carries the same weighting, i.e. each would be worth 20% of the overall numerical value. 

However, within each Standard, the criterion that contribute to the meeting of the Standard may carry a 
different weighting depending upon the criterion’s relative contribution to achieving the Standard. In total 
the criteria for each Standard is worth 100 points, with the allocation across each criterion within the 
Standard, being determined by its relative contribution.   

A methodology, and tool, have been developed to enable performance to be evaluated and scored, against 
each criterion. The methodology includes identified measure/s for each criterion and provides how each 
measure can be evidenced.   

How the measures are evidenced varies by criterion. Evidence is through such techniques as interview, 
observation and documentation review. The Standards guidance has been used, although not exclusively, 
to determine how the criterion can be measured.   

Each criterion is individually assessed and scored. Levels of achievement are: 

• Not achieved – no or minimal evidence of work underway to meet the criterion   
• Partially achieved – evidence of work underway with a pathway to achievement 
• Fully achieved – evidence supports that the criterion is being met. 

 
Each Standard is worth 100 points. The 100 points are allocated across the criteria, weighted according to 
the relative contribution each criterion makes to achievement of the Standard.    

Within each Standard there are criteria deemed to be non-negotiable. To achieve the Standard each of the 
non-negotiable criterion must attract a minimum score of 85% of the points allocated to it, e.g. if the 
criterion is worth 75 points then a minimum of 64 points must be achieved. Of the remaining criteria there 
is some discretion. 

Fully achieved requires a minimum total of 85 points for each Standard, giving a minimum of 425 points or 
a score of 85% over all five Standards.  

The quantitative evaluation scoring tool (Document 4), and its explanatory notes (Document 5) are included 
in this pack. 
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3.2 Qualitative Evaluation 

Whilst the aim of the measurement methodology is to achieve maximum objectivity, some interpretation 
of performance against criterion may well be necessary. Further, to accommodate the complexities and 
variabilities experienced by DHBs, qualitative evaluation is used alongside the objective measurement.  
Qualitative assessment includes review of the DHB’s ongoing implementation plan, their improvement 
history, adherence to standard operating procedures, business rules and their education programme.  

Although the evaluation process is using methods to ensure both quantitative and qualitative evaluation is 
internally consistent, it is acknowledged there will always be a degree of individual interpretation, based on 
the expert knowledge and experience of those involved in the evaluation process.   

 
4.0 The Evaluation Process 
The evaluation process would be initiated by the CCDM Council following a self-assessment. An objective 
assessment would then take place involving both a desk-top review and a site visit, over enough days to 
evaluate the DHB’s evidence.  

The specific steps in the process are as follow: 

Step 1 – The CCDM Council initiates a self-assessment utilising the tools provided in this package. See 
Documents 4, 5 and 6.  

Step 2 – If the CCDM Council is satisfied with the outcome of the self-assessment then it recommends to 
the DHB Chief Executive that the DHB is ready to be objectively evaluated.   

If the CCDM Council cannot recommend objective evaluation, then the Chief Executive is to be given advice 
on communicating this to the GG. 

Step 3 – The Chief Executive sends a request for evaluation to the SSHW Unit Director. The request is to be 
accompanied by the outcome of the self-assessment, including any documentary evidence.   

If the DHB is not ready for objective evaluation the Chief Executive is to notify the GG. This notification is to 
be accompanied by an up-to-date implementation plan. The Chief Executive can request a gap analysis.  

Step 4 – The SSHW Unit, led by the DHB’s Programme Consultant, undertakes a preliminary review of the 
DHB’s self-assessment. If necessary, then further information or clarification is sought from the DHB before 
advice is provided to the Director.  

Step 5 – The Director advises the GG as to the soundness of the DHB’s self-assessment. If sound, the 
objective evaluation will be “triggered.” A date and plan for the objective evaluation will be agreed 
between the DHB and the SSHW Unit.   

The GG will have the option of declining a request if it was considered, based on the milestone reporting 
and advice from the Director, that the DHB is highly unlikely to be “fully implemented.”  

The GG decision is not appealable. In this circumstance the DHB will be offered a gap analysis as a 
contribution to their ongoing implementation.   

Step 6 – When the date and plan is agreed, the CCDM Council submits any further self-assessment 
documentation to the SSHW Unit. Guidance on supporting evidence is provided in Documents 4, 5 and 6. 
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Step 7 – The Evaluation Team (see section 6) reviews the self-assessment documentation and conducts the 
site visit accordingly.    

Step 8 – The outcome of the evaluation is documented on the scoring tool by the Evaluation Team, against 
each of the five Standards and their respective criteria. Any narrative relating to a criterion or Standard is 
reported “by exception” on the standardised template. The report concludes with a summary including a 
recommendation to the GG, and if indicated recommendation/s to the DHB.   

Step 9 – The draft evaluation report is peer reviewed, by the SSHW Unit, prior to being submitted to the 
DHB’s CCDM Council. The CCDM Council has the opportunity to check the report for matters of fact.     

Step 10 – The report is finalised and submitted to the GG for decision. The GG decision is final. 

Step 11 – The GG provides the report to the DHB Chief Executive, the CCDM Council Chair/s and the Lead 
CCDM Co-ordinator and provides written advice to the Ministry of Health. 

 

5.0 Timing of the Evaluation  
DHBs are all working to the deadline of being “fully implemented” by 30 June 2021. To honour the spirit and 
intent of the parties agreement and the Accords, the aim is to evaluate each DHB as close as possible to 
that date.   

However, due to the resource required for evaluation and the variability of implementation progress across 
the DHBs, there will be a period of three to four months within which the evaluations will take place. 

DHBs will be able to commence self-assessment in May and will be able to request objective evaluation 
from 7 June 2021. Evaluation teams will be ready to commence the evaluation process from 14 June 2021.   

For the purposes of achieving the 30 June 2021 deadline a DHB must have completed and submitted their 
self-assessment, and the request for the objective evaluation, to the SSHW Director no later than 20 July 
2021. This date is not negotiable.   

The sector will be advised as to the expectations for those DHBs which recognised at 30 June 2021, that 
they required additional time to achieve full implementation.   Advice will also be provided to those DHBs 
who have requested a gap analysis and to any DHB which does not achieve “fully implemented” as to the 
timing of further evaluation.  

 

6.0 Evaluation Teams 
Given the need for an objective evaluation, the resource required for the evaluations and the need for 
subject matter expertise, the evaluation process will be managed through the SSHW Unit.   

The Unit will utilise subject matter expertise from the SSHW team, the DHBs and the participating Unions.  
It will be beneficial, if possible, to have the Ministry of Health’s participation in this process.  

The composition of the Evaluation Team will be two SSHW Unit staff members, a CCDM expert from a DHB 
and a CCDM expert from a participating Union. Each team will include a person with audit experience. The 
DHB and Union expertise will be sourced from a DHB, other than the one being evaluated.  
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7.0 Funding the Evaluation Process   
The process will incur material opportunity cost and there will be travel and accommodation costs relating 
to the site visits. Advice is being sought from the Governance Group regarding this. 
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CCDM Standards Document 3 – Separate attachment 

    

 

 

 

 

 

Quantitative Scoring Tool  Document 4 – Separate attachment 
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Document 5 

Notes to accompany the Quantitative Evaluation Tool for CCDM 
Implementation 

Note 1 – Sample Terms of Reference (ToR) of Local Data Councils (LDCs) 

The number of Local Data Councils (or equivalent) within a DHB will vary based on size and structure. Based 
on the assumption that each LDC, within a DHB, will operate in a similar manner, reviewing a sample (as 
follows) is acceptable.  

It is recommended that no less than two, and no more than six, LDCs are reviewed in any one DHB, noting 
that the small DHBs may have a single LDC. The reviewers will agree on a method for selecting how many, 
and which LDCs they wish to review. The reviewers could select, for example, by: 

• Speciality i.e., ToR from a medical or surgical ward, maternity, a speciality unit, and a mental health 
ward. 

• Ward or unit numbers i.e., ToR from wards 2, 5, 9 and the intensive care unit. 

Geographical location i.e., ToR from wards and units located in a named building. 

Note 2 – Membership of CCDM Councils 

The membership of the CCDM Councils will vary based on the organisational structure of the DHB.  It is 
expected that membership of the CCDM Council will include: 

• Chief Executive or his/her delegate 
• Director of Nursing  
• Director of Midwifery 
• Clinical Nurse/Midwifery Manager (or equivalent)  
• Chief Financial Officer or his/her senior delegate 
• General Manager People (Human Resources) or his/her delegate. 
• Operational Manager, such as Chief Operating Officer (or equivalent) 
• Union Organiser from each of the participating Unions (NZNO, PSA and MERAS) 
• NZNO Professional Nurse Adviser 
• MERAS co-leader 
• Union delegates from wards/units, appropriate for size; no less than two  
• Director of Allied Health 
• Chief Medical Officer or his/her senior delegate 
• Integrated Operations Centre Manager or representative 
• IT representative. 

 
Note 3 – Qualifications and experienced leadership of CCDM Council 

It is expected that the CCDM Council would be led by a person who holds a senior position within the DHB, 
or within the Union they represent. The person should be conversant in group process, meeting etiquette 
and have chair-person experience. It is recognised that some CCDM Councils will be co-chaired. 
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Note 4 – Membership of Local Data Councils (LDCs) 

The membership of the LDCs will vary based on the organisational structure of the DHB. It is expected that 
participation in the LDCs will include the service/ward/unit: 

• Nurse and/or Midwife Manager  
• Union representatives   
• Staff member from each level of staff e.g., registered nurse and/or midwife, enrolled nurse, health 

care assistant 
• Allied health representative 
• Quality advisor.  

 
Note 5 – Qualifications and experienced leadership of LDCs 

It is expected that the LDCs would be led by a person who holds a senior position within the 
service/ward/unit, with the authority and influence to act on LDC’s decisions. The person should have 
subject matter knowledge of the speciality and data literacy.  

Note 6 – Partnership checks 

It should be evident, through the minutes of Council meetings, that the Council has regular dialogue on the 
status of the partnership between the DHB and the Union representatives. The minutes should reflect a 
free and frank exchange on the health of the partnership, both within the Council and at operational levels 
across the organisation. If issues are identified by either party, then the minutes should reflect the 
corrective actions agreed to resolve the issues.  

Note 7 – Reliable and valid CCDM data 

CCDM data is data collected against the CCDM Programme’s (Standard 3) core data set (CDS) metrics. The 
purpose of the CDS is to provide valid and reliable data which can be reviewed over time to identify 
opportunities for improvement. The CDS is a balanced set of measures including the different elements of 
patient safety, healthy workplace, and best use of resources in proportions. The programme has 23 
mandated measures: nine relating to patient safety, eight to a healthy workplace and six relating to the 
best use of resources.  

It is recognised that the availability of data in DHBs is variable, with all measures not available. Further, 
DHBs may identify additional measures which they want to focus on to drive improvement in a particular 
aspect of performance.  

The number of measures is less important than the relevance of the measures, expecting that even with a 
reduced number there will still be balance across the elements to drive improvement and/or number.  

The CCDM data is reliable and valid if it is of consistently excellent quality and has, over time, proven to 
have a sound basis in fact.  

Note 8 – TrendCare 

As of 30 June 2021, the only validated patient acuity measurement tool available in New Zealand is 
TrendCare. In time there may be other validated acuity systems, however to meet the standards the acuity 
measurement system used must be validated.  
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Note 9 – Dedicated TrendCare Co-ordinator/s 

To manage the relationship with the vendor and to deliver all components necessary to ensure the 
TrendCare product is providing benefit to the organisation, the DHBs require a dedicated co-ordinator/s 
position(s) approximately 1 FTE for every 600 FTE nursing service positions. This ratio is consistent with 
what was recommended to the Government by the Independent Panel in May 2018 and is included in the 
Nursing Accord.  

Note the same ratio of 1 FTE for every 600 FTE nursing service positions (including HCAs) has also been 
agreed for CCDM co-ordination. 

Note 10 – Knowledge, skills and abilities of TrendCare Co-ordinator/s 

It is expected that TrendCare Co-ordinators have (or are actively developing):  

• Experience of clinical provision in a hospital inpatient setting 
• Understanding of, and commitment to, patient acuity measurement 
• Comprehensive knowledge and understanding of TrendCare including how TrendCare was 

developed, what it can deliver, developments in the pipeline, and version management 
• Ability to manage the working relationship with the vendor 
• Understanding the principles of adult learning 
• Skilled in influence and persuasion  
• Communication and relationship management skills. 

 
Note 11 – Worked rosters 

The worked roster is the account of the staff, by designation, who provided the clinical services on each of 
the shifts, across the period under consideration, for a particular ward/unit. 

The number of wards/units within a DHB will vary based on its size. Based on the assumption that each 
ward/unit, within a DHB, will operate in a similar manner, reviewing a sample (as follows) is acceptable.  

It is recommended that the worked rosters from no less than three, and no more than 10, wards/units are 
reviewed in any one DHB. The reviewers will agree a method for selecting how many, and which, 
wards/units will be used to test if the worked roster is accurately recorded in TrendCare. The reviewers 
could select, for example, by: 

• Speciality i.e., a medical or surgical ward, a speciality unit, a maternity unit and a mental health 
ward. 

• Ward or unit numbers i.e., wards 2, 5, 9 and the intensive care unit. 
• Duration of using TrendCare i.e., longest, and most recent adopter and a couple in between. 

 
Note 12 – HPPD Benchmark 

HPPD patient type benchmarks are established using the hours determined by the TrendCare acuity system 
for each patient type as the numerator and the bed utilisation measure as the denominator.  

This calculation allows the average number of Hours Per Patient Day for a specific patient type to be 
identified and compared against national and international benchmarks. 
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Note 13 – Acuity System Business rules 

Acuity System Business rules describe the operational use of the acuity system (TrendCare) within a DHB. 
The parties agreeing transparent rules promotes consistent end-user practices; this ensures standardised 
practice and accuracy in using the TrendCare system across the organisation.  

Note 14 – Examples of effective use of CDS measures 

CCDM Aim & 
Metrics 

Impacts & Risks Analysis  Resultant Change/s  Improvement/s 

Quality 
Patient Care 

↑ medication 
errors 

↑ length of 
stay 

↓ patient 
experience 

Patients at risk of 
suffering serious harm 
or at least slower 
recovery. 

An audit of drug 
administration 
system found 
difficult access to 
medications forcing 
“short cuts” in 
procedure. 

Changes to prescribing 
to stagger 
administration times. 

Investment in 
increased dispensing 
system. 

↑ Increase 
compliance with drug 
administration 
procedure. 

↓ medication errors. 

↓length of stay. 

↑ Increase in patient 
satisfaction. 

Quality 
Patient Care 

& 

Quality Work 
Environment 

↑recorded 
unmet need 

↓ patient 
experience 

↓ staff 
satisfaction 

Patient experienced 
recovery delays and/or 
deterioration of their 
condition. 

 

Negative impact on 
staff confidence and 
morale. 

 

 

 

A review of how staff 
were working found 
staff shortages were 
exacerbated by the 
poorly organised 
work environment, 
individual staff 
working in isolation, 
a lack of strategies 
for time 
management and 
the need for care 
rationing.  

Review of leadership 
ability. 

Re-run of CCDM 
staffing methodology. 

Change to care 
delivery model so staff 
worked in pairs/teams. 

Re-organisation of 
some service rooms 
and cupboards. 

Staff education on 
time management and 
prioritising care. 

 

Mentoring as part of a 
PIP for unit leader. 

Change in staff mix 
and small overall 
increase in FTE. 

↓ missed cares. 

Patient deterioration 
detected earlier. 

↑ staff KSAs due to 
working together 
more closely.  

↓length of stay. 

↑ increase in patient 
satisfaction. 

↑staff morale which 
ultimately positively 
impacted retention 
and recruitment. 

Quality Work 
Environment 

& 

Best Use of 
Resources 

Negative staff metrics 
lead to a decrease in 
commitment which 
impacted on staff 
recruitment and 
retention, 
productivity, and the 

Review of staff 
rostering system & 
practice found due 
to shortage of 
experienced RNs 
requests for annual 
leave were being 
denied and at times 

A short-term increase 
to the senior midwife 
FTE was made through 
use of casual staff.  

when necessary 
reasonable use of 
overtime. 

A significant change 
was made to the 
staffing numbers and 
skill mix.  
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↑annual 
leave accruals 
At same time 
other metrics, 
sick leave, and 
roster gaps 
were 
deteriorating 
shortly 
followed by 
negative 
impacts on 
the quality of 
patient care. 

quality of care 
provided. 

Ultimately all 
operating costs 
increased.  

approved leave was 
being cancelled. 

 

VRM strategies were 
designed and 
implemented and 
supported by other 
wards/units. 

When unit had 12 
months of quality, 
patient acuity data the 
CCDM staffing 
methodology was 
implemented. 

↓in annual leave 
accruals 

In time all the staffing 
metrics improved 
along with the quality 
care and best use of 
resources metrics.  

 

The leader of the unit 
became a strong 
advocate for CCDM. 

Quality Work 
Environment 

↑staff 
satisfaction 

followed the 
DHB agreeing 
to pilot 
birthing unit 
midwives, 
changing to 
12 shifts. 

Immediate positive 
impact on the staff 
morale and prevented 
the risk of retention 
issues due to dis-
satisfied staff.  

Recruitment improved 
when vacancies did 
occur.  

Evaluation of the 
change showed that 
along with improved 
staff satisfaction the 
continuity of care 
improved. 

The change also 
resulted in 
↓overtime 
payments and 
overall staff costs  

↑ in rostered days 
off for the midwives.  

The pilot was 
considered by the 
midwives and the 
management as 
successful, so the 
change was adopted.  

A positive impact on 
almost all the quality 
of care, work 
environment and best 
use of resources 
metric. 

An improved 
relationship between 
the staff and 
management also 
occurred. 

Best Use of 
Resources 

& Quality 
Patient Care 

↑patient 
length of stay 

↑late 
discharges 

 

Patients, fit for 
discharge, were 
remaining in an 
inpatient area longer 
than planned. This 
exposed them to 
unnecessary risk of 
hospital acquired 
infection, caused 
frustration and 
inconvenience for 
families and created 
bed utilisation issues, 
which in turn created 
transfer issues for the 
Emergency 
department.  

A review of the 
discharge process 
was conducted.  The 
findings showed 
patients affected all 
under care of the 
same SMO.  There 
was a lack of clarity 
on delegated 
authority from this 
SMO to senior RMO. 
This problem was 
compounded by the 
SMO choosing to do 
ward round late in 
the day after RMO 
had finished duty.   

Nurse manager was 
able to raise the 
process issues with the 
medical head of 
department and could 
show evidence of 
effect on patients and 
wards length of stay.  

Medical head of 
department was able 
to share the evidence 
with the SMO and 
provide direction as to 
required change. SMO 
implemented a 
discharge protocol 
with RMO and senior 
RNs which included 
improved 
communication and 
clear delegation of 
authority. 

↓length of stay  

↓late discharges 

↑patient experience 

Improved bed 
utilisation. 
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Note 15 – Review of CDS measures 

It is expected that each metric within the core data set is reviewed annually for data quality, relevance, and 
usefulness. Data should not be collected unless its collection has a purpose.  

Note 16 – CCDM methodology 

CCDM methodology is a systematic process used, at least annually, to establish and budget for the staffing 
numbers (expressed as FTEs), the staff mix, and the skill mix required to support timely, appropriate, and 
safe service for patients. The staff and skill mix are contextual and are not prescriptive in terms of type of 
clinician or unregulated staff.  

The CCDM software provides efficient delivery of this systematic process and ensures consistency of 
approach across the country.  

Note 17 – Roster model 

The roster model is developed within the CCDM software as part of an FTE calculation. The software 
calculates the number of hours required to provide clinical care, coordination and other supportive 
activities for each shift and day. The roster model allocates these hours against role types (CNM/CMM, RM, 
RN, EN, HCAs) by the ward management, in partnership with Union partners to create a practical base 
roster. 

The roster model is recognised as the base roster and can be adapted by the ward to meet seasonal 
variations and ensure best use of health resources. Once released to staff, this becomes the posted roster. 

Note 18 – Posted rosters 

The posted roster is the account of the staff, by designation, allocated to work each of the shifts, for a 
particular ward/unit across the period under consideration. The difference between the posted roster and 
roster model (see note 17) is the variance.  

The number of wards/units within a DHB will vary based on its size. Based on the assumption that each 
ward/unit, within a DHB, will operate in a similar manner, reviewing a sample of posted rosters versus the 
roster model for the ward/unit (as follows) is acceptable.    

It is recommended that the variation between the posted roster and the roster model is reviewed in no less 
than three, and no more than 10, wards/units in any one DHB. The reviewers will agree a method for 
selecting how many, and which, wards/units will be used to ascertain the variance. The reviewers could 
select, for example, by: 

• Speciality i.e., a medical or surgical ward, maternity, a speciality unit and a mental health ward. 
• Ward or unit numbers i.e., wards 2, 5, 9 and the intensive care unit. 
• Duration of using TrendCare i.e., longest, and most recent adopter and a couple in between. 

 
Note 19 – Tolerance Deficits 

A shift in deficit is defined as ‘any shift which exceeds the 8.5% buffer (stretch) for unexpected workload. 
The buffer or stretch is highlighted as a yellow band in the what if scenario charts. Tolerance for deficits are 
agreed in partnership and take into consideration the organisations ability to respond to known roster gaps 
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and variance on the day. The tolerance for deficits is a risk averse strategy to limit the requirement for 
variance response on any given day and shift. 

Note 20 – Business Rules for FTE calculations 

The business rules for FTE calculations are a definitive document that is agreed in partnership. It outlines 
agreed principles for all the steps required to complete an FTE calculation. This includes data assumptions 
for available hours, roster testing and data quality checks prior to undertaking an FTE calculation. 
Additional governance steps are also documented in the business rules to ensure that the FTE calculation 
sign of procedure is seamless, transparent and timely. Business rules for FTE calculations are reviewed 
annually in a partnership model. 

Note 21 - Knowledge, Skills & Abilities required to manage staffing across the hospital 

It is expected that across 24 hours/7days a week, a senior staff member is designated to manage the 
patient flow, bed capacity and staff allocation hour by hour. The staff in this position need to have:  

• Authority and accountability to manage patients and staff movement across the hospital settings 
• Extensive experience of clinical care in a hospital inpatient setting 
• Unwavering commitment to patient and staff safety 
• Ability to manage communication and the wide range of relationships encountered within the 

hospital system  
• Skills in influence and persuasion  
• Sound knowledge of the hospital environment, its physical capacity and capability 
• Understanding of, and commitment to, patient acuity measurement and how TrendCare operates 
• Critical thinking and decision-making skills. 
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Document 6 
Qualitative Assessment Guidance  
The aim of the measurement methodology developed to evaluate the implementation of Care Capacity 
Demand Management (CCDM) is to achieve maximum objectivity, however, some interpretation of 
performance against the CCDM Standards and criterion may well be necessary.     

To accommodate the complexities and variabilities experienced by DHBs, qualitative assessment will be 
used alongside the objective measurement.    

Qualitative assessment will involve the Evaluation Team considering any data or information, from a range 
of sources and collection methods that the Team believes would help clarify the DHB’s status or progress 
toward implementation. At the discretion of the Evaluation Team such material could include, but not be 
limited to, the DHB’s:  

• history of the adherence to their implementation plan 
• ongoing implementation plan 
• executive leaders’ and Board’s commitment 
• improvement history 
• adherence to standard operating procedures 
• effectiveness of their business rules  
• staff education programme 
• reflections on the culture and partnership 
• any other relevant internal process that measures clinical department compliance with 

organisational requirements e.g. KPIs  
• feedback from involved parties. 

 
Although the evaluation process is using methods to ensure both quantitative and qualitative evaluation is 
internally consistent, it is acknowledged there will always be a degree of individual interpretation, based on 
the expert knowledge and experience of those involved in the evaluation process.   
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Document 7 
Checklist for the DHB CCDM Council  
  
May 
 

1. Familiarise all members with the content of the May Communications Package. 
 

2. Commence preparation for your DHB’s self-assessment utilising the Assessment Tool provided by 
the SSHW Unit – consider timing and appoint assessment team.  
 

3. Identify any staff who have knowledge and experience of TrendCare and/or CCDM who could 
contribute to the CCDM evaluation process by joining the evaluation team for another DHB. 

 
June 
 

4. Oversee the DHB’s self-assessment. 
 

5. Receive June communication from SSHW Governance Group. 
 

6. Make any additions/changes to self-assessment process and outcome that may be necessary 
following receiving advice on the outcome of the pilot evaluations. 
 

7. Provide advice to your Chief Executive on outcome of your DHB’s self-assessment. 
   

8. From 7 June your Chief Executive can send, to the SSHW Unit Director, the outcome of your DHB’s 
self-assessment and request for an objective evaluation. Request is to be accompanied by any 
documented supporting evidence. 

 
9. Expect communication from Governance Group approving request for objective assessment. 

 
10. Plan with SSHW Unit the timing of the site visit for objective assessment. Your site visit will 

commence no earlier than 14 June.  
 

11. By 30 June, if your DHB is not undertaking a self-assessment, you need to formally notify the 
Governance Group and provide the SSHW Unit with an updated implementation plan. 

 
July 
 

12. By 20 July, if your DHB is expecting to achieve status of “fully implemented 30 June 2021,” you 
need to have completed and submitted your self-assessment and request for objective evaluation 
to the SSHW Unit Director. This date is non-negotiable.   
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Document 8 
Frequently Asked Questions and Answers  
Why is objective evaluation necessary? 

DHBs have, through their employment agreement with their nursing and midwifery staff, committed to 
CCDM being “fully implemented” by 30 June 2021.   This commitment was reinforced by the DHBs signing 
the Nursing and Midwifery Accords and was included in the Letters of Expectation from the previous and 
current Ministers of Health to the DHB Chairs.  Further, implementing CCDM is a requirement placed on the 
DHBs through the Operating Policy Framework (OPF) administered by the Ministry of Health.  

The CCDM approach is underpinned by the triple aim of quality care for patients, safe and healthy 
workplaces and the best use of organisational resource.  Due to the wide range of stakeholders with an 
interest in these aims it is in the best interests of DHBs to have an objective evaluation of the progress they 
have made implementing CCDM.    An objective evaluation conducted by parties not directly associated 
with the DHB gives complete credibility to the outcome of the evaluation.  

Why can’t the milestone reporting be used to determine if a DHB is “fully implemented”? 

During implementation, DHB progress is measured quarterly against the milestones. The milestone 
reporting is based on the “building blocks” of the programme and gives a view of what is being achieved 
and the progress and pace of the implementation process.   

Review against the Standards looks at more than just the milestones, including how the DHB is utilising the 
CCDM tools and processes to effectively match care capacity to patient demand.  The DHBs have conducted 
their own review against the standards annually so they are well equipped to undertake the required self-
assessment as a pre-requisite to the objective evaluation.   

Can a DHB staff member or Union delegate be on the Evaluation Team for their own DHB? 

No, but if they have expertise in CCDM and/or use of TrendCare they can offer to assist the evaluation 
process through making themselves available to join the Evaluation Team for another DHB.  

Can Union organisers be on an Evaluation team?  

Yes, but not for a DHB that they have responsibility for and only if they have recognised expertise in CCDM 
and/or use of TrendCare. 

What is the score a DHB must achieve against the Standards to be considered fully implemented? 

To be considered fully implemented the DHB must: 

• score a minimum of 85% of the points allocated to each of the non-negotiable criterion within each 
Standard  

• achieve an overall score of no less than 85 points in each of the five Standards 
• achieve a total across all Standards of, at minimum, 425 (85%) from the possible 500.      

Why can a result of less than a 100% be considered fully implemented? 

It is acknowledged that the CCDM Standards and criteria (which are highly prescriptive) are required to 
support robust implementation, and to maintain the integrity of the CCDM approach.   
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However, as the CCDM approach becomes embedded into a DHB’s “way of doing things” DHBs have found 
that a flexible approach can serve to improve the efficiency and effectiveness of CCDM.  These experiences 
have proved that once CCDM is implemented, some discretion around meeting the criteria can be applied 
without compromising the achievement of the Standard.  Therefore, measuring the criteria rigidly, where a 
DHB has sensibly applied some discretion could inappropriately disadvantage them. The 15% margin across 
each of the Standards will allow for such circumstances, without needing to manipulate the tool or scoring.    

What can DHBs expect if they achieve fully implemented?  

DHBs fully achieving CCDM will already know that they are not risking harm to patients from poor quality 
care, that they are providing a safe, healthy work environment for their staff and that because they are 
safely staffing their services they are making the best use of their precious resources.  Further, the DHB will 
be satisfied that it is meeting the contractual obligation outlined in the DHBs’ MECAs with nurses and 
midwives. 

Fully implemented DHBs need to continue to advance their use of the CCDM approach and will continue to 
have the support of the SSHW Unit as they move from implementation to ensuring that the CCDM 
approach is embedded as “business as usual” for their organisation.  

The Governance Group is currently considering how it could best acknowledge DHB’s achievement when 
full implementation is achieved. 

Once a DHB is fully implemented does it still require TrendCare and CCDM co-ordinators? 

Yes.  These positions are essential to the ongoing use, and development, of the CCDM approach.  The SSHW 
Unit continues to recommend one FTE per 600 FTE staff (including healthcare assistants) for both 
TrendCare and CCDM co-ordination.  Investing in these FTEs returns benefit to patients and staff if the 
CCDM approach is being fully and correctly utilised. Without these positions the use of TrendCare and the 
CCDM approach will be almost impossible to successfully maintain.  

The programme will over time extend to new areas such as Outpatients, Community, etc where support 
will continue to be required. 

What happens if a DHB is not fully implemented? 

A DHB which is not fully achieving CCDM will not be meeting its contractual obligation to its staff and may 
well be operating its services with either too few, or too many staff.    

The Governance Group is responsible for overseeing the implementation of CCDM and for evaluating each 
DHB’s implementation status but does not have any role, or knowledge of, the consequences for a DHB 
that does not achieve full implementation by 30 June 2021.   

It is anticipated that by the end of September 2021 the Governance Group will have provided advice to the 
Ministry of Health on the implementation status of each of the 20 DHBs.  For those DHBs which weren’t 
fully achieved by 30 June this advice will include the reasons why and the date by which it is expected the 
DHB will be fully implemented.   The SSHW Unit will continue to support these DHBs with implementing 
their plan.  

Can a DHB be fully implemented if CCDM is not operating in all inpatient areas? 

No.  The expectation is that DHB will be operating CCDM across all inpatient areas, including maternity and 
mental health.  However, if the partial achievement is due to circumstances outside the control of the 
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DHBs, this may be taken into account when considering the DHB’s status, if it is clear that without such 
circumstances, all standards and criteria would have been met in all inpatient areas.  

Why aren’t DHBs expected to operate CCDM in ambulatory care units (in and out same day) or in their 
community-based services? 

CCDM is an evidence-based approach to ensuring the right staff are available to provide, in a timely 
manner, the services needed by patients.   Patient need is measured by using a validated acuity tool or 
process.  Regrettably, at this stage, the work to provide DHBs with a validated method for measuring 
patient need has not been completed so DHBs have not got the data required to operate CCDM in these 
care environments.  

Will there be any changes to CCDM in the near future? 

The SSHW Unit will continue to work with those DHBs who achieve full implementation to support the 
embedding of the approach.  Further, the work on the ambulatory and community care environments and 
for allied health staffing is continuing to develop. DHBs will need to contribute to this work.   

The CCDM Standards are also undergoing review so they are more fit for purpose for DHBs that have fully 
implemented the approach.  DHBs will be consulted on these intended changes.   
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