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MIDCENTRAL DISTRICT HEALTH BOARD

Board Meeting 

10 April 2018 

Part 1 

O r d e r 

1. ADMINISTRATIVE MATTERS 10am 

1.1 Apologies

1.2 Late Items

1.3 Conflicts and/or Register of Interests Update

Pages:   9 - 11

1.4 Minutes of the Previous Meeting

a. Minutes

Pages:   12 - 22 
Documentation: minutes of the Board meeting, 27 February 2018 
Recommendation: that the minutes of the previous meeting be 

approved as a true and correct record. 

b. Matters Arising

2. STRATEGIC & ANNUAL PLANNING 10.10am 

2.1 Locality Approach to Health and Wellbeing Plans

Pages:   23 - 115 
Documentation: report from the Project Manager, Strategy, Planning 

and Performance dated 29 March 2018 
Recommendation: that the Health and Wellbeing Plans be endorsed. 

2.2 Integrated Service Model Update 

Pages:   116 - 121 
Documentation: report from the Programme Manager, Integrated 

Service Model dated 29 March 2018 
Recommendation: that the Integrated Service Model update be noted. 
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2.3 Review of Car Parking Fees and Times 

Pages: 122 -124 
Documentation: report from the Group Manager, Commercial Support 

Services dated 28 March 2018 
Recommendation: that the review of car parking fees and times for 

2018/19 be noted. 

3. PERFORMANCE REPORTING 10.40am 

3.1 CEO’s Report for February/March 2018 

Pages:   125 - 138 
Documentation: report from the CEO dated 3 April 2018 
Recommendation: that the CEO’s report for February/March 2018 be 

noted. 

3.2 Finance Report for MidCentral DHB – February 2018 

Pages: 139 - 167 
Documentation: report from the Manager, Analytics & Financial 

Advisory dated 22 March 2018 
Recommendation: that the Board: 

 note that the operating result for February 2018
was a surplus of $1.8m, which was $273k
unfavourable to the budget;

 note that the year-to-date result is now a deficit of
$3.4m being $2.0m adverse to budget;

 note that the major areas of adverse cost pressure
are in surgical services, internal medicine, mental
health and woman’s health;

 note that due to theatre availability elective
revenues were under-achieved by $259k for the
month and are $1.3M behind for the year to date;

 note that year end financial forecast is now for a
result that is adverse to budget by $2.0m with
further downside risk;

 note that net liquidity is sufficient in the medium
term but continued deficits will deplete capacity
for capital investment.

3.3 ePharmacy Benefits Realisation Update 

Pages:   168 -181 
Documentation: report from the Chief Pharmacist dated 23 March 

2018 
Recommendation: that the ePharmacy Benefits Realisation Update is 

noted. 

3.4 Board’s Work Programme 

Pages: 182 - 187 
Documentation: report from the CEO dated 3 April 2018 
Recommendation: that progress against the 2017/18 work programme be 

noted. 
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4. POLICY & GOVERNANCE 11.15am 

4.1 MDHB Board Members’ Expense Policy 

Pages:   188 - 205 
Documentation: report from the Manager, Administration & 

Governance Services dated 28 March 2018 
Recommendation: that the MDHB’s Board Members’ Expense Policy be 

amended as follows with effect from 10 April 2018, 
and reviewed in three year’s time: 

 new title, being “MDHB’s Board and Committee
Members’ Expense Policy”;

 inclusion of additional responsibility of board
and committee members, being “members are
responsible for determining what portion of an
expense relates to their MidCentral DHB role and
noting this rationale on their expense claim”;

 provision for submitting expense claims to be 10
weeks, with provision that all expenses relating to
a financial year are submitted in that year;

 inclusion of new section, “Principles:
MidCentral DHB takes  a principles-based
approach, being that expenditure decisions:
o have a justifiable business purpose
o preserve impartiality
o are made with integrity
o are moderate and conservative, having

regard to the circumstances;
o are made transparently, and
o are appropriate in all respects.
The expectation is that the standard of travel,
accommodation, meals and other expenses are
modest and reflect the public service norm”

 inclusion of provision for hospitality expenses,
“The Board Chairperson may need to incur
hospitality expenses when acting for or
representing the Board. Should such a need arise,
expenses are expected to be in keeping with the
public service nature of the office. Reimbursement
of such expenditure requires sign-off by the
Chairperson, Finance, Risk & Audit Committee.
Wherever practicable/appropriate, MidCentral
DHB facilities should be used for providing
hospitality to business stakeholders. It is not
expected that other members will incur expenses
for hospitality.  In the unusual event that such a
need does arise (eg when formally acting on
behalf of the Board or the Board Chairperson)
this must be discussed in advance with the Board
Chairperson and be specifically approved by the
Board Chairperson”
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 inclusion of provision for communication
expenses, “Telephone line rental is not
reimbursed.  Members may claim for any
significant telephone charges for calls that are
required to be made for purposes related to the
performance of their duties.  Claims must be
accompanied by appropriate documentation.
Mobile phones will not be issued to Board
members with the exception of the Chairperson.
The mobile telephone remains the property of the
DHB and is only to be used for matters relating to
the business of the Board. Where the Chairperson
elects to use their personal cell phone for Board
business, a portion of the operating fees shall be
met by the Board.  Claims must be accompanied
by appropriate documentation and the
Chairperson’s assessment of what portion is DHB
related.  Any IT equipment issued to members
remains the property of MidCentral DHB and is
only to be used for matters relating to the
business of the Board.”

 inclusion of a statement to clarify the need for
GST receipts;

 inclusion of a provision for professional
membership fees, “Professional membership fees
for members of the Board and its committees
shall not be reimbursed by MidCentral DHB”;

 inclusion of provision for legal expenses, “should
a circumstance arise where a member seeks
independent legal advice on issues concerning
DHB business, this advice will be at the member’s
own expense”;

 amendment of members’ responsibilities to
cover electric and hybrid motor vehicles, motor
cycles and travel time, and removing the
requirements around vehicle engine sizes;

 amendment of Chairperson’s responsibilities to
provide discretionary authority, “The Board
Chairperson will have discretion to make
determinations within the parameters of this
policy, such as approving higher cost flexi-fare
flights.   An annual summary of discretionary
decisions will be provided to the Finance, Risk &
Audit Committee for completeness.”

 removal of the statements regarding Withholding
Payments in respect of expense claims, and air
points;

 use of the generic terms Chairperson and
member;

 inclusion of a definition of member;
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 amendment of the definition of “other
committees” to reflect the Board’s current
governance structure;

 amendment of the definition of “statutory
committees” to reflect the operating names used
by MidCentral DHB;

that the DHB’s Board Members’ Expense Policy be 
published on its website for public transparency; 

that the Board’s Chairperson seek Ministry of Health 
support for changing the fee payable to independent 
members from a daily one to an attendance fee; and, 

that it be noted that travel time for committee 
members is not payable given the daily fee 
arrangements in place. 

5. COMMITTEE RECOMMENDED PAPERS 11.20am 

5.1 External Audit - Engagement Letter and Audit Plan 

Pages:   206 - 237 
Documentation: report from the General Manager, Finance & 

Corporate Services dated 27 March 2018 
Recommendation: that the Board: 

 note that the audit engagement letter was
endorsed by FRAC 13 March;

 note the audit planning report included with the
engagement letter;

 approve the audit engagement letter; and,

 approve that the Chair sign the audit engagement
letter on behalf of the Board.

5.2 Business Improvement Update 

Pages: 238 - 248 
Documentation: report from the Programme Manager, Business 

Improvement dated 29 March 2018 
Recommendation: that the update on the Business Improvement 

Programme be noted. 

6. COMMITTEE MINUTES 11.30am 

6.1 Finance, Risk & Audit Committee 

Pages:   249 - 255 
Documentation: minutes of the Finance, Audit & Risk Committee 

meetings, 13 March 2018 
Recommendation: that the unconfirmed minutes of the meeting of the 

Finance, Risk & Audit Committee held on 13 March  
2018 be noted. 
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6.2 Quality & Excellence Advisory Committee  

   

 Pages:   256 - 260  

 Documentation: minutes of the Quality & Excellence Advisory 
Committee meeting, 20 March 2018 

 

 Recommendation: that the unconfirmed minutes of the meeting of the 
Quality & Excellence Advisory Committee held on 20 
March 2018 be noted. 

 

   

6.3 Joint Meeting of the Quality & Excellence Advisory and the Healthy 
Communities Advisory Committees 

 

   

 Pages:   261 - 264  

 Documentation: minutes of the joint meeting of the Quality & 
Excellence Advisory and the Healthy Communities 
Advisory Committees, 20 March 2018 

 

 Recommendation: that the unconfirmed minutes of the joint meeting of 
the Quality & Excellence Advisory and the Healthy 
Communities Advisory Committees held on 20 March 
2018 be noted. 

 

    

6.4 Healthy Communities Advisory Committee  

   

 Pages:   265 - 268  

 Documentation: minutes of the Healthy Communities Advisory 
Committee meeting, 20 March 2018 

 

 Recommendation: that the unconfirmed minutes of the meeting of the 
Healthy Communities Advisory Committee held on 20 
March 2018 be noted. 

 

    

6.5 Enable New Zealand Governance Group  

    

 Pages:   269 - 272  

 Documentation: minutes of the Enable New Zealand Governance 
Group meetings, 13 March 2018 

 

 Recommendation: that the unconfirmed minutes of the meeting of the 
Enable New Zealand Governance Group held on 13 
March  2018 be noted. 

 

    

7. LATE ITEMS 11.35am 

   

8. DATE OF NEXT MEETING  

   

 22 May 2018, Memorial Hall, corner of Queen & Chamberlain Street, Levin. 
The meeting will include a public forum. 

 

    

9. EXCLUSION OF PUBLIC  

   

 Recommendation: that the public be excluded from this meeting in 
accordance with the Official Information Act 1992, 
section 9 for the following items for the reasons 
stated: 
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Item Reason Ref 
“In committee” minutes of the 
previous meeting 

For the reasons set out in the order 
paper of 27.2.2018 meeting held 
with the public present 

 

Strategic & Annual Planning   

 2018/19 annual operational 
planning and budgeting 

Subject of negotiation 9(2)(j) 

 Staff engagement and safety culture 
survey 

Contains competitive pricing 
information 

9(2)(j) 

Performance Reporting   

 CEO’s report – NZ Health 
Partnerships Limited:  licencing 
contract, and draft 2018/19 annual 
plan targets 

Subject of negotiation 9(2)(j) 

Committee Recommended Papers   

 Security Risk Assessment and Site 
Security Review 

To maintain security of MDHB’s 
systems and processes 

9(2)(k) 

“In committee” minutes of committee 
meetings: 

  

 Finance, Risk & Audit Committee 
- minutes of the previous meeting 

  

o annual planning & budgeting Subject of negotiation 9(2)(j) 
o security risk assessment & site 

security review 
To maintain security of MDHB’s 
property and systems 

9(2)(k) 

o insurance update 2018/19 
financial year 

Subject of negotiation 9(2)(j) 

 Quality & Excellence Advisory 
Committee,  

For the reasons set out in the order 
paper of 20.3.18 meeting held with 
the public present 

 

 Healthy Communities Advisory 
Committee 

For the reasons set out in the order 
paper of 20.3.18 meeting held with 
the public present 

 

 Enable New Zealand Governance 
Group:  general manager’s report 
(DSS transformation and 
commercial initiatives), and 2018/19 
draft annual plan and budget 

Subject of negotiation 9(2)(j) 

Governance Matters   

 CEO & Board Only time   

 Minutes of the previous meeting For the reasons set out in the order 
paper of 27.2.2018 meeting held 
with the public present 

 

 Remuneration Committee minutes – 
CEO’s performance review 

To protect personal privacy 9(2)(a) 

 Discussion paper re learning & 
development 

No decision  

 Board only time No decision  
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Please advise all changes to Jill Matthews, Manager, Administration & Communication Page 1 of 3 

REGISTER OF INTERESTS:  SUMMARY, MARCH 2018 
Name Date Company/Organisation Nature of Interest 
Anderson, Diane 1.7.16 Nil 
Broad, Adrian 24.6.14 Manawatu Horowhenua Tararua Diabetes 

Trust 
Trust Manager. 

9.12.13 Palmerston North City Council Councillor.  
Cameron, Barbara 25.4.13 Manawatu District Council Councillor.  

Member & Deputy Chair, Manawatu District 
Licensing Committee 

1.11.16 Ministry of Social Development Member, MSD’s Community Response Forum.  
27.2.18 Sport Manawatu Board Member 

Chapman, Ann 17.12.13 Otaki Mail Part Owner. 
18.5.12 Otaki Community Health Trust Member. 

21.12.07 Gen-i Son is employee. 
29.4.16 Central Region’s Technical Advisory Service Grandson is an employee. 

Duffy, Brendan 3.8.17 MITO Board Member. 
3.8.17 Local Government Commission Commissioner. 
3.8.17 Electra Trust Trustee. 
3.8.17 Environmental Legal Assistance Fund, 

Ministry for the Environment 
Deputy Chair. 

3.8.17 Business Kapiti Horowhenua Inc (BKH) Board Member. 
3.8.17 Life to the Max, Horowhenua Chair. 

Feyen, Michael 5.12.16 Horowhenua District Council Mayor.  

Manoharan, 
Nadarajah 

9.12.13 Surgical Educators of the Royal Australasian 
College of Surgeons 

Educator.  

9.12.13 Private Otorhinogology Practice, Palmerston 
North 

Owner.  

9.7.17 Aroha Ultimate Care Wife is an employee (facility manager) 
McKinnon, Dot 5.12.16 Whanganui DHB Chairperson. 

Cousin of Whanganui DHB General Manager 
9.2.17 NZ DHB Chairs’ National Executive Member. 
9.2.17 Health Practitioners Disciplinary Tribunal Member. 

9.2.17 Health Sector Relationship Agreement 
Committee 

Member 

9.2.17 Four Regions Trust (formerly known as 
Powerco Trust) 

Chair.   

9.2.17 Whanganui Eyecare and Medical Trust Husband is chair.  
21.3.17 Moore Law & Associates Legal Executive, Director and Shareholder. 
4.7.17 20 DHBs (Central Region’s Technical 

Advisory Service) 
Member, National Health Workforce Strategy 

21.3.17 Chardonnay Properties Limited Part owner. 
19.12.17 ERSG Board Member 
19.2.17 Regional Governance Group Chair 

Naylor, Karen 6.12.10 MidCentral DHB Employee. 
22.9.15 New Zealand Nurses Organisation Member & Workplace Delegate 

Board Member 
9.10.16 Palmerston North City Council Councillor.  

Paewai, Oriana 1.5.10 Rangitane o Tamaki nui a Rua CEO.  
1.5.10 Te Runanga o Raukawa Governance Group Member. 
1.5.10 Manawhenua Hauora Chair.  

Member, Child Health Tamariki Ora District 
Group.   

13.6.17 Te Whiti ki te Uru Co-ordinating Chair. 
13.6.17 Tararua Hauora Services Charitable Trust Trustee. 
13.6.17 Central Primary Health Organisation Member, Alliance Leadership Team (Central 

PHO Board).   
13.6.17 Feilding Health Care Member, Clinical Governance Group.  
13.6.17 Manawatu District Council Member, Nga Manu Taiko, a standing 

committee of the Council.   
13.6.17 Te Ohu Auahi Mutunga (TOAM) Member, Governance Board.  
13.6.17 Before School Checks (B4SC) Collective Member. 
13.6.17 Nga Kaitiaki o Ngati Kauwhata Inc Committee member.  
13.6.17 Te Tihi o Ruahine Whanau Ora Alliance Member. 
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Please advise all changes to Jill Matthews, Manager, Administration & Communication Page 2 of 3 
 

Robson, Barbara 19.7.16 Kind Hearts Trust Board Member.    
 1.11.16 Royal NZ College of GPs 

 
Member (consumer representative), Health 
Care Home Standard Working Group.   

 10.12.01 
 

Federation of Women’s Health Councils 
Aotearoa NZ (Inc) 

Co-convenor.   

 31.5.10 Medicines Review Committee Consumer Representative.   
 Feb 13 Ministry of Health Member, Electronic Oral Health Record Design 

Group.  
Member, Consumer Reference Group – 
National Workforce Strategy Project (MoH & 
HWNZ) 

 11.10.16 Ernst & Young Daughter is an employee – Business Advisor.    
  COMMITTEE  MEMBERS  
Beagley, Vicki 5.10.15 Massey University Employee, research office.  
 5.10.15 Arohanui Hospice Husband, John Freebairn, is the current chair.  
 5.10.15 Supportlinks/Enable New Zealand Son receives respite care. 
 11.10.16 Palmerston North City Council Member, District Licensing Committee.  
Campbell, Donald 2.7.14 Nil  
Emery, Dennis 1.9.15 Arohanui Hospice Employee.  
 1.9.15 Manawhenua Hauora Member.   
 1.9.15 Ngati Maniapoto me Ngati Kauwhata Iwi Iwi descendent of both tribes.   
 1.9.15 Nga Kaitiaki O Ngati Kauwhata Inc, Feilding 

- NKOK 
Chairman  

 1.9.15 Feilding Integrated Family Health Centre Through the Iwi of NKONK 
 1.9.15 Te Tihi O Ruahine Whanau Ora Trust  
 1.9.15 Whanau Ora Strategic Innovation & 

Development Group (WOSIDG), Palmerston 
North 

Chairperson / Member.  

 1.9.15 Whaioro Mental Health Trust – P. North Board Member & Iwi Trustee.  
Hartevelt, Tony 14.8.16 Otaki Family Medicine Ltd Independent Director.   
 14.8.16 Merck Sharpe & Dohme (Merck) 

(NZ operations for Global Pharmaceutical 
Company) 

Elder son is NZ market access manager.   

 14.8.16 Fairfax Media Younger son is news director for Stuff.co.nz  
Kirkcaldie, Ewen 1.8.08 PKF Rutherfords Ltd Director.   
Kolbe, Anne 22.7.16 Kolbe Medical Services Ltd Director and joint owner.  
 22.7.16 Communio, NZ  Senior Consultant and Contractor.   
 22.7.16 Whanganui DHB Member, Risk & Audit Committee.   
 22.7.16 Health Research Council of NZ Husband chairs the clinical trials advisory 

committee.   
 22.7.16 Auckland University Holds an adjunct appointment (Associate 

Professor level). 
Husband is also an employee of Auckland 
University (Professor of Medicine, FMHS). 

 22.7.16 Australian Medical Council Husband is a member of the Medical School 
Advisory Committee, and leads the Medical 
Specialties Advisory Committee Accreditation 
Team. 

 22.7.16 Royal Australasian College of Physicians Husband is a member of the College’s 
governance working party, and chairs the 
revalidation working party.   

 22.7.16 EXCITE International Board Member, and Chair of Advisory Council.   
 22.7.16 Medicare Benefits Schedule Review 

Taskforce (Australia) 
Senior Advisor/ Government taskforce to 
review the Medicare Benefits Schedule. 

 22.7.16 Institute of Environmental Science & 
Research (ESR) 

Daughter employed as forensic scientist.   

 13.3.17 Siggins Miller, Australia Senior Advisor & Associate.   
Kunaiti, Tawhiti 20.7.10 Central Primary Health Organisation Employee.   
   Wife is an employee – Contracts Administrator.   

(28.10.16) 
 28.10.16 Manawhenua Hauora Manawhenua representative on HCAC  
 28.10.16 Te Tihi O Ruahine Whanau Ora Alliance 

Trust 
Employee – Pou Whakarae, Principal Cultural 
Leader.  

 28.10.16 Whanau Ora Strategic Innovation 
Development Group (WOSIDG) 

Member. 

 28.10.16 New Zealand College of Clinical Council Member for NZCCP as Pou Whakarae, 
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Please advise all changes to Jill Matthews, Manager, Administration & Communication Page 3 of 3 
 

Psychologists Principal Cultural Leader.  
Temple-Camp, 
Cynric 

3.2.15 Breastscreen Coast to Coast Lead Pathologist.   
23.7.13 International Academy of Pathology Board Member.   

 1.7.08 Medlab Central Ltd.  Business Unit of Sonic 
Health Care Ltd 

CEO.   
 

 1.7.08 MidCentral Health (MCH) Wife is employed as a Medical Consultant by 
MCH. 

 1.7.08 National Coronial Pathology Services 
Advisory Group to Ministry of Justice 

Member 

 1.7.08 T-Lab Director.   
 7.4.09 Ministerial Advisory Group Member.   
  MANAGEMENT  
Cook, Kathryn 4.5.15 Aspen Pharma Sister is an employee.   
 1.7.16 Central Region’s Technical Advisory Service Director.   
Ambridge, Scott 20.8.10 Nil  
Anjaria, Keyur 17.7.17 MidCentral DHB Wife is a user of the Needs Assessment & 

Service Co-ordination Service. 
Clark, Kenneth 3.8.10 Dr Kenneth Clark Ltd Private gynaecology practice, Palmerston 

North.  
Coglan, Michele 3.2.16 Nil  
Hansen, Chiquita 9.2.16 MidCentral DHB Employed by MDHB and seconded to Central 

PHO 8/10ths.  
 9.2.16 Central PHO Central PHO’s CEO. 
Johnston, Craig 19.2.16 Central PHO Member, Alliance Leadership Team.   
 19.4.16 MidCentral DHB Son is an employee of MidCentral DHB and 

works within hospital services. 
Miller, Steve 18.4.17 Puriri Trust & Puriri Farm Partnerships Director.  Farming business. 
Scott, Gabrielle 19.8.16 MidCentral DHB Son is a casual employee of MidCentral DHB 

and works within various hospital services. 
Turner, Stephanie 17.2.16 Waingawa Ltd Director.  Farming business.  
Wanden, Neil 16.2.16 Opus International Wife is a major shareholder.   
Matthews, Jill 1.3.16 Nil  
Amoore, Anne 23.8.04 Nil  
Small, Jeff 2002 Allied Laundry Services Limited (ALSL) Director (appointed by MDHB’s Board) 

 
Horgan, Lyn 1.5.17 Coronial Services Sister is Coroner based in Wellington. 

 
Hancock, Muriel 1.2.18 MidCentral DHB Sister an employee (registered nurse in ICU) 
Nolan, Chris    
Russell, Greig 3.10.16 City Doctors Minority shareholder. 
 3.10.16 NZ Medical Council Member, Education Committee.   
Downing, Eileen 2.9.10 Nil  
Andrews, David    
Smith, Jo 27.8.10 Nil  
Nepia-Tule, 
Claudine 

1.9.10 Nil  

Bradnock, Barb 26.8.10 Nil  
Jermey, David 31.8.17 Central Primary Health Organisation Member, Alliance Leadership Team 
Ayres, Vivienne 26.8.10 Nil  
Channing, Chris 27.8.10 Nil  
Els, Johan 28.10.16 Nil  
Tanner, Steve 16.2.16 Nil  
Brogden, Greg 16.2.16 Nil  
Purdy, Darry 13.10.17 Ross Intermediate Trustee 
 13.10.17 Graham Wastney Family Trust Trustee 
 13.10.17 Spotless Facility Services Limited Brother-in-law an employee (not at MDHB site) 
 13.10.17 Setpoint Solutions Limited Brother-in-law an employee (but not for MDHB) 
 13.10.17 Crossroads Church Attendee 
Manderson, John 16.2.16 Nil  
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Unconfirmed minutes 

MIDCENTRAL DISTRICT HEALTH BOARD 

Minutes of the MidCentral District Health Board meeting held on 27 February 
2018 at 10.00am at MidCentral District Health Board, Boardroom, Gate 2, 

Heretaunga Street, Palmerston North 

PRESENT 

Dot McKinnon (Chair) Brendan Duffy 
Diane Anderson Michael Feyen 
Adrian Broad Nadarajah Manoharan 
Barbara Cameron Karen Naylor 
Ann Chapman Barbara Robson 

IN ATTENDANCE 

Kathryn Cook, CEO  
Keyur Anjaria, General Manager, People & Culture 
Steve Miller, Chief Information Officer 
Neil Wanden, General Manager, Finance & Corporate Services 
Craig Johnston, General Manager, Strategy, Planning & Performance 
Stephanie Turner, General Manager, Maori & Pacific 
Celina Eves, Executive Director of Nursing & Midwifery 
Lyn Horgan, Operations Director, Hospital Services 
Cushla Lucas, Acting Service Director, Regional Cancer Treatment Services 
Debbie Davies, Acting Service Director, Public, Primary & Community Services 
Jill Matthews, Manager, Administration & Governance Services 
Darryl Purdy, Manager, Analytics & Financial Advisory 
Paula McCool, Communications Officer (part meeting) 
Kelvin Teixeira, Communications Officer (part meeting) 

Public:  0 
Media:  1 

Opening the meeting, a welcome was extended to the DHB’s new Director of Nursing & 
Midwifery, Celina Eves. 

1. ADMINISTRATIVE MATTERS

1.1 Apologies 

An apology was received from Board Member Oriana Paewai. 

1.2 Late Items 

There were no late items. 

1.3 Conflict and/or Register of Interests Update 

The following amendments to the Register of Interest were advised: 

• Barbara Cameron was now a board member of Sport Manawatu
• Adrian Broad had retired from Across Social Services.
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Unconfirmed minutes 

1.4 Minutes of the Previous Meeting 
 
It was resolved: 
 

that the minutes of the previous meeting be approved as a true and correct record.  
(Moved Dot McKinnon; seconded Michael Feyen) 
 

1.5 Matters Arising 
 
1.5.1 General Practice Charging Regimes 
 
Members sought assurance work was being done at national or regional level regarding fees 
for non-contact and nursing consultations done by general practice teams. The General 
Manager, Strategy, Planning & Performance advised there was currently oversight of 
general practice fees for face-to-face consultations undertaken during working hours.  
Outside these hours, there was no regulation of charges. 
 
It was agreed that with the expected increase in non-contact consultations, guidelines for 
these would be required.  It was acknowledged that there were two issues, being 
affordability for consumers, and, financial sustainability for general practices.   
 
The CEO advised that primary health care was a priority area for the Government and the 
issues raised by members may be worked through as part of the broader primary health 
care strategy.  Management would keep members abreast of this work through the Healthy 
Communities Advisory Committee, including around fees. 
 
1.5.2 Hospital Operations Centre 
 
The Chief Information Officer advised that discussions had occurred with the Ministry of 
Health regarding the additional capital funding allocated to this project by MidCentral 
DHB.   The Ministry had requested a variance to the regional business case be provided for 
their formal record.  The Ministry had no issue regarding the additional allocation. 
 
1.5.3 Integrated Services Model 
 
Management advised that appointments to the leadership roles within the integrated 
service model were on track.   
 
The appointee to the General Manager, Quality & Innovation role would take up the 
position on 5 March and that completed the stewardship portion of the leadership team. 
 
Appointments were in process for the six Clinical Executive roles.  Two Operational 
Executive roles had been filled, and appointments to the remaining four positions were 
expected to be made over the next three months. 
 
It was expected that all positions would be recruited to by 30 June 2018. 
 
1.5.4 Information Systems 
 
The Chief Information Officer advised that no local issues had been experienced when 
Whanganui and Wairarapa DHBs on-boarded the regional WebPAS.  The regional 
platforms were stabilising. Some challenges were being experienced in accessing the 
National Health Index system managed by the Ministry of Health. 
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Unconfirmed minutes 

The level of connectivity between hospital and primary care systems was discussed.  The 
CIO advised that this was a new piece of work to be progressed over the next 12-18 months.  
There was some connectivity, with the hospital able to access the shared care records held 
in primary care.  It was noted there were other systems, such as laboratory and pharmacy, 
in use by the district. 
 
2. STRATEGIC & ANNUAL PLANNING 
 
2.1 Annual Plan and Budgeting 
 
Management advised that the Ministry of Health’s planning guidance had not yet been 
received, and that the funding envelope was not expected until after the national budget 
had been released in May.  Meantime, the annual plan and budget was being developed 
based on the assumptions approved by the Board and the planning timeline would be met, 
with reports to the Committees in March. 
 
The population forecast figures were discussed and there was a consensus view that these 
understated the population growth within the district.  Members noted that local Councils 
were also of this view.  Concern was expressed that the move to an on-line system for the 
2018 Census may have a negative impact on return rates.  The General Manager, Strategy, 
Planning & Funding advised that a population increase of 1,500 equated to around $3.5m - 
$5m additional funding for MidCentral DHB. 
 
The importance of Census data was noted and the Board requested that management 
undertake publicity, both internally and externally, to encourage people to complete the 
Census, explaining how this had a direct impact on the funding received for the 
community’s health services.   The General Manager, Maori & Pacific undertook to ensure 
this message was conveyed to the migrant and refugee community. 
 
It was noted that a lot of sub division was occurring within the Manawatu and Palmerston 
North district and the majority of these had been pre-sold. This indicated an influx of new 
residents was likely.  The growth in refugee numbers was also noted.  The importance of 
ensuring all residents were enrolled with the Central PHO was agreed. 
 
Management advised that the Census data provided the baseline for DHB funding.  PHO 
enrolments and building consents were factors Statistics NZ took into account in their 
forecast information regarding population changes for the period between each Census.  
The methodology used by Statistics NZ in forecasting population changes between Censuses 
appeared to lag behind actual growth. This was reflected in the funding variations 
MidCentral DHB received. 
 
The population projection data for the age groups 0-4 years and 5-9 years was discussed.  
Management advised that birth rates had been flat for four years, but had not declined.   
 
It was noted that the new primary birthing centre in Palmerston North was expected to 
build up to as many as 500 births per year. This would, in time, affect staffing levels at 
Palmerston North Hospital’s maternity unit. 
 
It was resolved: 
 

that the Board note this report. 
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2.2 Integrated Service Model Update 
 
The General Manager, People & Culture presented this report and advised that the progress 
of workstreams had been slower over the months of January/February due to leave 
arrangements.  There had been progress in the development of “freedom in a framework” 
guidelines. These would set out the accountability, autonomy and decision-making” 
authority of each cluster.  It was noted that the level of accountability, autonomy and 
decision-making would vary between clusters depending on their level of a maturity.  The 
operating framework and model would set out the gateways and milestones which clusters 
must meet along the pathway to full maturity.   
 
Management reiterated that appointments to all leadership roles were expected to be 
completed by 30 June 2018. 
 
The support services noted in the report were:  people and culture; IT; strategy, planning 
and performance; finance and corporate services as well as specialist services such as Pae 
Ora and professional advisors.  A framework was to be provided to determine what 
decisions needed to be held by these enabling services, and what freedom there was for 
each cluster to make its own determinations in these areas.  There would need to be a 
balance of consistency and risk mitigation at the centre with autonomy and decision-
making at cluster level.  The model would be provided to the Board in due course.  
Meantime there was a lot more discussion to be had. 
 
An assurance was sought that each cluster would have the resources it required to function 
well, and the CEO confirmed that an enabling approach was being taken to ensure the 
success of each cluster. 
 
It was resolved: 
 

that this report be noted. 
 
3 INTEGRATION & PARTNERSHIP 
 
3.1 Consumer Story 
 
The Board expressed its appreciation in receiving this consumer’s story and requested that 
this be conveyed to the woman concerned. 
 
Learnings from the consumer’s experience were noted, particularly around “what to expect 
after discharge”.  It was suggested that this matter applied to other cancer pathways and 
other services. 
 
The importance of ensuring all communication and publicity  focused on all age-ranges 
within the population group supported by the breastscreening service, particularly the older 
age group, was noted. 
 
The current cut-off age of 70 years was discussed and it was noted that the Government had 
indicated this was to be extended. The Acting Service Director, RCTS advised that planning 
work was underway within the National Screening Service regarding what this would 
involve.  It was proposed that women over 69 years of age would be reinvited for screening.  
It was estimated that there would be a 17 percent increase nationally in activity if this policy 
change was made. 
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Members noted that at the current time, for non-symptomatic woman aged over 69 years, 
the only option for screening was a private mammography screening at a cost of around 
$100. 
 
Hawke’s Bay DHB’s memorandum of understanding with the Cancer Society was discussed.  
This enabled the Cancer Society to approach patients rather than waiting to be approached.  
The possibility of MidCentral DHB taking a similar approach was questioned.  Management 
advised they were aware of this initiative.  The Cancer Society has a base in MDHB’s 
Regional Cancer Treatment Service that means free flowing access between the two 
organisations.  The district also has a Supportive Care Network which met regularly and in 
which MDHB participated.  The DHB could look to enhance these arrangements with a 
memorandum of understanding. 
 
It was resolved: 
 

that this paper and the ongoing service improvement resulting from this story be 
noted.  

 
Kelvin Teixeira entered the meeting. 
 
3.2 Manawhenua Hauora Minutes 
 
3.2.1 Hauora Unleased 
 
Management advised Hauora Unleased was an expo facilitated by Te Tihi o Ruahine 
Whanau Ora and the Central PHO, involving numerous health providers.  It focused on 
engaging with the Maori community and had been very successful. 
 
Paula McCool left the meeting. 
 
An assurance was sought that the process used for redistributing koha received at the expo 
was robust.  The General Manager, Maori and Pacific advised that strong process had been 
used and there was clear accountability for this.  She undertook to provide further details. 
 
The General Manager, Maori and Pacific advised that a draft koha policy had been 
developed for MidCentral DHB with protocols. 
 
It was resolved: 
 
 that the minutes be noted. 
 
4. PERFORMANCE REPORTING 
 
4.1 CEO’s Report for December 2017/January 2018 
 
4.1.1 Health Select Committee 
 
The Board noted that the Chairperson and CEO would be presenting to the Health Select 
Committee on 28 February 2018. 
 
4.1.2 Strategic Property Plan 
 
A member reported that following publicity regarding the DHB’s Child Development 
Service, members of the public had expressed an interest in supporting the establishment of 
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a downtown location.  Offers of financial support had also been made.  The CEO advised 
that she would be pleased to receive any approaches of this nature. 
 
The member also reported that the Central PHO was looking to relocate, and questioned 
how this fitted within the DHB’s Strategic Property Plan, noting that many DHB services 
were based in the PHO’s facilities.  The CEO advised that the Central PHO’s property issues 
were a matter for its Board and management and any inquiries regarding their relocation 
should be directed to the PHO.  In terms of the DHB’s child development services, the CEO 
advised MidCentral was very focused on partnering with the Ministries of Health and 
Education around the design of disability services for children and their families.  Until this 
was worked through, any decision regarding accommodation would be premature.  Mrs 
Cook noted that a co-design approach was being taken to this work and she expected the 
new cluster for this service group to be very involved. 
 
The involvement of the Ministry for Children in this work was suggested. 
 
The CEO noted that the cost of locating services off campus was generally a more expensive 
option. 
 
4.1.3 Integrated Service Model 
 
The General Manager, People & Culture advised that membership of the selection panel 
used in the recruitment of the Clinical Executives comprised the CEO, the General Manager 
Maori & Pacific, the Chief Medical Officer, the Executive Director Allied Health, the Central 
PHO’s CEO and himself.  Membership had been generally consistent with the exception of 
one or two occasions.  The same interview questions had been used for all interviews. 
 
A similar approach was being taken for the Operations Executives, but with the 
involvement of the relevant Clinical Directors. 
 
4.1.4 NZ Health Partnerships Limited 
 
Food Services: The CEO advised that this national service was still a work-in-progress. 
 
Microsoft Licensing:  Management advised this was part of an all-of-Government process 
and the DHB sector had ensured it was represented at Chief Information Officer (CIO) and 
potentially at Chief Financial Officer level.  There would be a fiscal impact in 2018/19 as a 
result of Microsoft licensing changes.  MidCentral DHB had had a fixed price arrangement 
in place for six years.  Moving from this to a commercial contract was significant to both the 
DHB and the sector. 
 
Mini Shareholders Meeting:  Concern was expressed with the limited information provided 
by HPL, and that the planned mini shareholders meeting would not provide sufficient time 
for meaningful discussion.  The CEO advised that this meeting was largely to deal with 
directorship changes. 
 
National Oracle System:  It was noted that the Deloitte review of this system was expected 
to be presented to Cabinet in late March. This may push out the timeframe for this project. 
 
DHB Visits:  The Chairperson advised that HPL’s Chair and CEO were to meet with 
MidCentral’s Board.  Details would be advised in due course. 
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4.1.5 Government Inquiry into Mental Health and Addiction 
 
Concern was expressed by a member that little progress had been reported with this inquiry 
to date.  The CEO advised that the Inquiry’s Chairperson had been invited to meet with the 
DHB Chairs and CEOs.  An update from the Ministerial Advisory Group had also been 
arranged.  Information received would be shared with the Board in due course. 
 
4.1.6 Palmerston North City Council 
 
The successful hui with the City Council was noted. 
 
The development of the Te Aroha Noa community hub was discussed. A member noted the 
rapid progress being made with this initiative involving many agencies and emphasised the 
importance of ensuring that these organisations did not get too far ahead of where the DHB 
and City Council were at.  The General Manager, Maori and Pacific advised she was engaged 
in this project 
 
4.1.7 Ministerial Advisory Group 
 
The terms of reference for this group were noted. 
 
It was resolved: 
 
 that the CEO’s report for December 2017/January 2018 be noted. 
 
4.2 Finance Report for MidCentral DHB – January 2018 
 
4.2.1 Financial Position 
 
The DHB’s financial position was discussed.  The CEO advised that the current positon was 
not desirable and that a full report would be provided to the next meeting of the Finance, 
Risk & Audit Committee. This would focus on the $7m risk contained within the budget, 
what had eventuated and the mitigations in place and planned. The CEO and management 
team remained committed to delivering to budget. 
 
The General Manager, Finance and Corporate Services advised work continued to claw back 
the current level of overspend.  Hospital services were having difficulty delivering elective 
volumes which had risen year on year without any increase in capacity.  Surgical services, 
particularly acute care, and mental health were experiencing cost pressures.   The cost of 
specialling patients had been reduced and some focused work was occurring in this area.  A 
number of initiatives were underway to enhance revenue and reduce costs as outlined in the 
report.  The CEO advised that the Optimise project working on improving theatre 
productivity was going well and the benefits were starting to be seen.  One initiative was 
clinical oversight of the booking of surgical lists to gain maximum use of each theatre 
session. 
 
Mr Wanden advised an editing error in the report.  The financial forecast graph set out on 
page 69 overstated the pessimistic view. 
 
The use of other DHBs’ surgical capacity was raised and the CEO advised the public were 
reluctant to travel out of the area.  This approach had been tried with orthopaedic surgery 
in 2017 without success. It was noted that this was a long-standing issue. 
 
The Chairperson advised that another ophthalmologist was to commence work in 
Whanganui DHB. There would likely be some spare capacity.  
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Members questioned the level of cataract surgery undertaken, advising that public feedback 
indicated long waiting lists for surgery with people being discouraged by opticians from 
being going on the hospital list.  The Operations Director, Hospital Services advised this 
was likely to be about people who had not been accepted for surgery as they had not met the 
threshold for cataract surgery.  A national scoring tool for surgery was used and people who 
did not meet the threshold were declined.  Ophthalmologists were currently working with 
opticians regarding how they could better connect with optometrists in primary care and 
support them with the management of their patients.  MidCentral DHB met the 
standardised intervention rate for cataracts. 
 
The importance of ensuring all residents of the MidCentral district completed the 2018 
Census was reiterated. 
 
A member raised the concept of “the joy of work” as presented by a visiting Scottish 
specialist at a conference organised by MidCentral DHB.   He had stated that the “joy of 
work” had made a huge difference to organisations and she questioned whether this 
philosophy could be used, particularly given staff were the DHB’s greatest asset.  
 
The CEO noted that the move to an integrated service model was part of bringing joy to 
work.  Other initiatives underway, such as Optimise and Medimorph were also proving 
successful in achieving staff buy-in and commitment. 
 
It was resolved: 
 
 that the Finance Report for January 2018 be noted. 
 
4.3 Workforce Update (Six-monthly) 
 
The General Manager, People & Culture acknowledged questions raised by Board Member 
Karen Naylor regarding the reduction in annual leave greater than two years, particularly 
how much of this reduction had occurred through buy-out of leave.  Previous reporting had 
not differentiated between leave paid out upon a person’s resignation, and leave paid out 
during their employment.  He advised that a response would be provided in due course. 
 
Board Member Diane Anderson advised she had a number of questions regarding this 
report, including a comparison of MDHB’s professional profile with similar sized DHBs, the 
growth in corporate numbers, turnover and sick leave, and the reduction in allied health 
numbers compared with similar size DHBs.  It was agreed that these questions be 
submitted to management and the response shared with all members. 
 
The difficulties experienced in recruiting to some positions was noted and management was 
asked if feedback from applicants, including those who had turned down positons at 
MidCentral DHB, was ever sought. The General Manager, People and Culture advised a 
project was currently underway to review the DHB’s recruitment process and as part of this 
a questionnaire would be send to everyone who had applied for a positon with the DHB. 
This would provide comprehensive information for the review.  He confirmed that the 
review would also look at how many applicants were received, how many took up a role at 
MidCentral DHB, and who sought a job at another DHB or overseas.  He also confirmed 
that exit interviews were still conducted, and undertook to reinstate reporting of key themes 
arising from these interviews in future workforce updates. 
 
The CEO advised that in comparison to other DHBs, MidCentral had a low proportion of 
administration/corporate staff.  It was also noted that MidCentral DHB differed from other 
DHBs due to the outsourcing of commercial support services and the role of Enable New 
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Zealand.  It was further noted that 1:4 staff were in an administrative/corporate role.  This 
included those working in clinical areas to support clinicians. 
 
The General Manager, People and Culture advised that a staff survey would be undertaken 
in and around May 2018.  Survey tools were currently being assessed.  Issues of 
confidentiality, timeliness of results, and the ability to “slice and dice” the data received 
were being taken into account.  
 
It was resolved: 
 

that the February 2018 workforce update be noted; and, 
 
that the change to the reporting timeline be noted. 

 
4.4 Nursing and Allied Health Education and Development 
 
It was resolved: 
 
 that the update on nursing and allied health education and development be noted. 
 
4.5 NIHA Leadership Development Programme 2017 
 
The CEO advised that she would arrange for more information to be provided to the Board 
at a future meeting regarding human centred design. 
 
It was resolved: 
 
 that the report be noted. 
 
5. POLICY & GOVERNANCE 
 
5.1 NZ Health Partnerships – Annual Report & Annual General Meeting 
 
Health Partnership Limited’s net assets/equity at balance date was noted, being $6.18m of 
which the majority was represented by investment in intangible assets, most significantly 
the National Oracle Solution.  Management advised that this was the purpose for which the 
capital had been subscribed. 
 
It was resolved: 
 

that the Board: 
 

• note the NZHP Annual Report for the year ended 30 June 2017; 
• note that no resolutions requiring DHB authorisation other than normal AGM 

procedural matters are proposed; 
• appoint the Chair or in her absence the Chief Executive to represent MidCentral 

DHB at the NZHP AGM.   (Moved Brendan Duffy; seconded Barbara Cameron) 
 
4. PERFORMANCE REPORTING CONTINUED 
 
4.6 Board’s Work Programme 
 
It was resolved: 
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 that progress against the 2017/18 work programme be noted. 
 
6. COMMITTEE RECOMMENDED PAPERS 
 
6.1 Health and Safety Governance 
 
The General Manager, People and Culture confirmed that feedback received from the 
Finance, Risk & Audit Committee had been incorporated into the report. 
 
It was agreed it would be interesting to learn how other DHB Boards were undertaking 
their health and safety governance responsibilities, and a request would be made for this to 
be placed on the programme for the upcoming regional symposium. 
 
It was resolved: 
 
 that the proposed Health and Safety Governance recommended actions be 

approved in principle.  (Moved Dot McKinnon; seconded Adrian Broad) 
 
7 COMMITTEE MINUTES 
 
7.1 Finance, Risk & Audit Committee 
 
It was resolved: 
 

that the unconfirmed minutes of the meeting of the Finance, Risk & Audit  
Committee held on 30 January 2018 be noted 

 
7.2 Quality & Excellence Advisory Committee 
 
It was resolved: 
 

that the unconfirmed minutes of the meeting of the Quality & Excellence Advisory 
Committee held on 13 February 2018 be noted. 
 

7.3 Healthy Communities Advisory Committee 
 
Ann Chapman advised a correction to the minutes; she had been in attendance at the 
meeting. 
 
It was resolved: 
  

that the unconfirmed minutes of the meeting of the Healthy Communities Advisory 
Committee held on 13 February 2018 be noted. 

 
8. LATE ITEMS 
 
There were no late items. 
 
9. DATE OF NEXT MEETING 
 
10 April 2018, Boardroom MidCentral District Health Board, Gate 2 Heretaunga Street, 
Palmerston North 
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10. EXCLUSION OF PUBLIC 
 
It was resolved: 
 

that the public be excluded from this meeting in accordance with the Official 
Information Act 1992, section 9 for the following items for the reasons stated: 

    

Item Reason Ref 
“In committee” minutes of the 
previous meeting 

For the reasons set out in the order 
paper of 19.12.2017 meeting held 
with the public present 

 

“In committee” minutes of committee 
meetings: 

  

• Finance, Risk & Audit Committee 
- minutes of the previous meeting 

For the reasons set out in previous 
order paper 

 

• Quality & Excellence Advisory 
Committee,  

For the reasons set out in the order 
paper of 13.2.18 meeting held with 
the public present 

 

• Healthy Communities Advisory 
Committee 

For the reasons set out in the order 
paper of 13.2.18 meeting held with 
the public present 

 

Performance Reporting   
• CEO’s report – national food service 

contract 
Subject of contractual negotiations 9(2)(j) 

Governance Matters   
• CEO & Board Only time   
• Board only time   
o Board minutes from previous 

meeting 
For the reasons set out in the 
previous order paper 

 

o Other No decision  
 (Moved Dot McKinnon; seconded Karen Naylor) 
 
Confirmed this 10th day of April 2018. 
 
 
 
 
 
 
………………………….. 
Chairperson 
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Subject Locality Approach to Health and Wellbeing Plans 

RECOMMENDATION 

It is recommended that: 

 the Health and Wellbeing Plans be endorsed

Strategic Alignment 

This report is aligned to MidCentral District Health Board Strategy, particularly 

the two strategic imperatives of achieving equity of outcomes across 
communities and partnering with people and whānau to support health and 

wellbeing.  

Glossary 

CEO – Chief Executive Officer  

CPHO – Central Primary Health organisation  

MDHB – MidCentral District Health Board 

MidCentral DHB  – MidCentral District Health Board 

NGO – Non Government Organisation 

PN – Palmerston North  
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1. PURPOSE 

 
This report provides the final contents for the final Board approval of Health and 

Wellbeing Plans for Horowhenua, Otaki, Manawatu and Tararua.  
 
2. SUMMARY  

 
Health and Wellbeing Plans are a commitment from Health and its partners to work 

on actionable steps that have been driven and developed by local people within 
each Locality.  
 

Feedback from the Local Advisory Groups, the Consumer Council and consumers 
from across localities guided us in developing how the Health and Wellbeing Plans 

were going to be presented, ensuring they are community friendly and people 
focused.  
 

To ensure successful implementation of the plans leads have been identified 
against each action through a mapping document, as well as integrating the actions 

into the operational plan. Socialisation of the plans will follow, ensuring we 
continue to connect back to the community and build our relationship with them.   

 
The content of the plans have been finalised. The graphics and integration of Te 
Reo are under development and will be completed following endorsement from the 

Board.   
 

The Locality Planning approach for Palmerston North is being developed. We will be 
working with Palmerston North City Council, partners and other key stakeholders to 
further develop this approach and establish an Advisory Group over the next 

month.  
 

3.  Health and Wellbeing Plans 
 
Feedback from the Local Advisory Groups, the Consumer Council and consumers 

from across localities guided us in developing how the Health and Wellbeing Plans 
were going to be presented. As a result of this a Health and Wellbeing Plan for each 

locality has been developed, as well as a more stylised community facing set of 
Action Plans.  
 

Health and Wellbeing Plans are now in two parts:  
 

1) Health and Wellbeing Plans have been created for each locality; these outline 
what we did, how we did it and a plan of action over the next one to five years. The 
target audience for this plan will be providers, local committees and key 

stakeholders. See Appendix 1 Tararua, Appendix 2 Manawatu, Appendix 3 
Horowhenua and Appendix 4 Otaki  

 
2) A set of stylised posters have been developed as a community facing Action Plan 
for each locality. They summarise community feedback and have a direct line of 

sight to the actions that health and its partners are going to take. The stylised 
posters are at the back of the Health and Wellbeing Plans.  

 
These posters will be blown up to A3 size and used as a community facing 
document. This will be one way to help socialise the plans to the community.  
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The Action Plans were generated by looking at what services are in what localities, 

what’s working well (retain) and what could we improve and do differently within 
current funding and resources. The Plans do not require additional funding or 

resources.  
 
4.  COLLECTIVE APPROACH  

 
The Plans involved many parties and it has been important to get endorsement 

from them all to ensure we have collective buy in. With numerous people involved 
in each locality representing different organisations, agencies or providing a 
consumer voice this has been a challenge. However the result is a set of Plans that 

represent a collective approach to improving the health and wellbeing of the 
localities.    

 
There has been strong interest in Locality Planning from both the Clinical and 
Consumer councils. Both councils have indicated particular interest in elements of 

the Action Plans and we are working with them seeking their guidance and support 
in these areas going forward.  

 
5. INSIGHTS AND REFLECTION 

 
The feedback gathered from the engagement process continues to be asked for. 
With over 2000 inputs into the process from across the localities it provides a 

repository of information that can be used to help inform the clusters, new 
services, Consumer Council, Clinical Council and other areas of work both internally 

and externally.  
 
The success of the engagement process has also proved to be a valuable piece of 

work and we have received many requests, both internally and externally, to share 
the elements of this process as well as information gathered. Most recently it was 

used to provide information for the Submission to the Mental Health Inquiry and in 
developing an engagement approach for the MidCentral Digital Strategy.  
 

6. A NEW WAY OF WORKING  
 

Locality Planning has paved the way for a new way of working by connecting with 
our communities, better understanding them and their needs, their uniqueness and 
their similarities and placing local people at the centre of design.  

 
Throughout this process residents have reinforced that to achieve Health and 

Wellbeing for our communities we must think and work wider than disease states, 
acknowledging that there are multiple dimensions, including housing, demographic 
factors, education, physical location, ethnicity and migrant status which all 

contribute to and impact upon our health and wellbeing. 
 

Locality Planning has provided an opportunity to take a step towards a collective 
impact model where we work in partnership with key stakeholders and other 
sectors on a common agenda, where the people are at the centre.   
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7. IMPLEMENTATION  

 
Health and Wellbeing Plans present a collective of actions and commitments from 

health and its partners over a one to five year period for each locality. To ensure 
success and implementation of the plans the following has been developed:  
 

7.1. Mapping Document  
 

The plans will be led and driven by the appropriate clusters. Where actions fall 
outside a cluster the actions have been mapped to the appropriate position or 
team. You will see a number of actions also map to external partners.  Please find 

attached the mapping document in Appendix 5.  
 

7.2 Operations Plan  
 
Actions from the plans will be linked into the Operations Plan and reported on a 

regular basis along with other areas of work.  
 

7.3 Te Reo  
 

We are working with Pae Ora and our translation service provider to ensure we 
have a clear and consistent approach with how the Te Reo will be integrated and 
used to convey concepts; this will be consistent with the approach we took with the 

Strategy.  
 

7.4 Socialisation Plan  
 
We are currently developing a strategy to socialise the Plans across the localities. 

The development of a more extensive Communication Strategy to continue building 
our ongoing relationship with each locality is vital. This is an action within the 

Plans.  
 
7.5 Leadership and Visibility  

 
Leadership and visibility within each locality from Health was raised across all 

localities. Further work through the Executive Leadership Team will be undertaken 
to address this.     
 

8. PALMERSTON NORTH 
 

Following on from the presentation to PN City Councillors regarding the Locality 
Planning approach in February 2018, Craig Johnston and Kelly Isles met with 
Sheryl Bryant, GM PNCC and Julie Macdonald, Strategy and Policy Manager to 

further discuss locality planning for Palmerston North. It was agreed that Kelly and 
Julie will continue to work together on this.     

 
Project Manager Kelly Isles will also work closely with Pae Ora and Maori partners 
to ensure there is no duplication of community engagement given the work that 

has already been completed through the Ora Konnect project.  
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Similar to the other localities Palmerston North will follow the seven stages of 
locality planning as follows:  

 
One of the initial stages of locality planning is the establishment of the Local 
Advisory Group. This group includes MDHB staff (both clinical and non clinical) 

CPHO, Iwi, Maori, NGO, Disability, consumers and other identified representatives.   
Work on the establishment of this group will start within the next month.  

 
9. NEXT STEPS  

 
Next steps are as follows:  

 

 Design work for final package, including addition of Te Reo  
 Socialisation of Plans (April 2018) 

 Establishment of Palmerston North Advisory Group  
 Stage 1 and Stage 2 of Locality Planning will commence for Palmerston North  

 

10. RECOMMENDATION 
 

It is recommended: 
 
 that the Health and Wellbeing Plans be endorsed  

 
 

 
 
Kelly Isles 

Strategic Planning and Project Manager  
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Mihi: (Placeholder)... 
 
 

 
Foreword 

 
To achieve Quality Living – Healthy Lives – Well Communities we need to think and work 
differently. 

 
We want nothing but the best health care, and the best health and wellbeing for everyone. 

 

Every day in our communities people face a range of challenges; some live with mental illness, 
some live with a chronic disease, others may become acutely unwell and need emergency care. 

 

Thinking beyond health, some live in cold, damp houses, some may experience violence, and others 
struggle to afford the everyday costs of living. Health and its partners need to work together as one 
team, taking a more collaborative approach so that we can achieve better health outcomes for our 
communities. This also means partnering with individuals, accepting them as experts in their own 
health and in their own lives. 

 
 

What strategies guide the Health and Wellbeing Plan? l Te Rautaki 

The strategic intentions guiding this Health and Wellbeing Plan for Tararua District are our Strategic 
Imperatives: 

 
- Partner with people to support health and wellbeing 
- Connect and transform primary, community and specialist care 
- Achieve quality and excellence by design 
- Achieve equity of access across communities, and 

 
Our Vision 
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Tararua District Health and Wellbeing Plan I Place Holder 

 

 

 

The Tararua District Health and Wellbeing Plan has two parts: 
 

Locality Approach: This outlines the approach taken, what we did and how we did it. It highlights the 
key findings at each stage, providing a snapshot of the Tararua District’s population and their 
strengths and challenges in regards to health and wellbeing. 

 
Plan of Action: This section looks at what can be done to improve the priority areas identified by the 
Tararua District community. Each of the four priority areas has a series of actionable steps that are 
intended to be carried out within a five-year time frame. 

 
The Health and Wellbeing Plan aims to make a positive contribution to the health outcomes of the 
Tararua District. It will be used to make changes necessary to continuously improve our health 
system, as part of the wider heath sector and social service network. The Plan places Tararua District 
residents and their families/whānau at the centre of planning decisions and design to best meet the 
needs of their communities. 
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Why do we want to take a locality approach? 

We need to better understand our communities, people’s lifestyles, their health needs, their 
experience of care and what their priorities are. Understanding our communities will enable us to 
work in partnership with them to better design services that meet that community and its people’s 
needs. 

 

A locality approach: 

 provides a voice for communities; acknowledging different needs, cultures and priorities. 

 places people, families/whānau at the centre of planning decisions and design to best 
meet the needs of their community. Providing local solutions for local issues. 

 engages with other sectors in common community health and wellbeing agendas to reduce 
inequity and improve health outcomes. 

 helps to develop active partnerships with people, communities and other agencies who 
work within or across health at all levels. 

 will help inform investment decisions and provide focus for future planning. 

 acknowledges that health and wellbeing is affected by many factors, including the 
environment, housing and employment. 

 

What is a locality? 

A locality is a defined geographical area. In this case it is the area within the Tararua District Council 
boundary. This plan encompasses all people usually resident in this area (not just those enrolled with 
local general practice teams). 

 
Health and Wellbeing plans have also been developed for other localities (based on TLA boundaries) 
within the MidCentral DHB area. Plans for the Manawatu District, Horowhenua District and the 
Ōtaki ward are completed with a Palmerston North City plan under development. 

 

What will be the impact for people and communities? 
 

 Health care that is flexible, responsive and adaptive to meet their needs. 

 People receiving health care services delivered on time and closer to home where possible. 

 People will have positive experiences of care from a joined-up health system. 

 The health and wellbeing of all people in the community will be improved as a result of 
collaborative work between health, social services, and community agencies. 

 

Building upon existing work 

It is important to acknowledge other plans and strategies that have been done in the 
Tararua District. Documents, such as the 2015 Community Needs Assessment by Project 
Tararua, were used to inform our planning process. 

Part 1 Locality Approach I Place Holder 
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Who helped to guide and support this plan? I Place Holder 

A Local Advisory Group was established to guide and support the locality planning process. It was 
important to have local leaders, who reside within the Tararua District, to guide the process as they 
have an in-depth knowledge of the best way to engage with a diverse range of people within their 
community. 

Representation on the Local Advisory Group: 

• Project Tararua
• Tararua District Council
• Non Government Organisations
• Ministry of Social Development

• Consumer
• Tararua Health Group
• Kahungunu representative
• Primary Health representative
• Ekethuna Community Board representative
• Mental Health and Addiction Health Portfolio Manager for MidCentral District Health 

Board
• Pae Ora representative
• Other health and social services
• Rangitane O Tamaki Nui A Rua 

Plan Development Process 

Creating a Health and Wellbeing Plan for the Tararua District involved three main stages. These 
were: 

1) gathering population intelligence and health information
2) community engagement
3) establishing priorities and actions
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Stage 1: Population Intelligence and Health information 
 

• Research was undertaken and information and data gathered about the population of the 
Tararua District. This included analysis of current and previous strategies and plans. 

• A district-wide Health Needs Assessment was completed. 

 

 

So what did we find? 
 

The following pages are a snapshot of some of the interesting data and information gathered about 
the population of the Tararua District. 
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Tararua District Services 

Dannevirke Community Hospital: Barraud Street, Dannevirke 

 
Services provided include: 

 8 GP beds, 

 3 maternity beds (a midwife is available and always on call), 

 5 day a week x-ray, 

 2-3 day a week ultrasound, 

 Dannevirke Alcohol and Drug Service, 

 Community Mental Health Service, 

 Outpatient Clinics across 15 different areas, 

 MedLab - Laboratory Services, 

 Healthcare NZ and Dannevirke Physiotherapy are also located at the hospital. 
 

 
General Practice Services: 

 
Barraud St Health Centre 24 Barraud Street, Dannevirke. 
Open Monday – Friday. 

 

Dr Shorts Surgery 33 Victoria Avenue, Dannevirke. 

Open Monday – Friday. 
 

Pahiatua Medical Centre Cnr Main and Centre Streets, Pahiatua. 
Open Monday – Friday. 

 

Woodville Health Centre Cnr Pollen and McLean Streets. 
Open 2 ½ days per week. 

 

Eketahuna Health Centre 1 Bengston Street. 
GP Clinic Tuesday mornings and nurse led clinics Monday – Friday. 

 

Norsewood and Districts Health Centre Coronation Street. 
Nurse led clinics: Monday morning, Wednesday afternoon, Friday morning. 
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Other Services in the District include: 
 

• MedLab Central. 

• Rangitane o Tamaki nui a Rua Incorporated provide a range of health and social services through 
Te Kete Hauora o Rangitane. It is a Kaupapa Māori service available to all whānau within the 
Tararua District. 

• Central PHO has offices in Dannevirke and Pahiatua and provides primary health care services to 
the population. 

• Gordon Street Health Clinic in Dannevirke provides Sexual Health and Public Health Services. 

• Tararua College has specialist Youth Health Services. 

• 2 pharmacies - one in Dannevirke and one in Pahiatua. 

• 3 Rest Homes (2 in Dannevirke and 1 in Pahiatua) provide 168 beds. 
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Stage 2: Place Holder I Community Engagement 

• A three- month-long engagement process was undertaken to ensure residents had adequate 

time and opportunity to provide feedback and co-design the plan. 

• Feedback was received from over 420 residents through a variety of mediums. 

• Four key Priority Areas for improvement were identified using thematical analysis of the 

feedback. 

• Three main areas of focus under each Priority were identified 

from the feedback. 

 

Feedback was received from across the Tararua District. The pin 
points represent the spread of locations we received feedback from. 

 
233 surveys were completed and more than 180 people attended 
various workshops and forums. 

 

 
Methods for engagement 

 
Community Workshops Advertised within the Bush Telegraph 

Newsletters distributed to wide database Online surveys 

Surveys left at various locations Rural Delivery mail out 

Posters in various locations Social Media 

MidCentral DHB Website 

Option to email or phone Project Manager directly 

 
We attended a number of meetings and engaged with many groups and people to 
seek further feedback: 

 
 Eketahuna Health Centre Board 

 Rangitane O Tamaki Nui A Rua Staff Workshop 

 Alfredton Playgroup 

 Dannevirke Community Board 

 Pahiatua Network Meeting 

 Dannevirke Probus Meeting 

 Ti Tree Point Playgroup 

 Tararua College Students Forum 

 Pahiatua Health Shuttle Volunteers 

 Pahiatua Community Services Trust 

 Workshop for Network Providers 

 Dannevirke Strengthening Families Network 
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What we asked 
 

The key questions we put to the community were: 
 

 what works well in your community to keep people healthy and well? 

 what are the key issues/challenges affecting the health and wellbeing of your community? 

 what actions could be taken to improve the health and wellbeing of your community? 
 

Below is a list of the strengths that were highlighted by the people of the Tararua District and the following two 
pages summarise the key messages that came through in regards to the challenges faced and how improvements 
could be made. It’s important to note that this is a snapshot of the most commonly feedback strengths, not a full 
list of all strengths that were mentioned. 

 
 

Strengths I Place Holder 
 

 A wide range of community services and assets are available – even in the smaller townships. 

 Many passionate and committed people working in paid and voluntary capacities. 

 Health Shuttles and community vehicles essential for people overcoming transport and distance barriers. 

 Active Local Boards who drive and support community initiatives. 

 The contribution of Project Tararua towards creating more connected and resilient 
communities. 

 Future focused Local Council who acknowledge the key challenges and have demonstrated 
commitment to economic growth initiatives. 

 Eketahuna Health Centre – highly valued by community members. 

 Local Schools (big and small) are seen as the heart and hub of their communities and townships. 

 Playgroups in rural communities. 

 Tararua Health Group, offering positive local leadership on heath and wider issues. 

 Local services and groups such as Tararua Community Services Trust and Heartlands. 

 People know each other well and are prepared to help. 

 Availability and responsiveness of Rural Health Clinics and District Nurse Service. 

 Green space, recreation, affordable gyms and sporting opportunities. 

 Te Kete Hauora o Rangitane offering a broad range of culturally appropriate support services and 
advocacy for the benefits of a Whānau Ora approach. 

 The 'Rural Fire Force' who are first response for the St John Ambulance. 

 

Thematical Analysis 
 

With over 370 people engaging in this process it took time to read through all the surveys and feedback. It is 
important to note that many strengths and challenges were identified during the feedback and the common 
themes identified were based on the most commonly stated challenges for residents of the Tararua District. 

39



40



41



15 

 

 

Step 3: Identifying Priorities I Place Holder 

Priority areas were identified through a second round of engagement. 
 

We went back out to the Tararua District community with the common themes identified after the initial 
engagement and asked: 

 
1) what are the top 4 priorities? 
2) within these priority areas, what should we focus on first? 

 
The top four identified priorities through this process were: 

 

Community Priority #1 Access to Healthcare 
Easy access to Healthcare when people need it 

 

Community Priority #2 Mental Health and Addiction 
Improved Mental Health and Addiction support in communities 

 
Community Priority #3 Better Communication and Connection 
A district that has quality communications and connections between health services, people, whānau and 
communities 

 

Community Priority #4 Healthy Living 
A well community where everyone is supported to have quality living and healthy and active lives 

 
 
 

It is interesting to note that in developing Health and Wellbeing Plans for other localities within the MidCentral 
District area (Manawatu District, Horowhenua District and Ōtaki) the identified main priority areas were 
consistent, however, there were differences in the focus areas within these priority areas. 
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So what can we do? 

The following pages summarise the four identified priority areas for the Tararua District and the plan  of actions 
for each priority area. The plan takes a one to five year approach and focuses on how health and its partners can 
work together to make improvements within the priority areas. 

 
In undertaking the action points a tailored approach involving local residents is needed, particularly when 
developing new services or communicating information. 

Part 2 Plan of Action 
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Mihi l Foreword 

Mihi: (Placeholder)... 

Foreword 

To achieve Quality Living – Healthy Lives – Well Communities we need to think and work differently. 

We want nothing but the best health care, and the best health and wellbeing for everyone. 

Every day in our communities people face a range of challenges; some live with mental illness, some 
live with a chronic disease, others may become acutely unwell and need emergency care.  

Thinking beyond health, some live in cold, damp houses, some may experience violence, and others 
struggle to afford the everyday costs of living. Health and its partners need to work together as one 
team, taking a more collaborative approach so that we can achieve better health outcomes for our 
communities. This also means partnering with individuals, accepting them as experts in their own 
health and in their own lives.  

What strategies guide the Health and Wellbeing Plan? 

The strategic intentions guiding this Health and Wellbeing Plan for Manawatu District are our 
Strategic Imperatives:   

- Partner with people to support health and wellbeing
- Connect and transform primary, community and specialist care
- Achieve quality and excellence by design
- Achieve equity of access across communities,  

Our Vision 
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Manawatu District Health and Wellbeing Plan I Place Holder 

The Manawatu District Health and Wellbeing Plan has two parts; 

Locality Approach: This outlines the approach taken, what we did and how we did it. It highlights the 
key findings at each stage, providing a snapshot the Manawatu District’s population and their 
strengths and challenges in regards to health and wellbeing.  

Plan of Action: This section looks at what can be done to improve the priority areas identified by the 
Manawatu District community. Each of the four priority areas has a series of actionable steps that 
are intended to be carried out within a five-year time frame.  

The Health and Wellbeing Plan aims to make a positive contribution to the health outcomes of the 
Manawatu District.  It will be used to make changes necessary to continuously improve our health 
system, as part of the wider heath sector and social service network. The Plan places Manawatu 
District residents and their d design to best 
meet the needs of their communities.  
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Why do we want to take a locality approach? 

We need to better understand our communities, people’s lifestyles, their health needs, their 
experience of care and what their priorities are.  Understanding our communities will enable us to 
work in partnership with them to better design services that meet that community and its people’s 
needs.  

A locality approach 
Provides a voice for communities; acknowledging different needs, cultures and priorities.

the needs of their community. Providing local solutions for local issues.
Engages with other sectors in common community health and wellbeing agendas to reduce
inequity and improve health outcomes.
Helps to develop active partnerships with people, communities and other agencies who
work within or across health at all levels.
Will help inform investment decisions and provide focus for future planning.
Acknowledges that health and wellbeing is affected by many factors, including the
environment, housing and employment.

What is a locality? 

A locality is a defined geographical area. In this case it is the area within the Manawatu District 
Council boundary. This plan encompasses all people usually resident in this area (not just those 
enrolled with local general practice teams). 

Health and Wellbeing plans have also been developed for other localities (based on TLA 
boundaries) within the MidCentral DHB area. Plans for the Tararua District, Horowhenua District 
and the taki ward are completed with a Palmerston North City plan under development.  

What will be the impact for people and communities? 

Health care that is flexible, responsive and adaptive to meet their needs.
People receiving health care services delivered on time and closer to home where possible.
People will have positive experiences of care from a joined-up health system.
The health and wellbeing of all people in the community will be improved as a result of
collaborative work between health, social services, and community agencies.

Building upon existing work 

It  important to acknowledge other plans and strategies that have been done in the 
Manawatu District. Documents, such as the current Community Plans, were used to inform our 
planning process.  

Part 1 Locality Approach I Place Holder 
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Who helped to guide and support this plan? 

A Local Advisory Group was established to guide and support the locality planning process.  It was 
important to have local leaders, who reside within the Manawatu District, to guide the process as 
they have an in-depth knowledge of the best way to engage with a diverse range of people within 
their community.    

Representation on the Local Advisory Group 

• Manawatu District Council
• Non Government Organisations
• Consumers
• Nga Kaitiaki o Ngati Kauwhata Inc
• Feilding Health Centre
• Private Sector
•
• Older Persons Health Portfolio Manager for MidCentral District Health Board
• Public Health
• Other health and social services 

Plan Development Process 

Creating a Health and Wellbeing Plan for the Manawatu District involved three main stages. These 
were: 

1) gathering population intelligence and health information
2) community engagement
3) establishing priorities and actions
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Stage 1:  Population Intelligence and Health information 

• Research was undertaken and information and data gathered about the population of the
Manawatu District. This included analysis of current and previous strategies and plans.

• A district-wide Health Needs Assessment was completed.

So what did we find?

The following pages are a snapshot of some of the interesting data and information gathered about 
the population of the Manawatu District. 
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Manawatu District Services Data 

Feilding Health Care:  7 Duke Street, Feilding 

Services provided include: 

Primary Health Care (a General Practice team of GPs and nurses)
After hours Acute walk in clinic
Child and Adolescent Oral Heath
Community Mental Health
District Nursing
Public Health Nursing
Community Podiatry
Hearing
Ultrasound
Pharmacy – Feilding Health Pharmacy
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Other Health Services in the District include: 

 open Monday to Friday

 runs  mornings

 a  iwi health provider delivering a

range of services specifically for M ori but not excluding non-M They

deliver mobile services to homes, ma base

clinics or venues deemed appropriate.

 provide M ori Health services in the district.

9 Rest Homes in the Manawatu District catering for 485 residents.

 has Specialist Youth Health Services.

 provides primary health care services across the district. 
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Stage 2:   Place Holder I Community Engagement 

• A three-month-long engagement process was undertaken to ensure residents had adequate
time and opportunity to provide feedback and co-design the plan.

• Feedback was received from over 370 residents through a variety of mediums.
Four key Priority Areas for improvement were identified using thematical analysis of the
feedback.

• Three main areas of focus under each Priority were identified from the feedback.

Feedback was recieved from across the Manawatu District. The pin 
points represent the spread of locations we received feedback from.  

180 surveys were completed and more than 190 people attended 
various workshops and forums. 

Methods for engagement 

Community Workshops  Advertised within the Feilding Herald 
Newsletters distributed to wide database Online surveys  
Surveys left at various locations   A stall at the Farmers Market  
Posters in various locations  Rural Delivery mail out   
MidCentral DHB Website Social Media  
Option to email or phone Project Manager directly 

We attended a number of meetings and engaged with many groups and people to seek 
further feedback 

• Feilding Youth Ambassadors
• Manawatu Community Trust
• Manawatu Green Prescription Class
• Community Committees’ (including Feilding, Halcombe,

Sanson and Cheltenham)
• Young at Heart - parent support group
• Presentation by Sir Mason Durie: Kauwhata 2040
• Feilding Refugee Services
• Enable NZ
• Feilding Healthcare
• Nga Manu Taiko Hui
• Manawatu Community Workshop
• SINCOSS
• Manchester House
• MASH Trust
•
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What we asked 

The key questions we put to the community were: 

what works well in your community to keep people healthy and well?
what are the key issues/challenges affecting the health and wellbeing of your community?
what actions could be taken to improve the health and wellbeing of your community?

Below is a list of the strengths that were highlighted by the people of the Manawatu District and the 
following two pages summarise the key messages that came through in regards to the challenges faced 
and how improvements could be made. 

Strengths I Place Holder 

A wide range of community groups and support services.
Friendly, close-knit community with good values, care for others and a real neighbourhood
spirit.
Fantastic recreation assets – parks, playgrounds, sports fields, the Makino swimming pools and
lots of sports clubs.
Lots of hard working, pragmatic and passionate local people who care and can get things done.
Health Shuttle and bus to Palmerston North – limited hours but important transport link.
Great District and Public Nurses present in all corners of the community.
Rural lifestyles that are healthy and active.
Access to fresh healthy food – including lots of gardeners and farmers’ markets.
Active Community Boards and Committees who do a great job.
Strong advocacy networks for youth, elderly and disability.
Green Prescriptions and social exercise opportunities.
Feilding Health Care delivering more services closer to where we live.
Manawatu Rural Support Service offering valuable proactive support no matter where we live.
Himatangi Beach Community Clinic.
Rescue Helicopter.
Strong iwi leadership with vision and community focus.
Active Community Patrol and Neighbourhood Support.
Community and Youth Aid Police staff who take leadership on issues and back local initiatives.
Feilding Health Care provide education on specific health and wellbeing topics for the
community.

Thematical Analysis 

With over 370 people engaging in this process it took time to read through all the surveys and feedback. 
It is important to note that many strengths and challenges were identified during the feedback and the 
common themes identified were based on the most commonly stated challenges for residents of the 
Manawatu District.   
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Step 3:   Identifying Priorities I Place Holder 

Priority areas were identified through a second round of engagement.  

We went back out to the Manawatu District community with the common themes identified after the 
initial engagement and asked:  

1) what are the top 4 priorities?
2) within these priority areas, what should we focus on first?

The top four identified priorities through this process were: 

Community Priority #1 Access to Healthcare 
Easy access to Healthcare when people need it 

Community Priority #2 Mental Health and Addiction 
Improved Mental Health and Addiction support in communities 

Community Priority #3 Healthy Living 
A well community where everyone is supported to have quality living and healthy and active lives 

Community Priority #4 Better Communication and Connection 

and communities 

It is interesting to note that in developing Health and Wellbeing Plans for other localities within the 
MidCentral District area (Tararua District, Horowhenua District and taki) the identified main priority 
areas were consistent, however, there were differences in the focus areas within these priority 
areas. 
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So what can we do?  

The following pages summarise the four identified priority areas for the Manawatu District and the plan 
of actions for each priority area. The plan takes a one – five year approach and focuses on how health 
and its partners can work together to make improvements within the priority areas.   
 
In undertaking the action points a tailored approach involving local residents is needed, particularly 
when developing new services or communicating information.  
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

Part 2 Plan of Action I Place Holder  
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Mihi l Foreword 

Mihi: (Placeholder)... 

To achieve Quality Living – Healthy Lives – Well Communities we need to think and work differently. 

We want nothing but the best health care, and the best health and wellbeing for everyone. 

Every day in our communities people face a range of challenges; some live with mental illness, 
some live with a chronic disease, others may become acutely unwell and need emergency care.  

Thinking beyond health, some live in cold, damp houses, some may experience violence, and others 
struggle to afford the everyday costs of living. Health and its partners need to work together as one 
team, taking a more collaborative approach so that we can achieve better health outcomes for our 
communities. This also means partnering with individuals, accepting them as experts in their own 
health and in their own lives.  

What strategies guide the Health and Wellbeing Plan? l Te Rautaki 

The strategic intentions guiding this Health and Wellbeing Plan for Horowhenua District are our 
Strategic Imperatives:   

- Partner with people to support health and wellbeing
- Connect and transform primary, community and specialist care
- Achieve quality and excellence by design
- Achieve equity of access across communities, and

Our Vision 
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Horowhenua District Health and Wellbeing Plan I Place Holder 

The Horowhenua District Health and Wellbeing Plan has two parts; 

Locality Approach: This outlines the approach taken, what we did and how we did it. It highlights the 
key findings at each stage, providing a snapshot the Horowhenua District’s population and their 
strengths and challenges in regards to health and wellbeing.  

Plan of Action: This section looks at what can be done to improve the priority areas identified by the 
Horowhenua District community. Each of the four priority areas has a series of actionable steps that 
are intended to be carried out within a five-year time frame.  

The Health and Wellbeing Plan aims to make a positive contribution to the health outcomes of the 
Horowhenua District.  It will be used to make changes necessary to continuously improve our health 
system, as part of the wider heath sector and social service network. The Plan places Horowhenua 
District residents and their cisions and design to best 
meet the needs of their communities. 
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Why do we want to take a locality approach? 

We need to better understand our communities, people’s lifestyles, their health needs, their 
experience of care and what their priorities are.  Understanding our communities will enable us to 
work in partnership with them to better design services that meet that community and its people’s 
needs.  

A locality approach 
Provides a voice for communities; acknowledging different needs, cultures and priorities.

the needs of their community. Providing local solutions for local issues.
Engages with other sectors in common community health and wellbeing agendas to reduce
inequity and improve health outcomes.
Helps to develop active partnerships with people, communities and other agencies who
work within or across health at all levels.
Will help inform investment decisions and provide focus for future planning.
Acknowledges that health and wellbeing is affected by many factors, including the
environment, housing and employment.

What is a locality? 

A locality is a defined geographical area. In this case it is the area within the Horowhenua District 
Council boundary. This plan encompasses all people usually resident in this area (not just those 
enrolled with local general practice teams). 

Health and Wellbeing plans have also been developed for other localities (based on TLA 
boundaries) within the MidCentral DHB area. Plans for the Tararua District, Manawatu District and 
the taki ward are completed with a Palmerston North City plan under development.  

What will be the impact for people and communities? 

Health care that is flexible, responsive and adaptive to meet their needs.
People receiving health care services delivered on time and closer to home where possible.
People will have positive experiences of care from a joined-up health system.
The health and wellbeing of all people in the community will be improved as a result of
collaborative work between health, social services, and community agencies.

Building upon existing work 

It  important to acknowledge other plans and strategies that have been done in the 
Manawatu District. Documents, such as the current Community Plans, were used to inform our 
planning process.  

Part 1 Locality Approach I Place Holder 
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Who helped to guide and support this plan? I Place Holder 

A Local Advisory Group was established to guide and support the locality planning process.  It was 
important to have local leaders, who reside within the Horowhenua District, to guide the process as 
they have an in-depth knowledge of the best way to engage with a diverse range of people within 
their community.    

Representation on the Local Advisory Group 

• Horowhenua District Council
• Muaupoko Tribal Authority
• Non Government Organisations
• Consumer
• Horowhenua Health Centre
• Central PHO
•  Services
• Child , Youth and Women’s  Health Portfolio Manager for MidCentral District Health Board
• Public Health
• Other health and social services

Plan Development Process 

Creating a Health and Wellbeing Plan for the Horowhenua District involved three main stages. These 
were: 

1) gathering population intelligence and health information
2) community engagement
3) establishing priorities and actions
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Stage 1:  Population Intelligence and Health information 

• Research was undertaken and information and data gathered about the population of the
Horowhenua District. This included analysis of current and previous strategies and plans.

•
• A district-wide Health Needs Assessment was completed. 

So what did we find?

The following pages are a snapshot of some of the interesting data and information gathered about 
the population of the Horowhenua District. 
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Horowhenua District Services Data 

Horowhenua Health Centre: 62 Liverpool Street, Levin 

20 bed hospital ward
4 maternity beds
General practice and community services
Day surgery and dental procedures
Outpatient Clinics provided by 45 specialists
3 chair dialysis
Child, Adolescent and Family Service (CAFS) Mental Health and Addiction Service
5 day a week x-ray and ultrasound
5 day a week MedLab

 runs 7 days a week and also has an Afterhours Clinic until
8pm. 
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Other Services in  include: 
– a kaupapa  iwi health provider delivering a

range of  services specifically for M ori but not excluding non-M ori.
 open Monday to Friday (Cambridge St Medical Centre, Masonic Medical

Centre, Queen St Surgery, Tararua Medical Centre).
provides a free health service for 10 – 24 year olds

Monday – Wednesday.
4 pharmacies.
8 Rest Homes provide 432 beds.
2 High Schools have specialist youth services. 

Services in Foxton include: 
 provide a general practice team Monday – Friday

provides mobile primary health care nurse
services.
1 pharmacy.
2 Rest Homes provide 70 beds.
1 High School has specialist Youth Health Services. 

Other Services in the District include: 
run a clinic in Shannon three days a week.

 are able to deliver mobile services throughout the
district to homes, base clinics or venues
deemed appropriate.

provide M ori Health services in the district
including a mobile primary health care nurse services in Shannon and Foxton Beach.

 has an office in Levin and provides primary health care services across the
district. 
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Stage 2:   Place Holder I Community Engagement 

• A three-month- long engagement process was undertaken to ensure residents had adequate
time and opportunity to provide feedback and co-design the plan.

•
• Four key Priority Areas for improvement were identified using thematical analysis of the

feedback.
• Three main areas of focus under each Priority were identified

from the feedback. 

Feedback was recieved from across the Horowhenua District. The pin 
points represent the spread of locations we received feedback from.   

258 surveys were completed and more than 212 people attended 
various workshops and forums. 

Methods for engagement 

Community Workshops  Advertised within the Horowhenua Chronicle 
Newsletters distributed to wide database Online surveys  
Surveys left at various locations   A display at Te Takere   
Posters in various locations  Rural Delivery mail out   
MidCentral DHB Website Social Media  
Option to email or phone Project Manager directly 

We attended a number of meetings and engaged with many groups and people to seek 
further feedback including;

Horowhenua Disability Leadership Forum
Youth Voice
Older Person Network
Youth Network
Local Management Group
Horowhenua Children’s Team
Horowhenua Wellbeing Executive
Raukawa Whanau Ora Ltd

 Tribal Authority
Horowhenua Community Open forums
Diabetes NZ Horowhenua branch
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What we asked 

The key questions we put to the community were: 

what works well in your community to keep people healthy and well?
what are the key issues/challenges affecting the health and wellbeing of your community?
what actions could be taken to improve the health and wellbeing of your community?

Below is a list of the strengths that were highlighted by the people of the Horowhenua District and the 
following two pages summarise the key messages that came through in regards to the challenges faced 
and how improvements could be made. 

Strengths I Place Holder 

Great local assets: Te Takere, swimming pool, beaches and adventure playground
Many passionate and committed local people working in a paid and voluntary capacities who get
things done
Health Shuttles which are essential for people overcoming transport and distance barriers
Active local Council with a strong community wellbeing focus
Lots of community clubs and local groups that provide a valued sense of connection and support
Strong advocacy networks for priority groups including youth, disability and older people
Great youth services; YOSS, Teen Parent Unit, Life to the Max , Blake House and more
Horowhenua Health Centre delivering health services in the community, after hours services and
hospital (although these services are limited)
Green space, recreation  and sporting opportunities
Two strong and active Iwi offering culturally appropriate support services 
Active Community Patrol and volunteers
Visible and trusted Police staff who really care about the community
Strong rural communities supporting each other
Operating Marare in Levin, Otaki, Shannon, Foxton, Ohau and Manakau
A wide range of community services 

Thematical Analysis 

With over 465 people engaging in this process it took time to read through all the surveys and feedback. 
It’s important to note that many strengths and challenges were identified during the feedback and the 
common themes identified were based on the most commonly stated challenges for residents of the 
Horowhenua District.   
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Step 3:   Identifying Priorities I Place Holder 

Priority areas were identified through a second round of engagement.  

We went back out to the Horowhenua District community with the common themes identified after the 
initial engagement and asked:  

1) what are the top 4 priorities?
2) within these priority areas, what should we focus on first?

The top four identified priorities through this process were: 

Community Priority #1 Access to Healthcare 
Easy access to Healthcare when people need it 

Community Priority #2 Mental Health and Addiction 
Improved Mental Health and Addiction support in communities 

Community Priority #3 Better Communication and Connection A well community
A district that has uality communications and connections etween health services  people  wh nau 
and communities 

Community Priority #4 Healthy Living 
A well community where everyone is supported to have quality living and healthy and active lives 

It is interesting to note that in developing Health and Wellbeing Plans for other localities within the 
MidCentral District area (Tararua District, Manawatu District and taki) the identified main priority 
areas were consistent, however, there were differences in the focus areas within these priority areas.
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So what can we do?  

The following pages summarise the four identified priority areas for the Horowhenua District and the 
plan of actions for each priority area. The plan takes a one – five year approach and focuses on how 
health and its partners can work together to make improvements within the priority areas.   
 
In undertaking the action points a tailored approach involving local residents is needed, particularly 
when developing new services or communicating information.  
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

Part 2 Plan of Action I Place Holder  
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Mihi l Foreword 

Mihi: (Placeholder)... 

Foreword 

To achieve Quality Living – Healthy Lives – Well Communities we need to think and work differently. 

We want nothing but the best health care, and the best health and wellbeing for everyone. 

Every day in our communities people face a range of challenges; some live with mental illness, some live 
with a chronic disease, others may become acutely unwell and need emergency care.  

Thinking beyond health, some live in cold, damp houses, some may experience violence, and others 
struggle to afford the everyday costs of living. Health and its partners need to work together as one 
team, taking a more collaborative approach so that we can achieve better health outcomes for our 
communities. This also means partnering with individuals, accepting them as experts in their own 
health and in their own lives.  

What strategies guide the Health and Wellbeing Plan? l Te Rautaki 

The strategic intentions guiding this Health and Wellbeing Plan for are our Strategic Imperatives: 
- Partner with people to support health and wellbeing
- Connect and transform primary, community and specialist care
- Achieve quality and excellence by design
- Achieve equity of access across communities, and

Our Vision 
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Health and Wellbeing Plan  

The Health and Wellbeing Plan has two parts: 

Locality Approach: This outlines the approach taken, what we did and how we did it. It highlights the 
key findings at each stage, providing a snapshot the ’s population and their strengths and 
challenges in regards to health and wellbeing.  

Plan of Action: This sections looks at what can be done to improve the priority areas identified by the 
community. Each of the four priority areas has a series of actionable steps that are intended to be 

carried out within a five year time frame.  

The Health and Wellbeing Plan aims to make a positive contribution to the health outcomes of the 
.  It will be used to make changes necessary to continuously improve our health system, as part of 

the wider heath sector and social service network. The Plan places residents and their 

communities.  
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Why do we want to take a locality approach? 

We need to better understand our communities, people’s lifestyles, their health needs, their experience 
of care and what their priorities are.  Understanding our communities will enable us to work in 
partnership with them to better design services that meet that community and its people’s needs.  

A locality approach 
Provides a voice for communities; acknowledging different needs, cultures and priorities.

needs of their community. Providing local solutions for local issues.
Engages with other sectors in common community health and wellbeing agendas to reduce
inequity and improve health outcomes.
Helps to develop active partnerships with people, communities and other agencies who work
within or across health at all levels.
Will help inform investment decisions and provide focus for future planning.
Acknowledges that health and wellbeing is affected by many factors, including the environment,
housing and employment.

What is a locality? 

A locality is a defined geographical area. In this case it is the area within the Council boundary. This 
plan encompasses all people usually resident in this area (not just those enrolled with local general 
practice teams). 

Health and Wellbeing plans have also been developed for other localities (based on TLA boundaries) 
within the MidCentral DHB area. Plans for the Tararua District, Manawatu District and the Horowhenua 
District are completed with a Palmerston North City plan under development.  

What will be the impact for people and communities? 

Health care that is flexible, responsive and adaptive to meet their needs.
People receiving health care services delivered on time and closer to home where possible.
People will have positive experiences of care from a joined up health system.
The health and wellbeing of all people in the community will be improved as a result of
collaborative work between health, social services, and community agencies.

Building upon existing work 

It  important to acknowledge other plans and strategies that have been done in the Manawatu 
District. Documents, such as the current Community Plans, were used to inform our planning process.  

Part 1 Locality Approach l Place holder 
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Who helped to guide and support this plan? 

A Local Advisory Group was established to guide and support the locality planning process.  It was 
important to have local leaders, who reside within the , to guide the process as they have an in-
depth knowledge of the best way to engage with a diverse range of people within their community.    

Representation at the Local Advisory Group meetings 

• Council
• Medical Centre
• Muaupoko Tribal Authority
• Non Government Organisations
• Consumer
• Horowhenua Health Centre
• Central PHO
•
• Child Youth and Women’s  Health Portfolio Manager for MidCentral District Health Board
• Public Health
• Other health and social services 

Plan Development Process 

Creating a Health and Wellbeing Plan for the involved three main stages. These were: 

1) gathering population intelligence and health information
2) community engagement
3) establishing priorities and actions
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Stage 1:  Population Intelligence and Health information 

• Research was undertaken and information and data gathered about the population of the .
This included analysis of current and previous strategies and plans.

• A district-wide Health Needs Assessment was completed. 

So what did we find?

The following pages are a snapshot of some of the interesting data and information gathered about the 
population of the . 
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Services Data 

Medical Centre:  2 Aotaki Street

Services provided include: 

Primary Health Care (a General Practice team of GPs and nurses) Monday – Friday
An urgent walk in clinic Saturday mornings.
Nurse led clinics
Minor Surgery
Sexual Health
Immunisations
Diabetes Annual Reviews
Enhanced Care Plus
Prescriptions
MedLab Central

Community Health Centre:  186 Mill Road
Open Monday to Friday 

Services include: 
Sexual Healthand Cervical Screening Clinics
Counselling
Total Mobility Agent
Health information, support and advocacy

Kapiti Youth Support:  14 Matene Street
Open Tuesday 

Services include: 
A free medical clinic for 11 – 24 year olds.
Services include GPs, nurses, councillors and support groups
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Other Health Services in the District include: 

 iwi health provider delivering a

range of services specifically for but not excluding non- . They deliver mobile

services to homes, s or venues

deemed appropriate.

 

 caters for 28 residents.

 has Specialist Youth Health Services

There is one in .

 has an office in and provides primary health care services to the population.
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Stage 2:    Place Holder l Community Engagement 

• A three month long engagement process was undertaken to ensure residents had adequate
time and opportunity to provide feedback and co-design the plan.

•
• Four key Priority Areas for improvement were identified using thematical analysis of the

feedback.
• Three main areas of focus under each Priority were identified from the feedback. 

120 surveys were completed and more than 80 people attended various workshops, meetings and 
forums. 

Methods for engagement 

Community Workshops  Articles in the Mail  
Newsletters distributed to wide database Online surveys 
Surveys left at various locations   Posters in various locations 
MidCentral DHB Website Social Media  
Option to email or phone Project Manager directly 

We attended a number of meetings and engaged with many groups and people to seek further 
feedback including; 

Two Community workshops, attendees included representatives
from the community as well as over ten community organisations, service providers and
government agencies
Half a day was spent at the Library speaking with residents
Meeting with the Kapiti District Council Mayor
Meeting with Kapiti Health Advisory Group
Meeting with Medical Centre
Te Puna Oranga Board
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What we asked 

The key questions we put to the community were: 

what works well in your community to keep people healthy and well?
what are the key issues/challenges affecting the health and wellbeing of your community?
what actions could be taken to improve the health and wellbeing of your community?

Below is a list of the strengths that were highlighted by the people of the and the following two 
pages summarise the key messages that came through in regards to the challenges faced and how 
improvements could be made. 

Strengths l Place Holder 

Culturally responsive services: M ori health initiatives including language revitalisation, group
exercise, kaupapa sports teams and Marae based services, help keeping the community
well.
Great natural outdoor spaces to play, walk and recreate as well as gym facilities and pool.
Health shuttle, although limited, provides vital transport service.
Medical Centre, free for kids and low cost for adults.
Lots of local initiatives by our people for our people.
Fresh air, a good environment, clean drinking water and swimming in local rivers.
Great sporting activities and facilities.
Dental visits in schools.
Access to fresh veggies and herbs in the council gardens.
Support from volunteers.

Thematical Analysis 

With over 200 people engaging in this process it took time to read through all the surveys and feedback. 
It is important to note that many strengths and challenges were identified during the feedback and the 
common themes identified were based on the most commonly stated challenges for residents of the 

.   
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Step 3:   Identifying Priorities l Place holder 

Priority areas were identified through a second round of engagement.  

We went back out to the community with the common themes identified after the initial 
engagement and asked:  

1) what are the top 4 priorities?
2) within these priority areas, what should we focus on first?

The top four identified priorities through this process were: 

Community Priority #1 Access to Healthcare 
Easy access to Healthcare when people need it 

Community Priority #2 Mental Health and Addiction 
Improved Mental Health and Addiction support in communities 

Community Priority #3 Better Communication and Connection 

and communities 

Community Priority #4 Healthy Living 
A well community where everyone is supported to have quality living and healthy and active lives 

It is interesting to note that in developing Health and Wellbeing Plans for other localities within the 
MidCentral District area (Tararua District, Manawatu District and Horowhenua District) the identified 
main priority areas were consistent, however, there were differences in the focus areas within these 
priority areas
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So what can we do?  

The following pages summarise the four identified priority areas for the and the plan of actions for 
each priority area. The plan takes a one – five year approach and focuses on how health and its partners 
can work together to make improvements within the priority areas.   
 
In undertaking the action points a tailored approach involving local residents is needed, particularly 
when developing new services or communicating information.  
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

Part 2 Plan of Action l Place Holder    
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 Access To Healthcare  

Key areas of 
focus  

• People are able to get help when they need it 
• Improving people’s access to hospital and specialist care 
• Health working together as one team 

 

   
Localities 

 
Action Responsible  

 
Manawatu 
 

1. Feilding Healthcare will establish Care Coordinators for people with complex conditions to 
give better continuity of care. 

1. CEO Feilding Healthcare  
 

   
Horowhenua 
 

1. Horowhenua Health Centre will promote the use of the St John Urgent Community Care 
Service 

2. General Manager Horowhenua 
Health Centre  

2. Horowhenua Health Centre will pilot new models of healthcare delivery to meet demand 
including working with Maori/Iwi providers. 

3. General Manager Horowhenua 
Health centre 

3. MDHB will run workshops for older adults in the use of patient portals for requesting 
repeat prescriptions, making appointments and receiving test results. 

4. OPH Portfolio Manager 

   
Ōtaki 1. Ōtaki Medical Centre will develop a communications strategy to better connect with the 

community and increase awareness of services available. 
1. CEO Ōtaki MC  
 

   
Actions for all 
localities  

 

1. MDHB will run regular campaigns giving information about what different health 
professionals can do and which service to choose when. Eg GPs, Nurse Practitioners and 
Pharmacists.   

1. Communications Manager 
MDHB, CEO FHC, GM HMC, CEO 
Ōtaki MC and  CEO THG 

 2. Health services will implement improved technology so people (particularly in rural 
communities) will be able to connect easier. 

2. CIO MDHB, CEO FHC, GM HMC, 
CEO Ōtaki MC and  CEO THG 

 3. General Practices will implement new systems so people in need will be able to get 
appointments easier - including GP triaging.  

3. CEO FHC, GM HMC, CEO Ōtaki 
MC and  CEO THG  

 4. General Practices will increase provision of consults over the phone or online (excludes 
Ōtaki). 

4. CEO FHC, GM HMC, CEO Ōtaki 
MC and  CEO THG  

 5. General Practices will establish online tools for people to request repeat prescriptions make 
appointments and receive test results. 

5. CEO FHC, GM HMC, CEO Ōtaki 
MC and  CEO THG 
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 6. CPHO will implement the “Right Choice” campaign. 6. Project Manager CPHO  
 7. MDHB will increase the flexibility of the hospital booking systems to take into account 

people’s circumstances (such as locality and family/ whānau responsibilities). 
7. GM Quality and Innovation, CIO 

and Cluster Leads  
 8. MDHB will start providing people with options of a consult over the phone or online, where 

appropriate, for follow-up specialist appointments. This will be piloted in some hospital 
specialist areas first.  

8. Clinical and Executive Cluster 
leads  

 
 9. MDHB will make improvements to Palmerston North Hospital’s Emergency Department 

reception and waiting areas (2018/2019).  
9. ELT 

 10. MDHB will redevelop ED triage rooms to improve privacy 10. ELT 
 11. MDHB will improve IT systems to allow health providers to access the notes they need 11. CIO 
 12. CPHO will establish locality-based teams to address the unique needs of the community 12. CPHO General Manager 
 13. MDHB will implement improved technology to allow people to access their health 

information 
13. CIO 

 14. MDHB will provide more opportunities for feedback and the Consumer Council will be 
involved in the design of this.  

 

14. Consumer Council, Executive 
Director Quality and Innovation, 
Clinical and Executive Cluster 
leads 

 

 

Acronyms  

• Feilding Health Care - FHC  
•  Horowhenua Health Centre – HMC 
• Strategy Planning and Performance - SSP  
• Tararua Health Group - THG 
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  Mental Health and Addiction   

Key areas of 
focus 

• People being able to find help when they need it  
• Services working together  
• Youth-Friendly Services  
• Reduced isolation  

 

   
Localities 

 
Action Responsible  

 
Tararua  1. MDHB mental health and addiction services will increase the use of tele-health. 

 
1. Service Director, Clinical Managers, 

Consumer Advisor, Cluster Leads 
2. Rangitane Tamaki Nui A Rua and specialist Mental Health and Addiction services 

will work in partnership providing a service for people with mental health and 
addiction problems.  
 

2. CEO/General Manager Rangitane Tamaki 
Nui A Rua, Service Director, Service 
Manager Oranga Hinengaro, Portfolio 
Manager, cluster leads 

3. MDHB and MASH Trust will support and enhance programmes at Tararua College. 
 

3. Manager Mental Health and Addiction 
services MASH Trust, Clinical Director, 
Service Director, Portfolio Manager, Cluster 
Leads 

   
Manawatu 
 

1. GP practices will implement a support service for people needing mental health and 
addiction support. 

1. Primary Mental Health Manager, Clinical 
Director, Service Director, Portfolio 
Manager, CEO Central PHO, Project 
Managers, Cluster Leads 

2. Public Health will provide support, where needed, for the Youth Ambassadors to 
raise awareness of services available locally for youth.  

2. PH Coordinator   
 

3. Public Health will identify current programmes and work in partnership with other 
agencies to link vulnerable youth to employment opportunities and work 
experience. 

3. PH Coordinator   

   
Horowhenua 
 

1. MDHB mental health and addiction services will increase the use of tele-health. 1. Service Director, Clinical Managers, 
Consumer Advisor, Cluster Leads 
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2. Public Health will run a community awareness campaign and plan initiatives 
working with schools, NGOs and Iwi to reduce parental supply of alcohol to those 
under 18 years of age 

2. PH Coordinator  , Project Manager 

3. Public Health will identify current programmes and work in partnership with other 
agencies to link vulnerable youth to employment opportunities and work 

PH Coordinator  
 

4. MDHB will promote the St John Caring Caller Initiative. Older Persons Portfolio Manager 
5. MDHB will continue to support the  Horowhenua District Council with the Positive 

Ageing Action Plan and Project Lift. 
Older Persons Portfolio Manager 

   
Ōtaki 1. Mana o te Tangata Trust will support and enhance Rangatahi Ora in collaboration 

with Te Kura-a- Iwi o Whakatupuranga Rua Mano.  
1. Manager Mana o te Tangata Trust, 

Family/Whanau Advisor, Best Care 
Whakapai Hauora Kia Piki te Kaha 
Coordinator, Portfolio Manager, Clinical 
Director Primary Mental Health 

   
Actions for all 
localities  

1. MDHB will promote an online directory of Mental Health and Addiction Services. 1. Project Manager, Service Director 
2. MDHB will promote the service mapping document.  2. Project Manager, Service Director 
3. MDHB will develop a communication strategy to build Mental Health and 

Addiction’s visibility in communities. 
3. Communications Manager, Project 

Manager, Portfolio Manager, Clusters Leads   
4. Public Health will increase training and promotion for professionals connecting 

with rural /isolated communities. 
4. PH Coordinator, Suicide prevention and 

health promotion advisor 
5. Public Health will work with other agencies to take a coordinated approach to 

promoting health information on alcohol and drugs through local channels.  
5. PH Coordinator 

6. Public Health will implement a suicide prevention local response team. 6. PH Coordinator & Suicide prevention and 
health promotion advisor 

7. MDHB will more regularly share local success stories, programmes and initiatives 
through local communications channels.  

7. Communications Manager 

8. Public Health will promote the Mates and Dates programme to local secondary 
schools. 

8. PH Coordinator & HPDA coordinator, Suicide 
prevention and health promotion advisor  

 
Acronyms  

• PH Coordinator   - Public Health Coordinator  
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 Healthy Living  

Key areas of 
focus  

• Quality living for older adults 
• Improve the wider determinants of health  
• Link local people to local activities  and place people/whānau at the centre of planning 

and design  
 

 

   
Localities 

 
Action Responsible  

 
Tararua 1. Sport Manawatu will increase the number of families in the Active Families programmes. 1. Sport Manawatu Active Families 

Coordinator 
2. Public Health will provide computer literacy programme support, including rural.  2. PH Coordinator 
3. MDHB will partner with Tararua District Council to develop an Ageing Expo.  3. OPH Portfolio Manager and TDC 

   
Manawatu 
 

1. MDHB will run two free workshops in 2019 on how to use the patient portal (OHP).  1. OPH Portfolio Manager and 
Project Manager 

2. Public Health will identify and increase support for adult literacy programmes, including 
computer literacy skills within the Manawatu.  

2. PH Coordinator   

3. MDHB and Sport Manawatu will promote the Green Prescription programme in the 
Manawatu through local channels.  

3. Sport Manawatu and 
Communications Team 

   
Horowhenua 
 

1. MDHB will continue to support the compassion housing project in Levin.  1. OPH Portfolio Manager  
2. MDHB will run a pilot programme to provide continuity of care at home for older adults. 2. OPH Portfolio Manager and 

Project Manager  
3. MDHB will continue to work with the Horowhenua District Council and other agencies on 

the goals of Project Lift.  
3. OPH Portfolio Manager 
 

4. Public Health will identify and increase support for adult literacy programmes. 4. PH Coordinator   
   
Ōtaki 

 
1.  Sport Manawatu will run an Active Teens programme in the community in 2018. 1. Sport Manawatu 

 2.  Sport Manawatu will run an Active Families programme in the community in 2018. 2. Sport Manawatu 
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Actions for all 
localities  

 

1. MDHB will run an annual workshop to update people working with older adults in the 
community. 

1. OPH Portfolio Manager and 
Project Manager 

 2. Public Health will offer a training programme to all GP practices on family violence. 2. Family Violence Coordinator and 
PH Coordinator 

 3. MDHB will contract a new in-home strength and balance exercise support programme for 
older adults (starting in the Manawatu District in 2018).  

3. OPH Portfolio Manager and 
Project Manager 

 4. MDHB will provide better support for providers for strength and balance classes for older 
people.  

4. OPH Portfolio Manager and 
Project Manager 

 5. MDHB will advocate, where appropriate, for positive changes in areas outside of health.  5. Executive Leadership Team  
 6. MDHB will submit feedback into the 2018 National Travel Assistance Policy Review. 6. Completed  
 7. Public Health will distribute physical activity and nutrition resources through a variety of 

local channels. 
7. PH Coordinator 

 8. Public Health will advocate to councils for a Bikes in Schools programme (excludes Tararua). 8. PH Coordinator  
 9. Public Health will promote the “Health Promoting School” programme to schools.  9. PH Coordinator  
 10. Public Health will run workshops in partnership with other organisations on the financial 

support available. 
10.   PH Coordinator  
 

 

 

Acronyms  

• Feilding Health Care - FHC  
•  Horowhenua Health Centre – HHC 
• Strategy Planning and Performance - SSP  
• Tararua Health Group - THG 
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 Communication and Connection    

Key areas of 
focus  

• Improving communication  
• Raising awareness of what is available in the Horowhenua District and how to access it  
• Increasing engagement and visibility by Health 

 

   
Localities 

 
Action Responsible  

 
Tararua  1. MDHB will implement co-design processes for the planning and design of services across all 

localities.  
1. Cluster Leads   

 2. Increase MDHB leadership and visibility by establishing a health and wellbeing group, or be 
present regularly at an existing group. 

2. SPP GM  

   
Manawatu 
 

1. MDHB will implement co-design processes for the planning and design of services across all 
localities.  

1. Cluster Leads 

 2. Increase MDHB leadership and visibility by establishing a health and wellbeing group, or be 
present regularly at an existing group. 

2. SPP GM 

   
Horowhenua 
 

1. MDHB will implement co-design processes for the planning and design of services across all 
localities.  

1. Cluster Leads 

2. MDHB will continue regular attendance at Horowhenua Health and Wellbeing Committee 
meetings.  

2. 2. Portfolio Manger OPH and 
Child and Women’s Health  

3. General Practices will provide both formal and informal opportunities for feedback on their 
services. 

3. GM HHC 

   
Ōtaki 1. MDHB will implement co-design processes for the planning and design of services across all 

localities. 
1. Cluster Leads  

 2. Increase MDHB leadership and visibility by establishing a health and wellbeing group, or be 
present regularly at an existing group. 

2. SPP GM  
 

   
Actions for all 
localities  

1. MDHB and its partners will have a greater presence at key meetings across localities. 
 

1. SPP GM & Cluster Leads 
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 2. MDHB will develop a template for patient letters and elective services with input from the 

community and Consumer Council.  
2. Consumer Council, 

Communication  Team 
 3. MDHB systems will be reviewed to ensure people will receive more relevant information 

for their circumstances (e.g. rural car parking, information on disabled car parks, travel 
assistance fund).  

3. Communications Manager 

 4. MDHB planning and future service development will take into consideration the 
intelligence gathered from Locality Planning.  

4. Planning and Accountability 
Manager 

 5. MDHB will increase promotion of the new MDHB Navigation App. 5. Communications Manager 
 6. MDHB will continue to find new and innovative ways to communicate. 6. Communications Manager 
 7. MDHB will more regularly share local success stories, programmes and initiatives through 

local communications  channels.  
7. Communications Manager 

 8. Identify opportunities to work with other health agencies to increase awareness of what’s 
available in the community.  

8. Portfolio Managers  
 

 9. MDHB and its partners will increase the promotion of Healthpoint.  9. Communications Manager, and 
CPHO Project Manager  

 10. MDHB to increase communication through local channels to all localities.  10. Communications Manager 
 11. Run one feedback forum per year in each locality. 11. Project Manager SPP 
 

 

Acronyms  

• Feilding Health Care - FHC  
•  Horowhenua Health Centre – HHC 
• Strategy Planning and Performance - SSP  
• Tararua Health Group - THG 
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For: 

Decision 

Endorsement 

 Noting 

To Board 

Author Andrew Tripe, Programme Manager, Integrated Service Model 

Endorsed by Judith Catherwood, General Manager, Quality & Innovation 

Date 29 March 2018 

Subject Integrated Service Model update 

RECOMMENDATION 

It is recommended that: 

• the Integrated Service Model update be noted.

Strategic Alignment 

The Integrated Service Model is the vehicle to deliver MidCentral District Health 
Board’s (MDHB) organisational strategy and vision of Quality Living, Healthy 
Lives and Well Communities.  Fully implemented and at maturity, it will deliver 
integrated health and social care services that ensure individuals, family/whanau 
and communities are at the centre of everything we do.   

Glossary 

MDHB – MidCentral District Health Board 
DHB – District Health Board 
IFHCs – Integrated Family Health Centres 

COPY TO: Quality and Innovation 
MidCentral DHB 
Heretaunga Street 
PO Box 2056 
Palmerston North 4440 
Phone 
Fax 

+64 (6) 350 8543
+64 (6) 355 0616
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1. PURPOSE 

This report provides an update to the Board on activities around the Integrated 
Service Model Change Programme of work.   

It is provided for the Board’s information.  No decision is sought. 
 
 
2. BACKGROUND 

Implementation of the Integrated Service Model involves organising health care 
teams within the District Health Board (DHB) with common objectives into ‘clusters’ 
of capability. These clusters form the core of the Integrated Service Model and will 
build on the successes the organisation has already had in seeking to be more 
integrated and inclusive. 
 
 
3. STATUS UPDATE 

3.1 Underway/Completed Activity 
 
The following key actions are currently underway or have been completed.  

Planning and Strategy 
The “Freedom in a Framework” document is in final draft format. An accountability 
framework that will provide guidelines and principles to assist and clarify the joint 
accountability requirements for the Clinical Executive and Operations Executive of 
each cluster is also being developed.    

These documents will be useful in helping those leading the planning of the 
Integrated Service Model and clusters to adopt a uniform and standardised design 
approach.  It will allow the Integrated Service Model to be further contextualised 
for the MDHB district so the design meets the needs of its population.  It will also 
support the Clinical and Operations Executives to design within and across each 
cluster. 

Currently the Integrated Service Model has four implementation phases towards a 
maturity model in 2022.  Initial work has been developed on defining the maturity 
model and the levels of maturity required at the end of phase 1, 2, 3 and then at 
maturity.  Maturity model gateways are being defined as part of this work including 
establishing an Integrated Service Model survey diagnostic and tool to assess and 
monitor levels of maturity.    

Ernst Young are finalising work that will result in a recommended operating model 
and transition pathway for the clusters and the enabler support functions to 
progress together through to full maturity. It is expected this will be completed by 
the end of April when implementation can then begin. A copy will be provided to 
Board members.     

Communications 
Communication and engagement at various levels is a key contributor to the 
success of this programme of work.      

A communication strategy and plan has been developed covering internal and 
external communication requirements.  The newly appointed Communications 
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Manager, Jonathon Howe, has started and will be leading the delivery of the 
Integrated Service Model communication plan.  This will also be provided to Board 
Members. This work will align with implementation timelines.  

Recruitment and Selection 
All roles in the Executive Leadership Team are now filled with Judith Catherwood 
starting as General Manager, Quality and Innovation on 5 March.  The General 
Manager Quality & Innovation will take a lead role in the design of the new Integrated 
Service Model and in supporting the clusters as they begin their journey in the co-
design process with our partners and with our consumers. The General Manager People 
& Culture will support the change management in the establishment of the clusters and 
the delivery of the Integrated Service Model. 
 
Appointments to all Clinical Executive roles have been confirmed and announced.  
The transitional plan to commencing these new roles is in progress.  As advised in 
earlier updates, two of the six Operational Executive roles are in place.  The 
remaining Operations Executive roles are current being recruited.  The recruitment 
process is ongoing and the aim is to have all roles appointed by 30 June 2018.  
 
3.2 Forthcoming Planned Activity 
 
Programme Planning and Strategy 
With the initial design and direction of the Integrated Service Model in place, the 
Steering Group composition and role will be revised. The General Manager, Quality 
and Innovation will take some time in the next few weeks to review the governance 
and programme execution structure that will lead the programme into the next 
phase.   

Programme Communications  
The Communications Manager is reviewing the approach with our partners and key 
stakeholders including the Integrated Family Health Centres (IFHCs), as well as 
how to better engage with staff.  In the meanwhile communications through staff 
meetings, forums and directly from the Chief Executive will continue on a regular 
basis.    

Recruitment and Selection 
The recruitment process for the remaining Operations Executive roles will continue 
with the intention of having the leadership structure in place by the end of June 
2018.  

A programme to support leadership development for the newly appointed Clinical / 
Operations Executives is also being planned. The Clinical Executives undertook a 
leadership development programme which was run by Francis Health. This was a 
week-long programme in which they developed their clinical leadership skills to 
enable them to support the integrated service model. 

Cluster Leadership Structure 
A process to consider the required leadership structure within each cluster and 
framework to ensure consumer and stakeholder engagement has also commenced. 

3.3 Budget  

Budget 2017/18 has a $400k provision for the implementation of the Integrated 
Service Model.  The current spend as at 22 March is $141,073, which includes 
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consultancy costs, change management resourcing, training (course costs) and 
advertising costs for recruitment.    

3.4 Current Risks (and Mitigation) 

The risk mapping process has been completed and will be continually reviewed and 
updated by the Integrated Service Model Programme Team and is a standing 
agenda item for the Steering Group.  
 
 
4. RECOMMENDATION 

It is recommended that: 

• the Integrated Service Model update be noted. 

 

 

 

Andrew Tripe 
Programme Manager 
Integrated Service Model 
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Appendix A: Integrated Service Model Status Report  
  Latest Update: 29-March                     

Ref 
# 

Theme Action 

 Month    Status 
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ONGOING ACTIONS               

1 Communications 
Regular CEO communications, intranet updated, email 
communications, and other communications as per 
the plan. 

                    

2 
Programme and 
Project Management 

Disciplined and structured Integrated Services Model 
and Cluster Project Management including planning 
and risk management. 

                    

3 
Stakeholder 
management 

Meetings with identified stakeholders as required.                     

4 
Programme 
reporting 

Reports to Board, Executive Leadership Team and 
others as required. 

                    

5 Risk Risk management and mitigation.           

ONE-OFF ACTIONS               

6 Recruitment 
Recruitment / selection for remaining Operations 
Executive roles. 

                    

7 Planning 
Agree and establish initial Integrated Services Model 
Programme and Cluster Project Team. 

                    

8 Planning 
Establish and understand the linkages with other 
MDHB strategic programmes. 

                    

9 Planning 

Develop and design planning for Integrated Service 
Model implementation with newly appointed Clinical 
Executives and Operations Executives and others as 
required using the “Freedom in a Framework” and 
other programme documents. 
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10 Communications 
Start communications and engagement with external 
stakeholders including IHFCs, General Practitioners, 
partners and providers. 

                    

11 
Accountability 
Framework 

Develop a framework to clarify joint accountability 
between the Operations Executive and the Clinical 
Executive. 

          

12 
Maturity Model 
Phases 

Develop the maturity phased gateway criteria and 
requirements at each of the Integrated Service Model 
phases including an assessment diagnostic. 

          

. 
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COPY TO: Finance & Corporate 
Services 

MidCentral DHB 
Heretaunga Street 

PO Box 2056 
Palmerston North 4440 

Phone 
Fax 

+64 (6) 350 8928 
+64 (6) 355 8926 

For: 

Decision 

Endorsement 

 Noting 

To MidCentral District Health Board 

Author Jeff Small, Group Manager, Commercial Support Services 

Endorsed by Neil Wanden, General Manager, Finance & Corporate Services 

Date 28 March 2018 

Subject Review of car parking fees and times 

RECOMMENDATION 

It is recommended that: 

the review of car parking fees and times for 2018/19 be noted 

Strategic Alignment 

This report is aligned to the DHB’s strategy and key enabler “Stewardship” of our 
resources and finances.  

Glossary 

MidCentral DHB – MidCentral District Health Board 
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1. PURPOSE 

 
This paper follows on from the paid Car Parking at Palmerston North Hospital paper 

presented to the Board in April 2017. It was decided at that meeting that paid car 
parking arrangements be reviewed as part of the annual planning process for 

2018/19 and a report provided to the Board.  
 

This paper is for noting only.  
 
 
2. DISCUSSION 

 
In April 2017 a paper was presented to the Board outlining areas where changes 

could be considered regarding car parking at Palmerston North Hospital. At that 
time, the public had raised issues about car parking.  
 

Since then a number of changes that have improved car parking arrangements at 
and around Palmerston North Hospital have been made.  

 
Over the past year there has been an increase in staff parking in the previously 

under-utilised car parks at the Tremaine Avenue end of the campus. This is in part 
due to the Palmerston North City Council recently introducing two-hour parking 
restrictions on neighbouring streets surrounding the hospital. 

 
Further, in March 2017, the 30-minute free-parking period was extended to 40 

minutes to provide extra free time for patients and visitors to carry out hospital 
related activities.  Since that time, the car parking arrangements have been 
operating within 2 percent ($10,000) of the annual operating budget.  

 
These two changes appear to have substantially resolved the issues around access 

and affordability of appropriate parking. 
 
There has been additional attention around the highly utilised main entrance to the 

Hospital, particularly during the current re-configuration of the Emergency 
Department.  

 
Improvements have been made regarding the communication of the MidCentral 
DHB car parking scheme to help ensure that patients, visitors and staff are well 

informed on the options available regarding access and car parking arrangements 
at Palmerston North Hospital.  

 
MidCentral DHB is also continuing to work with our partners on improving access to 
the hospital via public transport and supporting staff and the community to safely 

walk, cycle or to use other forms of active transport where appropriate.  
 

The 40 minutes free car parking has been well received by visitors and patients of 
Palmerston North Hospital and there are now very few complaints regarding the 
access and availability of car parks at Palmerston North Hospital.  

 
The car parking scheme is well managed and continues to run successfully. As part 

of the annual review process there is no planned increase to car parking fees for 
the public or staff for 2018/19.  
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Considering the aforementioned changes, it is recommended that the DHB continue 
to maintain current car parking arrangements at Palmerston North Hospital. In line 

with the Board decision made in 2017 the overall car parking arrangements will be 
reviewed in 2020 as this is the year preceding the expiry of the current Wilson car 

parking contract.  

 
 

 
3. RECOMMENDATION 

 
It is recommended: 
 

 that the review of car parking fees and times for 2018/19 be noted  
 

 
 
 

Jeff Small 
Group Manager, Commercial Support Services  
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COPY TO: CEO’s Department 

MidCentral DHB 
Heretaunga Street 

PO Box 2056 
Palmerston North 4440 

Phone 
Fax 

+64 (6) 350 8967 
+64 (6) 355 0616 

For: 

Decision 

Endorsement 

X Noting 

To Board 

Author Kathryn Cook, Chief Executive 

Endorsed by 

Date 3 April 2018 

Subject CEO’s Report for February/March 2018 

RECOMMENDATION 

It is recommended that: 

 the CEO’s report for February/March 2018 be noted.

Strategic Alignment 

This report is aligned to the DHB’s Annual Plan, setting out performance results 
across the DHB.   

It also aligns to the DHB’s Strategy and Organisational Development Strategy, 
particularly the implementation of a new leadership structure and integrated 

service model. 

Glossary 

DHB – District Health Board 

PIF – Performance Improvement Framework 
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1. PURPOSE 
 

This report provides the DHB’s results for the year to date on a consolidated basis, 
and discusses organisational, governance and sector issues of note. 

 
 
2. SUMMARY 

 
2.1 Local Matters 
 

Returning the DHB to a sustainable financial positon continues to be a key focus for 
the management team, as does annual planning and budgeting for the year ahead. 

 
MidCentral DHB’s results for 2016/17 were presented to the Select Committee in 
February and were well received. 

 
Recruitment of Operational Executives for our six clusters within the integrated 

service model continues.  
 
2.2 Regional Matters 

 
Regional service planning is being progressed and was the key focus of the recent 

symposium for all Central Region DHB board members. 
 
2.3 National Matters 

 
The Government has announced an independent assessment of the national bowel 

screening programme. Implementation of this programme in MidCentral’s district is 
scheduled for the 2018/19 financial year. 

 
The National Mental Health Review is well underway and the review team expects 
to issue a consultation document shortly. Engagement with DHBs has commenced. 

 
 

3. LOCAL MATTERS 
 
3.1 Annual Planning  

 
The 2018/19 annual planning process continues and management appreciated 

members’ feedback at the recent planning workshop. 
 
A separate report on progress is provided. 

 
3.2 Financial Results 

 
The financial result for February was a surplus of $1,759k, which was $273k below 
the budget surplus for $2,032k. This brings the year-to-date result to a deficit of 

$3,410k, being a variance of $2,031k adverse to budget. 
 

Work continues to bring our financial position in line with budget and this is 
discussed more in the Finance and Business Improvement reports. 
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3.3 Integrated Service Model 
 

Judith Catherwood commenced work 
as General Manager, Quality & 

Innovation on 5 March 2018.  The 
stewardship component of the 
Executive Leadership Team is now 

complete, as is the Clinical Excellence 
component.  Recruitment to all Clinical 

Executive roles for the six clusters is 
complete, and we are making good 
progress with the Operational 

Executive roles with three confirmed, 
and the remaining two underway. 

 
Dr Vanessa Caldwell has been 
appointed to the positon of Operations 

Executive, Mental Health & Addictions 
cluster and will take up the role at the 

end of the month. 
 

We will be reviewing the approach 
regarding Hauora Maori within the 
model. 

 
A separate report is provided on this 

project. 
 
3.4 Speaking up for Safety 

 
The rollout of the Speaking up for Safety programme is going well, with 34% of 

staff now trained in this area.  By end June 2018, it is expected 50% of staff will 
have completed the training.  
 

As from 1 July, the Speaking up for Safety training for new staff will form part of 
New Staff Day – the DHB’s orientation programme. 

 
The next component of the programme is Promoting Professional Accountability. 
This will require the organisation to establish a process where staff can report 

concerns about patient safety without consequence, with a clear triage and 
escalation process for complaints received.  It is anticipated this programme will 

commence rollout later in 2018. 
 
3.5 Health Select Committee 

 
The Board’s Chairperson and I presented to the Health Select Committee on 28 

February. 

Chief Executive

Women s and Children s Health
Operations                                              Clinical

  Executive                                         Executive

Elder Health and Rehabilitation
Operations                                              Clinical

  Executive                                         Executive

Mental Health and Addictions
Operations                                              Clinical

  Executive                                         Executive

Acute and Elective Specialist Services
Operations                                              Clinical

  Executive                                         Executive

Cancer Screening, Treatment and Support
Operations                                              Clinical

  Executive                                         Executive

Population and Public Health
Operations                                              Clinical

  Executive                                         Executive

General Manager,
 Enable New 

Zealand

General Manager, 
Strategy, Planning 
and Performance

General Manager, 
People and Culture

General Manager, 
Finance and 
Corporate 
Services

General Manager, 
Quality and 
Innovation

Chief Information
 Officer

General Manager, 
Maori and Pacific 

Health

Chief Executive,
Central PHO

Executive Director, 
Medical/Chief Medical 

Officer

Executive Director, 
Nursing and 
Midwifery

Executive Director, 
Allied Health

Executive Leadership Team

Organisational Stewardship 
Leadership Team

Clinical Excellence
 Leadership Team
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They were interested in all we are doing, and note the challenges DHBs face. 

Mental health and addiction services is an area of interest for the Committee, as is 
primary care workforce capacity. 
 
3.6 Building Compliance Matters – Te Whare Rapuora 
 

Tenders are being sought for the building works necessary to upgrade Te Whare 
Rapuora so it can once again provide overnight sleeping accommodation for 
whānau.   

 
Over recent weeks, an architect and structural engineer have completed working 

drawings and specifications, for which building consent by the Palmerston North 
City Council is anticipated shortly. 
 

A closed tender process is being used. 
 

3.7 Ward 21 Facilities 
 
The design work with Destravis has made good progress with an extensive 

consultative working group.   Design work to date has explored a number of 
potential re-configuration options utilising the current facility as one of the two 

options. The working group are also exploring the potential for staged construction 
in order to minimise disruption and decanting during this period.  
 

While redesign is the current focus of the user group meetings, the same 
information and input from the user group will equally be applied to inform any 

new build option with the same draft schedule of accommodation for both.  It is 
expected that a draft new build can be developed relatively quickly from the design 

requirements gathered in this phase of the project. 
 
Work is underway on generating options that can be costed as the basis for the 

substantive choice by the Board.  Work is also progressing on the formal business 
case.  We have engaged expert external consultants from Hunter Group to assist in 

this process to ensure alignment with both the decision criteria and pathways to 
obtain approval. 
 

We are engaging with Treasury on the “point of entry” and risk profile assessment 
for this project to establish whether they will require a two stage Indicative 

Business Case then Detailed Business Case process, or whether we can obtain 
agreement to proceed directly to a DBC without the preliminary IBC. The meeting 
to establish that will be in April, at which point we will be able to clarify the 

achievable project timeline. 
 

3.8 Manawhenua Hauora 
 
The Board’s Chairperson and I will be meeting with Manawhenua Hauora’s 

Chairperson and Deputy Chairperson on 19 April. This is a regular six-monthly 
review meeting. 

 
Amongst other things, we will discuss the next board-to-board hui, progress with 
the current work programme, annual planning, and the integrated service model. 
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The Memorandum of Understanding between MidCentral DHB and Manawhenua 
Hauora is due for its triennial review this year. 

 
3.9 Hauora Unleashed 

 
At the last Board meeting, details of the distribution of funds raised at Hauora 
Unleased were requested. There was a gold coin donation at the gate given in 

tanks and regarded as Koha from the public. 
 

Te Tihi’s CEO advises that 100 percent of the Koha received from visitors to Hauora 
Unleashed was distributed to whanau in need, enrolled in Te Tihi o Ruahine 
Whanau Ora Alliance services, as identified by the Kaiwhakaaraara - Whanau Ora 

Navigators.   
 

3.10 Annual Leave 
 
The DHB has been focussed on reducing the amount of annual leave balances “over 

two years” since 2014 and has taken a more proactive stance since 2016.  
  

Over the last four years, more and more staff in this category are actually taking  
annual leave and the amounts of leave categorised as bought-out has progressively 

decreased. 
 
The annual leave balances over two years had reduced from 44,327 hours (2014) 

to 24,543 hours (January 2018).  Over this period, the amount of annual leave that 
has been ‘bought out’ reduced from 13,452 hours in 2014 to 4,998 hours in 2017.  

Furthermore, the amount of leave taken in 2017 (30,503 hours) exceeds the 
amount of leave accrued (29,874 hours).   
 

Continued effort goes into this area and we are cautiously optimistic that this trend 
will continue.   

 
 
4. REGIONAL MATTERS 

 
4.1 Regional Service Planning 

 
A full update on the regional services planning was provided at the recent regional 
symposium. 

 
The regional strategy is being developed and four regional priorities agreed: 

 
 regional clinical care arrangements 
 cardiac 

 cancer 
 mental health and addictions. 

 
4.2 Regional Clot Retrieval Service 
 

The Central DHB CEO’s have agreed to the establishment of a regional clot retrieval 
service that will be provided by Capital & Coast DHB.  It is anticipated this new 

service will commence in July, funded by the IDF model based on national prices. 
There is strong evidence for the efficacy of clot retrieval for appropriate individuals 
with thrombotic strokes in reducing debilitating long-term impairments and 
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improving survival rates.  The service is expected to result in reduced demand for 
acute care, rehabilitation and aged residential care associated with stroke patients. 

 
4.3 Central Regional Joint Board Symposium 

 
A successful regional symposium was held for Central Region DHB board members 
on 26 March.   

 
Issues discussed included: 

 
 Te Whiti ki Te Uru 
 implementation of the regional strategy 

 regional health informatics programme 
 mental health and addictions 

 
There was also a presentation from the Acting Director-General of Health. 
 

Unfortunately, we were unable to have Governance of Health and Safety added to 
the programme as requested by the Board. 

 
A conversation about the future approach to the regional symposium and what 

Board Members would value will occur at the Board meeting. 
 
4.4 centralAlliance 

 
The six-monthly joint hui with Whanganui DHB is scheduled for the 6th of April. 

 
At the hui, an update on current service initiatives will be provided together with 
proposed priorities for 2018/19.  Once agreed, the centralAlliance priorities will be 

incorporated into our annual plan. 
 

MidCentral DHB’s plans for Palmerston North Hospital will also be a key focus, 
particularly its regional and sub-regional capacity. 
 

 
5. NATIONAL MATTERS 

 
5.1 Government Inquiry into Mental Health and Addiction 
 

Professor Ron Paterson and Barbara Disley addressed the recent meeting of DHB 
Chairs and CEOs, and discussed the approach being taken.  This includes 

engagement with DHBs. 
 
The inquiry team is also doing a comprehensive stocktake of current DHB-funded 

services, as well as any proposed programmes, interventions, or services.  
Information on any relevant discussions papers and statistics is also sought, as well 

as the DHB’s views of what is working well, where the gaps and unmet needs are, 
the priority groups and where the focus should be in the future.   
 

Submissions from the MidCentral district are to be presented to the Panel at a date 
yet to be determined. All panel members will be in Palmerston North on the day to 

hear feedback. 
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For the MidCentral district, an integrated, inter-sectoral response is planned and 
the DHB is working in partnership with Manawhenua Hauora, the Central PHO and 

Te Tihi Whanau Ora to lead this piece of work.  It is anticipated that a joint oral and 
written submission will be provided to the Panel.  A copy of the written submission 

will be provided to Board Members. 
 
At this stage, information is being sought from a wide range of stakeholders and Te 

Tihi Whanau Ora co-ordinated an inter-sectoral workshop last week. Around 60 
people attended, including representatives from social sector agencies, justice, 

housing, providers, local government and Iwi. 
 
As members will appreciate, an integrated, inter-sectoral approach to this 

submission is a big undertaking, ensuring the full continuum of care if covered, as 
well as all the factors that lead to poor mental health and addiction, including but 

not limited to poverty, unemployment, domestic violence, discrimination, and 
education. 
 

It is also important that through this process we do not raise expectations. 
 

Sir Mason Durie, Panel Member has met with stakeholders throughout the district, 
raising awareness of the Panel’s work and encouraging people and organisations to 

participate. 
 
The inquiry team will be issuing a regular newsletter and a copy of the first one is 

attached for members’ information, together with their letter of 6 March regarding 
DHB engagement and information – refer Appendices A & B. 

 
A full report will be provided to the next joint meeting of the Healthy Communities 
Advisory Committee and the Quality & Excellence Advisory Committee. 

 
5.2 Ministry of Health 

 
The Ministry of Health addressed the national meeting of DHB Chairs and CEOs, 
and gave an overview of its current priorities. They are focused on their core 

functions, including metrics for these, commissioning, and sector performance. 
They are also focused on their strategic response to the Government’s priorities, 

the NZ Health Strategy and the PIF review.  The Ministry if committed to working 
differencing, including better sector engagement. To this end, further engagement 
with the national DHB Chair and CEO group is planned. 

 
5.3 NZ Health Partnerships Limited 

 
The Chairperson and CEO of NZ Health Partnerships Limited will visit MidCentral 
DHB on 3 July to meet with the Board. 

 
A full planning day with Shareholders is being planned for September. 

 
NZ Health Partnerships held a mini annual general meeting on 8 March 2018.    The 
organisation’s three independent directors, Peter Andrews, Jo Hogan was Terry 

McLaughlin were reappointed through until September when the full shareholders’ 
day will take place.   
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5.4 National Bowel Screening 
 

An independent assurance review for the national bowel screening programme has 
been established by the Minister of Health.  The Minister is seeking assurance 

about how well positioned the programme is for successful delivery, what changes 
might be required, and what the Ministry of Health can learn to support the design 
and roll-out of further national initiatives. 

 
MidCentral DHB is scheduled to commence rollout of this programme in 2018/19. 

 
We will keep the Board informed of progress via the Healthy Communities Advisory 
Committee. 

 
5.5 Tax Working Group 

 
The Chair of the Government’s Tax Working Group, Sir Michael Cullen, has written 
advising the consultation process is open and submissions from as many New 

Zealanders and stakeholders as possible are sought. 
 

MidCentral DHB has been invited to make a submission.  As a DHB, MidCentral is a 
tax beneficiary receiving Crown funding, and is not a significant payer in that it 

does not pay income tax.  As such we will not be taking up this invitation at this 
time. 
 

A submissions background paper is available on the Group’s website: 
taxworkinggroup.govt.nz 

 
 
6. RECOMMENDATION 

 
It is recommended: 

 
the CEO’s report for February/March 2018 be noted. 

 

 
 

Kathryn Cook 
Chief Executive 
 

Appendices: 
A. Update from the Mental Health Inquiry Chair dated 23.2.18 

B. Letter from Government Inquiry into Mental Health and Addictions, 2018 dated 
6.3.18 re DHB engagement and information 
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Appendix A:   
Update from the Mental Health Inquiry Chair dated 23.2.18 
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Appendix B: 
Letter from Government Inquiry into Mental Health and Addictions, 

2018 dated 6.3.18 re DHB engagement and information 
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For: 

Decision 

Endorsement 

√ Noting 

To MidCentral District Health Board 

Author Darryl Purdy, Manager Analytics & Financial Advisory 

Endorsed by Neil Wanden, General Manager, Finance & Corporate 

Services 

Date 22 March 2018 

Subject FINANCE REPORT FOR MIDCENTRAL DHB – 
FEBRUARY 2018 

RECOMMENDATION 

It is recommended that the Board: 

note that the operating result for February 2018 was a surplus of $1.8m, 

which was $273k unfavourable to the budget; 
note that the year-to-date result is now a deficit of $3.4m being $2.0m 
adverse to budget; 

note that the major areas of adverse cost pressure are in surgical 
services, internal medicine, mental health and women’s health; 

note that due to theatre availability elective revenues were under-
achieved by $259k for the month and are $1.3M behind for the year to 
date; 

note that yearend financial forecast is now for a result that is adverse to 
budget by $2.0m with further downside risk; 

note that net liquidity is sufficient in the medium term but continued 
deficits will deplete capacity for capital investment. 

Strategic Alignment 

This report is aligned to the DHB’s strategy and key enabler, “Stewardship”. 

COPY TO: Finance & Corporate Services 

MidCentral DHB 
Heretaunga Street 

PO Box 2056 

Palmerston North 4440 
Phone 

Fax 
+64 (6) 3508911+64

(6) 355 0616
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Glossary 

 

BSCC  Breast Screen Coast to Coast 

DHB  District Health Board 
ED  Emergency Department 

EECA  Energy and Efficiency Conservation Authority 
GST  Goods & Services Tax 

IDF  Inter District Flows 
MDHB MidCentral District Health Board 

MCH  MidCentral Health 
MCP  MidCentral Health Provider 

MOH  Ministry of Health 
PCT  Pharmaceutical Cancer Treatment 

RMO  Registered Medical Officer 
SMO  Senior Medical Officer 

YTD  Year to Date 
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1. PURPOSE 

 
This report is provided for information and consideration to the Board. No decision 

is required. 
 
2. SUMMARY 

 

Entity Revenue Expenditure Surplus/(Deficit) Cash 

MDHB YTD √ X X √ 
 

√ Favourable to Budget  ! Unfavourable to Budget within 1% X Unfavourable to Budget outside 1% 

 
The MidCentral DHB result for the month of February 2018 was a surplus of $1.8m, 
which was $273k unfavourable to the budget of $2.0m for the month. This brings 

the year-to-date result to an Actual deficit of $3.4m, with the DHB unfavourable to 
budget by $2.0m. 

 
The MidCentral Health Provider (MCP) result continues to be the area of most 
concern with a $1.0m deficit, which was an adverse variance to budget of $890k. 

Revenue, Personnel and Clinical Supplies for the month are showing significant 
pressure against budget. This was largely, but not fully, offset by savings in other 

areas of MDHB. 
 
The main areas of adverse cost pressure are in surgical services, internal medicine, 

mental health and woman’s health. 
 

The provision for under achievement of electives, primarily arising from the 
orthopaedic initiative shortfalls, moved from $995k in the year to 31 January, to 
$1.3m as at 28 February. Electives surgeries were deferred primarily as a result of 

reduced delivery capacity from increased acute surgery demand in the month, as 
the theatres are nearing capacity. Additional sessions commenced in January to 

address the backlog and will continue through February at Crest. In addition, a 
Saturday list of orthopaedic procedures in our own theatres will commence shortly. 

Other options to maximise available capacity continue to be investigated. 
 
The focus of the organisation remains on achieving the approved budget deficit. 

Significant effort is being made to minimise the financial risks identified in the 
2017/18 planning process and achieve the level of savings from business 

improvement initiatives together with month by month revenue maximisation and 
cost containment. At the current time the best case forecast result is projected to 
be a $2.0m adverse variance provided each monthly budget can be met over the 

next four months which the organisation is working hard to achieve. At this time 
the downside risk in the current forecast is expected to be an adverse variance of 

$4.1m provided the trends and realised risks in the year to date continues to year 
end without offsetting gains. 
 

At the current rate of capital investment outflow the liquidity position of the DHB is 
satisfactory.  However, with planned increases in investment it is important that 

operating deficits do not deplete our balance sheet and the affordability of capital 
expenditure. 
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3. RECOMMENDATION 

 
It is recommended that the Board: 

 
note that the operating result for February 2018 was a surplus of $1.8m, 
which was $273k unfavourable to the budget; 

note that the year-to-date result is now a deficit of $3.4m being $2.0m 
adverse to budget; 

note that the major areas of adverse cost pressure are in surgical services, 
internal medicine, mental health and woman’s health; 
note that due to theatre availability elective revenues were under-achieved 

by by $259k for the month and are $1.3M behind for the year to date; 
note that year end financial forecast is now for a result that is adverse to 

budget by $2.0m with further downside risk; 
note that net liquidity is sufficient in the medium term but continued deficits 
will deplete capacity for capital investment. 

 
 

 
 

Neil Wanden 
General Manager – Finance & Corporate Services
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4. FINANCIAL PERFORMANCE 
  

[Amounts are in $’000 and adverse numbers are in brackets] 
 

4.1 Result for the month of February 2018 and year-to-date 
 

 
 

The DHB result for the month of February 2018 was an operating surplus of $1.8m, 
which was $273k unfavourable to the draft budget of $2.0m for the month. This 
brings the year-to-date result to an Actual deficit of $3.4m, with the DHB 

unfavourable to budget by $2.0m. 
 

The MidCentral Provider continues to have expenditure challenges with Personnel 
and Clinical Supplies cost overruns, which combined with the unfavourable variance 
in revenue, are the main cause of the adverse result. Cost pressures are 

particularly evident in Surgical, Internal Medicine, Mental Health and Woman’s 
Health. 

 
 
The performance for the DHB as a whole is shown in the chart below: 

 

 
 
The February result, while trending with budget, has contributed to an increased 

year to date budget gap. With the combined January and February result, that gap 
has widened to $2.0m. 
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4.2 Funding  
 

Income and Expenditure for the period ended 28 February 2018 was as follows: 
 

$000 Feb-17 Feb-17

 Actual  Actual Budget Variance  Actual  Actual Budget Variance

Revenue 45,773 47,188 47,812 (623) 367,670 382,197 382,745 (548)

Expenditure

Other Outsourced Services 484 566 515 (51) 3,868 4,834 4,754 (80)

Provider Payments 42,568 44,079 45,213 1,134 359,796 372,597 375,362 2,765

Total Expenditure 43,051 44,645 45,728 1,082 363,664 377,431 380,116 2,685

Surplus/(Deficit) 2,721 2,543 2,084 459 4,006 4,766 2,629 2,137

Favourable to Budget Unfavourable to Budget but within 5% Unfavourable to Budget outside 5%

Funder February 2017 Result

Feb-18 Year to date 

 
 

 
The Funding result for the month of February 2018 was a $2.5m surplus, which 

was a favourable variance against budget of $459k. 
 
The provision held back from Revenue for non-achievement of the Elective budget 

in the financial result was increased by $259k in the month. This YTD provision as 
at 28 February 2018 is $1.3M. This represents net delivery shortfalls in overall 

elective initiative inpatient services, with a range of overs and unders, but the 
majority of the shortfall continues to be in orthopaedic services. 
 

Initiatives to address the Electives shortfall are addressed in the next section. 
 

All other Funding costs are tracking near or under the budget. 
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4.3 MidCentral Provider  
 

$000 Feb-17 Feb-17

 Actual  Actual Budget Variance  Actual  Actual Budget Variance

Revenue 24,881 25,788 26,163 (375) 214,439 216,402 216,825 (423)

Expenditure
Personnel 15,324 15,561 15,477 (84) 125,612 129,651 129,586 (65)

Outsourced Personnel 346 367 97 (270) 3,634 3,253 882 (2,371)

Sub-Total Personnel 15,669 15,927 15,574 (354) 129,247 132,904 130,468 (2,436)

Other Outsourced Services 1,642 1,554 1,549 (5) 13,362 13,229 12,425 (804)

Clinical Supplies 4,003 4,279 3,988 (291) 34,330 35,999 33,839 (2,160)

Infrastructure & Non-Clinical 3,440 4,487 4,621 135 37,888 39,164 39,576 412

Total Expenditure 24,755 26,247 25,731 (516) 214,827 221,296 216,308 (4,988)

Operating Surplus/(Deficit) 126 (459) 431 (890) (388) (4,894) 517 (5,411)

Corporate Services 509 568 568 0 4,547 4,541 4,541 0

Surplus/(Deficit) (383) (1,027) (136) (890) (4,935) (9,435) (4,024) (5,411)

FTE
Medical 325.6 328.0 343.5 15.5 316.5 328.7 335.9 7.2

Nursing 989.7 995.8 958.8 (37.0) 982.3 987.8 983.1 (4.7)

Allied Health 369.4 374.0      392.3      18.4 369.4 374.0 392.9 18.9

Support 31.1 30.2 23.4 (6.8) 30.6 30.4 23.4 (7.0)

Management / Admin 307.8 315.0 321.6 6.6 307.6 316.8 323.8 7.0

2,023.6 2,042.9 2,039.6 (3.3) 2,006.3 2,037.7 2,059.2 21.5

Favourable to Budget Unfavourable to Budget but within 5% Unfavourable to Budget outside 5%

MCH Provider February 2018 Result

Feb-18 Year to date 

 
 
 

The MidCentral Provider (MCP) result for the month of February 2018 was a $1.0M 
deficit, which was an adverse variance to budget of $890k. 

 
Discharges were significantly higher in February 2018 than the corresponding 
period in the previous year in Medical, Surgical and Women’s Health. 

 
Total revenue is $375k adverse to budget predominantly due to $259k of elective 

target revenue not being achieved, and lower than expected breast screening and 
ACC revenue. ACC related injuries are lower than anticipated and below budget for 
the last two months. 

 
Total expenditure recorded a $516k adverse variance to budget which was the 

result of adverse Personnel, Outsourced Personnel, and Clinical Supplies 
expenditure, offset by a favourable variance in Infrastructure and Non-Clinical. 
Cost pressures in February are particularly evident in Surgical, Mental Health and 

Women’s Health, together with Internal Medicine for the year to date.  
 

Total Personnel, which includes outsourced personnel, is $354k adverse to budget. 
Personnel had an $84k adverse variance to budget, which occurred in Nursing 
within Acute and Elective Services and Mental Health. Outsourced Personnel had a 

$270k adverse variance which was due to SMO Locums ($150k offset with $36k 
underspent on permanent staff) and RMO Locums ($110k). These Outsource 

Personnel costs overruns occurred in ED, Surgical, Internal Medicine and Mental 
Health due to a number of vacancies this quarter.  
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The Clinical Supplies adverse variance of $291k was due mainly to high 
pharmaceuticals costs in ophthalmology, musculoskeletal, nutritional and 

gastrointestinal medications.  
 

Infrastructure and Non-clinical costs were $135k favourable, primarily due to a 
share of associate earnings. 
 

Initiatives to manage these costs are noted in the Corrective Actions section. 
 

Electives 
The under achievement from Elective revenue in the result was $259k for the 
month. This shortfall YTD as at 28 February 2018 is $1.3m. This represents net 

delivery shortfalls in overall elective initiative inpatient services, with a range of 
overs and unders, but the majority of the shortfall continues to be in orthopaedic 

services. 
 
This provision is deferred revenue pending output delivery and is available to year-

end. However the theatres are operating close to capacity (average year to date of 
95%) with higher than planned acute activity. Acute theatre operations YTD are up 

7% on the same time in the previous year (2,138 compared to 2,007).  
 

Two short term initiatives are in place to address the Elective shortfall in revenue. 
First, two additional half day sessions with the Crest Hospital commenced in late 
January 2018 and continued in February. This is a three month initiative that will 

contribute to the volumes of discharges and case weights to be achieved in the 
period. Second, further assessment of Elective margins has been completed that 

confirm the viability of Saturday morning orthopaedic lists, some of which will 
commence shortly in our own theatres. 
 

These two initiatives will constrain the reduction in delivery shortfalls in this 
financial year and will assist the plan for full delivery of the 2018/19 work 

programme. A range of other actions to make capacity available are being pursued 
to assist medium term throughput. 

146



 
Personnel 

The Personnel costs of MidCentral Provider is shown in the following chart: 
 

$000 Feb-17 Feb-17 12 month

Actual  Actual Budget Variance Actual  Actual Budget Variance Trend

SMO

Personnel 3,593 3,528 3,564 36 28,355 29,044 30,191 1,147

Outsourced Services 181 205 55 (150) 2,188 1,856 502 (1,354)

Total SMO 3,774 3,734 3,619 (114) 30,543 30,900 30,693 (207)

RMO

Personnel 1,795 1,815 1,817 2 14,423 15,128 13,926 (1,202)

Outsourced Services 2 118 8 (110) 334 646 72 (574)

Total RMO 1,796 1,933 1,825 (108) 14,757 15,774 13,998 (1,776)

Nursing

Personnel 6,317 6,496 6,294 (202) 53,388 54,574 53,887 (687)

Outsourced Services 88 31 23 (8) 656 612 208 (404)

Total Nursing 6,405 6,527 6,317 (210) 54,044 55,186 54,095 (1,091)

Other

Personnel 3,620 3,721 3,801 80 29,446 30,906 31,582 676

Outsourced Services 75 13 11 (2) 457 138 100 (37)

Total Other 3,695 3,734 3,812 79 29,903 31,044 31,683 639

Total Personnel 15,669 15,927 15,574 (354) 129,247 132,904 130,468 (2,436)

Favourable to Budget Unfavourable to Budget but within 5% Unfavourable to Budget outside 5%

Feb-18 Year to date 

Personnel including outsourced

 
 
SMO and RMO Outsourced costs were $150k and $110k adverse to budget due to a 

number of vacancies this quarter. Work continues to contain costs in this area. 
 

Nursing personnel costs were $210k adverse. This was mainly due to higher 
demand in Mental Health wards and higher acute volumes in Acute and Elective 
Services.  Further work is underway to align one on one care with appropriate 

clinical protocols. As evident in Nursing Outsourced Personnel one on one care has 
reduced significantly since October and November 2017. 

 
Corrective Actions 
A number of revenue enhancing and cost saving measures are underway to 

address the MCP financial pressures. These include: 
 

 Two half days per week elective theatre sessions at Crest for three months 
to compensate for acute orthopaedic trauma lists; 

 

 Some Saturday morning orthopaedic theatre lists commencing in our own 
theatres; 

 
 Increased promotion of BSCC and extending hours to weekends and nights; 

 

 Closing beds in wards where improved patient flow has reduced activity 
levels and length of stay as a result of the MediMorph initiative (four beds 

have been closed in Ward 26), together with five beds closed in Ward 25 as 
planned for the summer period. Note: The higher acute volumes in February 
meant these beds were temporarily opened to accommodate patient 

demand; 
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 Closer scrutiny and altered approval processes for staff overtime, particularly 
RMO’s to maintain safe staffing levels without unnecessary cost; 

 
 Reducing the use of agency one on one nursing resources as demonstrated 

in the reduced Outsourced Nursing cost; 
 

 Improved flexing of staff on wards to match resourcing with activity and 

acuity; 
 

 Increased recruitment activity to fill vacancies and reduce locum use; 
 

 Reviewing FTE staffing levels and adjusting FTE to align resourcing with 

activity; 
 

 A focus on Risks (refer section 4.6) and follow through in related action 
points to achieve savings; 

 

 Reviewing planned initiatives and choosing to defer items where sensible. 
 

 
The year to date performance of MidCentral Provider is shown in the following 

graph: 
 

 
 
 

Major changes from budget to actual for the month drove the result as follows: 
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ED presentations decreased to 3599 in February from 3679 in January. Admission 

rates increased slightly to 26.5 per cent with admissions of 34 patients per day. 
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The operational performance of MCP is discussed in further detail in the operational 

report provided to the Quality and Excellence Advisory Committee including key 
initiatives such as theatre productivity (Optimise), patient flow (Medimorph) and 
Choosing Wisely. 

 
4.4 Enable New Zealand 

 

$000 Feb-17 Feb-17

 Actual  Actual Budget Variance  Actual  Actual Budget Variance

Revenue 2,554 2,337 2,356 (19) 22,458 23,499 18,911 4,588

Expenditure
Infrastructure & Non-Clinical 1,859 1,570 1,614 43 16,685 17,752 13,257 (4,495)

Personnel & Other 592 555 608 53 5,061 5,113 5,249 136

Total Expenditure 2,450 2,125 2,221 96 21,746 22,865 18,506 (4,359)

Operating Surplus/(Deficit) 104 212 135 78 711 634 406 228

Corporate Services 50 50 50 0 400 400 400 0

Surplus/(Deficit) 54 162 85 78 311 234 6 228

Favourable to Budget Unfavourable to Budget but within 5% Unfavourable to Budget outside 5%

Enable February 2017 Result

Feb-18 Year to date 

 
 
The Enable New Zealand surplus for the month of February 18 was $162k 
compared to a budgeted surplus of $85k.  

 
The improvement comes from a range of small revenue gains and cost savings with 

no specific items of note. 
 
The forecast surplus has been revised upwards and is now projected to be $409k 

for the full year compared to the budget of $261k.  
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4.5 Governance 

 

$000 Feb-17 Feb-17

 Actual  Actual Budget Variance  Actual  Actual Budget Variance

Revenue 712 850 775 75 5,991 7,065 6,890 174

Expenditure
Personnel 724 892 844 (48) 6,148 6,757 7,406 649

Outsourced Personnel 57 80 69 (11) 451 592 401 (191)

Sub-Total Personnel 781 972 913 (59) 6,598 7,349 7,807 458

Other Outsourced Services 90 95 93 (2) 722 768 766 (2)

Clinical Supplies 2 4 2 (2) 32 30 17 (14)

Infrastructure & Non-Clinical 223 316 385 69 1,753 2,833 3,241 408

Total Expenditure 1,096 1,387 1,393 6 9,105 10,980 11,831 851

Surplus/(Deficit) 175 81 0 81 1,833 1,025 (0) 1,025

FTE
Medical 1.6 2.7 2.9 0.2 1.5 2.7 2.9 0.2

Nursing 1.2 1.9 1.0 (0.9) 1.6 1.4 1.0 (0.4)

Allied Health 2.2 2.2          3.1          0.9 2.0 2.1 3.1 0.9

Management / Admin 110.6 108.0 118.2 10.2 112.0 111.7 122.8 11.1

115.6 114.8 125.1 10.3 117.1 117.9 129.8 11.8

Favourable to Budget Unfavourable to Budget but within 5% Unfavourable to Budget outside 5%

Governance February 2017 Result

Feb-18 Year to date 

 
 
The Governance result for the month of February 2018 was an $81k surplus, which 
was a favourable variance against the breakeven budget. 

 
Revenue was $75k favourable for the month, a result of Ministry Revenue received 

to cover National Patient Flow (NPF) project costs incurred in Jan and Feb 2018. 

 

Personnel costs were unfavourable to budget by $59k. $16k relates to one-off 

recruitment costs, $32k relates to leadership training for recently appointed Clinical 

Executives and $11k is in outsourced personnel. 

 

Professional Fees were $59k favourable to budget. This relates to the capitalisation 

of professional services costs on projects that had previously been coded through 

the profit and loss statement. 
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4.6 Budget Delivery Risks 
 

In preparing the budget for 2017/18 it was recognised that there were significant 
risks to delivery estimated at $7.7m. Some of the significant risks have emerged 

and impacted the year to date result. The following table sets out in detailed each 
risk by Cluster, together with the realisation of the risk, the original identified risk 
and the forecast tracking of the risk to year end:  

 
 

Cluster $000 $000 $000

Mental Health and Addictions

Realised 

to Date

Original 

Risks

Forecast 

Risks Comment

Locum Premium/ SMOs CAFs 461 403 595 SMO locum use has not been able to be 

managed down.

Service Optimisaiton Jan-Jul 68 200 100 Service optimisation delayed so one half 

the risk will be realised.

NGO Additional Enhanced Care 118 180 178 Risk is realised due to patient volumes.

Ward 21 Nursing High Demand 258 115 341 Risk realised multiple times due to high 

needs patients and patient volumes.

High Needs Patients Unbudgeted 0 200 0 Risk not materialised in this line, but is 

reflected in Nursing Demand.

CAFS/Community Teams Case Load 160 280 253 Risk realised due to patient volumes.

1,066 1,378 1,467

Cancer Screening, Treatment and Support

Blood Demand 0 260 0 Blood use managed within reduced 

budget.

RCTS & BSCC Outsourced Services 7 300 10 Linked to increased RCTS IDF revenue 

targets.

Increased RCTS IDF Revenue Targets 0 950 0 Revenue targets are being met

RCTS IDF Revenue increase risk 0 116 116 Increased concern risk could materialise 

in second half of year.

BSCC Revenue 324 377 450 Risk realised

331 2,003 576
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Cluster $000 $000 $000

Realised 

to Date

Original 

Risks

Forecast 

Risks Comment

Women and Children’s Health

Flights 109 100 164 Risk is realised due to patient acuity, 

particularly to Wellington and Starship.

Security for Child/Women's 15 60 22 Additional security is required on the 

Child/Women’s ward, therefore this risk 

will be realised.

Women's Clinics Growth 39 100 59 Risk realised due to the configuration of 

infrastructure.

Women's Colposcopy Revenue 106 100 158 Risk realised due to a lack of patient 

volumes available.

Women's Birthing Centre Contribution 0 50 0 Further contribution not required.

270 410 403

Population and Public Health

Dental Mobiles Set Up 11 60 37 Risk realised as mobile unit set up 

required a change of provider.

11 60 37

Acute and Elective Specialist Services

SMO Locum reduction 0 360 0 SMO locum use has been offset by SMO 

vacancies.

Geneva one on one nursing reduction 197 350 263 Risk realised across inpatient wards in 

first half of year. Project in place to 

contain from January.

Blood use reduction 79 100 118 Blood use managed within reduced 

budget. Recent road trauma has 

increased the risk.

MRI volume reduction 147 150 221 MRI's volumes reduced by 3%, but not to 

the extent targeted.  

Continence supplies 67 100 101 Continence supplies not able to be 

contained within budget.

Patient transfers 331 100 446 Risk realised multiple times due to air 

and road transfers related to patient 

acuity.

Clinical equipment - minor purchases 119 130 178 Risk realised across disciplines.

Pharmaceuticals 414 120 571 Risk realised multiple times due to high 

cost patients.

Workforce alignment 79 120 119 Risk realised with the outcome of 

workforce alignment.

Medical Staff Horowhenua 86 200 129 Horowhenua's clinical needs have been 

largely met without significant additional 

resourcing.

0.5 FTE SMO Diabetes 0 130 0 This position is not yet recruited.

1.5 FTE CNS Diabetes 19 150 75 These positions have been recruited, and 

one half of the risk will be realised.

1,537 2,010 2,221

Risks 3,214 5,861 4,703
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$000 $000 $000

Realised 

to Date

Original 

Risks

Forecast 

Risks Comment

Risks 3,214 5,861 4,703

Average Savings at Risk 282 1,850 899 Assessed risk of savings to date not 

flowing through to year end.

Total Risks 3,496 7,711 5,601

Offsetting Savings to date (1,475) (1,475)

Projected Variance 2,021 4,126

 
 

Key further actions to mitigate these risks are covered in the MCP commentary and 
include: 

 
 Focus on critical operational initiatives to increase theatre throughput and 

reduce average length of stay; 

 Acceleration of other Business Improvement Projects; 
 Tactical re-evaluation of quality of spend to restrain personnel and other 

major costs. 
 
 

4.7 Forecast 
 

The focus of the organisation remains on achieving the approved budget deficit. 
Significant effort is being made to minimise the financial risks identified in the 

2017/18 planning process and achieve the level of savings from business 
improvement initiatives together with month by month revenue maximisation and 
cost containment. At the current time the best case forecast result is projected to 

be a $5.8m deficit provided each monthly budget can be met over the next four 
months which the organisation is working hard to achieve. At this time the 

downside risk in the current forecast is expected to be a deficit of $7.9m provided 
the trends and realised risks in the year to date continues to year end without 
offsetting gains. 
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4.8  Contracts > $250,000 
 

There has been one contract over $250,000 signed in the current quarter outside of 
the Funder Annual Commitments Schedule or National Service Contracts. 
 

The Contract is with the Magma Healthcare Limited for provision of First Trimester 
Termination of Pregnancy services, to 30 June 19. This is in line with the approved 

2017/18 budget as the services replace those provided by Capital and Coast DHB 
through the Inter District Flow mechanism. 
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5. STATEMENT OF FINANCIAL POSITION 

 
5.1 Financial Position 

 

MidCentral District Health Board

Statement of Financial Position (summary)

Jun 2016 Jun 2017 Feb 2018 Change

$000 $000 $000 $000

Total Assets

Non Current Assets 214,989 206,323 197,777 (8,546)

Current Assets 57,148 69,498 74,964 5,466

272,137 275,821 272,741 (3,080)

Total Equity and Liabilities

Equity 142,096 198,827 195,417 (3,410)

Non Current Liabilities 61,622 5,161 4,524 (637)

Current Liabilities 68,419 71,833 72,799 966

272,137 275,821 272,740 (3,081)

 
 
The movement between Non Current Assets and Current Assets reflects the re-

categorisation of a term deposit within one year. 
 
5.2 Debt and Investment 

 
5.2.1 Debt 

 

              

  Lender Maturity $'000 Rate Type   

  

     

  

  EECA 
 

777 0.00% Fixed   
              

 
The debt is with the Energy and Efficiency Conservation Authority (EECA) which 
has a Crown Efficiency Loan Scheme for the purposes of assisting government 

funded organisations to take measures to reduce their energy expenditure. The 
loans are used for the purchase and installation of equipment in this regard. The 

loans are interest free. 
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5.2.2 Cash and Investments 

 
Cash and investments at month end were: 

 

Feb-18 Rate Value

$000

NZHP Sweep Balance 2.01% 24,344     

Cash in Hand and at Bank 4             

Trust Accounts 2,881       

Enable New Zealand 346          

   Cash Balances 27,575     

Short Term Investments

   36 months to Jul 18 (4.55%) 8,250       

   12 months to Sep 18 (3.76%) 8,250       

Total Cash Balance 44,075     

 
 
Enable New Zealand funds are held at the Bank of New Zealand where the related 
transaction facilities are operated.  The Trust & Special Funds are held in separate 

BNZ account and some funds held on term deposit with Westpac, as required of 
Trust accounts.  These fall outside of the Shared Banking Arrangement at BNZ 

which NZ Health Partnerships Limited sweeps daily although surplus liquidity from 
Enable is channelled through the DHB accounts to obtain those benefits. 
 

Cash Reconciliation tables showing how cash has moved during the month and for 
the year to date are set out below: 

 
Feb-18 Year to date

Cash Reconciliation $000 Cash Reconciliation $000

Cash at February 2018 27,724 Cash at June 2017 29,922

Surplus / (Deficit) for mth 1,759 Surplus / (Deficit) to date (3,410)

Depreciation 1,372 Depreciation 11,247

Sale of fixed assets 1 Sale of fixed assets 36

Working capital movement (2,456) Working capital movement 1,144

Share of associate net surplus/deficit (99) Share of associate net surplus/deficit (99)

Capital expenditure (633) Capital expenditure (10,423)

Term investment - Term investment -

Loan repayment (62) Loan repayment (199)

Trusts movement (3) Trusts movement (177)

Equity repayment - Equity repayment -

Investment in NZHP (88) Investment in NZHP (526)

Dividend received from  ALSL 60 Dividend received from  ALSL 60

Cash Balance at month end 27,575 Cash Balance at month end 27,575
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5.2.3 Cash Position  
 

 
 

The DHB’s cash balance, excluding investment and Trust Accounts, is shown in the 
chart above. Net liquidity available continues to be more than sufficient in the near 

term with steady levels. However, continuing operating deficits would turn that 
trend down and deplete capacity for expected capital investments. 
 

The movement from cash balances to deposits in August and September reflects 
the investment placements as a result of the amendment to the banking 

agreement at that time. The big increase in the cash balance at both December 
2014 and 2015 month ends were due to the MOH January funding being paid in 
advance in December due to the statutory holidays effect.  

 
5.2.4 Treasury Policy and Ratios 

 
Performance and compliance with Treasury Policy parameters was as set out below. 
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Feb-18
Actual Policy / 

target

Policy compliance requirements

Liquidity risks 

     Term deposits $16.5m $16.5m

     Short term borrowings None None

Interest rate risk 

     Rate Fixed Fixed

     Rate re-setting any 1 year 26% < 30%

Foreign exchange risk 

     Capital expenditure hedged None Conditional

     Operational expenditure hedged over $50k pm None Conditional

Counterparty credit risk exposure None < $10.0m
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5.3 Capital Expenditure to 28 February 2018 
 
Capital Expenditure Report to 28 February2018

2018

Proposed Approved Spend Total Reconciliation

Prior 

Years YTD Total YTD

Remainder 

17/18

Forecast 

Year End 

Spend

Forecast 

Year End 

Spend

 CAPEX in 

Outer 

Years Total

Strategic Projects

PH Hospital Reconfiguration 2,000 0 11 167 1,833 2,000 2,000 2,000

Emergency Department 1,680 70 1,680 1,750 85 365 1,095 1,460 1,460 290 1,750

Mental Health Redevelopment (Ward 21) 500 0 0 0 0 500 500

Cath Lab & CSB Reconfiguration- 18/19 Plan 0 0 0 0 0 0 0

RHIP Internal 2,228 897 2,228 3,125 124 2,610 375 2,985 2,985 2,985

RHIP External 1,339 1,339 1,339 355 940 1,295 1,295 1,295

Gastro Work (Bowel Screening) 18/19 Plan 0 0 0 0 0 0 0

Other Board Approvals

Fluroscopy  Building Works & Equipment 1,250 0 0 0 0 0 1,250 1,250

Horrowhenua Health Centre Work 18/19 0 0 0 0 0 0 0

Hospital Operations Centre 2,242 287 2,242 2,529 62 818 1,205 2,023 2,023 506 2,529

National Oracle Solution (NOS) 876 876 876 88 526 350 876 876 876

Radiotherapy System 18/19 0 600 600 0 0 0 0 600 600

CT Scanner Radiotherapy 1,842 1,842 1,653 189 1,842 1,842 1,842

Management Delegation (over $250k)

Commercial Support Projects under $250k 5,763 5,501 5,501 259 826 3,669 4,495 4,495 1,268 5,763

Communication Cabinets Phase 1 352 352 111 0 111 111 111 Complete

Communication Cabinets Phase 2 18/19 Plan 0 0 35 0 35 35 0 35

Intranet & Shared Net Upgrade 140 0 0 140 140 140 140

Document Mgt System Upgrade 100 0 0 100 100 100 100

SSU Tracking System 494 494 320 320 320 174 494

Medication Mgt-e-administration, e-referrals 263 0 0 263 263 263 263

Microster 60 0 0 60 60 60 60

IT Replacement Assets 414 0 60 354 414 414 414

Planning Workstation Equipment 18/19 0 0 0 0 0 0 0

ENT Laser 0 0 0 0 0 0 0
Bariatric Beds/Equipment 300 0 0 300 300 300 300
Dental Trailer (2) 720 0 0 0 0 0 720 720
CAOH Project Assets Trailers 180 0 0 0 0 0 180 180

Enable 605 0 -34 602 188 790 790 790

ICT Net Infection Prevention 300 300 0 150 150 150 150 300
SQL Farm 105 105 7 98 105 105 105
Orthopaedic Drills 460 460 460 460 460 460 Complete

Balance Management Delegation 4,339 6,471 755 7,226 126 2,034 1,667 3,701 3,701 7,314 11,015

Total 24,999 11,878 14,621 26,499 721 10,949 12,976 23,925 23,925 12,952 36,877

11,878
Prior Year Approvals and CAPEX underway 36,877
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In order to accommodate emerging needs for capital expenditure several planned 
projects have either been deferred where the impact was low, or re-prioritised 

where other more pressing projects have required acceleration. The follow section 
sets out the projects deferred and the projects introduced or accelerated in the 

current capital expenditure plan: 
 

Sources and allocation of funding approvals for the 

year are:

Amendments to Planned Expenditure

Deferred 

Costs

Increases 

Approved

Communication Cabinets Stage 2 to 18/19 1,173

Cath Lab out to 18/19 600

Gastro (Bowel Screening) to 18/19 500

Horowhenua Health Centre to 18/19 500

ENT Laser move to outer years 300

Planning Workstations to 18/19 328

Radiotherapy System (Monaco)  to 18/19 600

SSU Tracking System -In Approvals Cfwd 250

Hospital Operations System 445

RHIP Internal Assets 528

National Oracle Solution 376

Funding to be reallocated subject to approval 2,902

Total 4,251 4,251

Original Capital Plan 24,999

Funding Moved -4251

Additional Funding 4,251

Current Capital Plan 24,999

Funding :

Depreciation 18,421

Operating Surplus/Cash Reserves (incl. Prior Year Depn) 18,456

Total 36,877

Prior Year Approvals and CAPEX underway

Governance 3,851

Providers 8,027

Total 11,878  
 

 
 
Commentary on specific projects: 

 
 Work on the Strategic Property Plan continues and is working to a forecast of 

$1.8m to 30 June 2018. 
 

 The RHIP internal project is nearing completion. Current forecast is for 

delivery within approved budget. 
 

 The Hospital Operations Centre Project is working to a delivery date of 
August 2018 and within approved budget. 
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 MDHB has approved $876k to the National Oracle Solution and currently 
showing $438k YTD accrued in line with the NZHP payment schedule. NZHP 

drawdown on this and further commitment is subject to the outcome of the 
Cabinet review. 

 
 The following Commercial Support Projects are progressing within budget: 

 

o The Emergency Department Project is currently on budget and is now 
expecting delivery by late 31 July 2018. 

o Planning stages completed on seismic strengthening work for the Education 
Centre and the Laundry. 

o Replacement of the Chiller in CSB basement to be commissioned in March 

2018. 
o Replacement of the diesel generator which will be completed in March 2018. 

o On-going upgrading of fire systems across the site, this programme will for 
the next three years. 

o Work on the substation replacement project tender awarded and first plant 

items have been ordered 
 

 A business case for the CAOH Trailer replacements is currently in 
development for ELT consideration and is on target for inclusion for the 

Board’s next meeting. 
 

 A business case for the Fluoroscopy Machine replacement in Medical Imaging 

is in development for ELT consideration. 
 

 Care Logistics Advanced scheduling solution (Urology Services) is currently 
with the CEO for approval. It will be funded by moving Medication Mgt e-
administration and e-referrals beyond June 2018. 

 
 

 
 
Appendices: 

A. Consolidated Statement of Financial Performance 
B. Financial Performance by Division 

C. The Consolidated Statement of Financial Position 
D. The Consolidated Statement of Cash Flows 
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Appendix A 
 

MidCentral District Health Board 
Consolidated Statement of Financial Performance 

 

Feb-18 Actual Budget Variance

Monthly Result $000 $000 $000 %

Revenue

Govt. & Crown Agency 51,625 52,626 (1,001) (2%)

Patient/Consumer Sourced 64 45 19 41%

Other Income 1,041 1,002 38 4%

Total Revenue 52,730 53,674 (944) (2%)

Expenditure

Personnel 16,975 16,902 (73) (0%)

Outsourced Personnel 465 180 (285) (159%)

Sub-total Personnel 17,440 17,082 (358) (2%)

Other Outsourced Services 1,659 1,652 (7) (0%)

Clinical Supplies 4,287 3,992 (295) (7%)

Infrastructure & Non-Clinical 6,373 6,620 247 4%

Provider Payments 21,212 22,296 1,085 5%

Total Expenditure 50,970 51,642 671 1%

Operating Surplus/(Deficit) 1,759 2,032 (273) (13%)

 
 

Feb-18 Actual Budget Variance

Year to Date $000 $000 $000 %

Revenue

Govt. & Crown Agency 424,118 421,024 3,094 1%

Patient/Consumer Sourced 374 361 14 4%

Other Income 8,569 8,121 448 6%

Total Revenue 433,061 429,505 3,556 1%

Expenditure

Personnel 141,233 142,020 787 1%

Outsourced Personnel 4,034 1,398 (2,636) (189%)

Sub-total Personnel 145,267 143,418 (1,849) (1%)

Other Outsourced Services 14,060 13,275 (786) (6%)

Clinical Supplies 36,065 33,878 (2,187) (6%)

Infrastructure & Non-Clinical 59,749 56,074 (3,675) (7%)

Provider Payments 181,330 184,250 2,920 2%

Total Expenditure 436,471 430,895 (5,577) (1%)

Operating Surplus/(Deficit) (3,410) (1,390) (2,021) 145%
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Appendix B 
 

MidCentral District Health Board 
Financial Performance by Division  

 
Feb 18

 $000 
 Actual  Budget  Actual  Budget  Actual  Budget  Actual  Budget  Actual  Budget 

REVENUE

Government & Crown Agency 25,288 25,645 (356) (1.4%) 2,049 2,085 (35) (1.7%) 573 517 56 10.9% 47,149 47,812 (663) (1.4%) 51,625 52,626 (1,001) (1.9%)

Patient / Consumer Sourced 64 45 19 41.3% - - - - - - - - - 64 45 19 41.3%

Other Income 435 472 (37) (7.8%) 288 271 17 6.1% 277 258 19 7.4% 40 - 40 1,041 1,002 38 3.8%

TOTAL REVENUE 25,788 26,163 (375) (1.4%) 2,337 2,356 (19) (0.8%) 850 775 75 9.7% 47,188 47,812 (623) (1.3%) 52,730 53,674 (944) (1.8%)

EXPENDITURE

Staff

Medical Staff 5,344 5,381 38 0.7% - - - 53 49 (4) - - - 5,397 5,430 33 0.6%

Nursing Staff 6,496 6,294 (202) (3.2%) - - - 14 8 (7) - - - 6,511 6,302 (209) (3.3%)

Allied Health Staff 2,241 2,357 116 4.9% 162 173 10 5.9% 13 16 2 - - - 2,417 2,545 128 5.0%

Support Staff 113 74 (40) (54.3%) 50 56 5 9.7% - - - - - - 164 129 (35) (26.7%)

Management & Admin Staff 1,366 1,371 5 0.3% 309 353 44 12.4% 811 772 (40) (5.2%) - - - 2,487 2,496 9 0.3%

Outsourced Staff 367 97 (270) (278.0%) 19 14 (5) (35.0%) 80 69 (11) (15.9%) - - - 465 180 (285) (158.8%)

Total Staff 15,927 15,574 (354) (2.3%) 541 595 55 9.2% 972 913 (59) (6.5%) - - - 17,440 17,082 (358) (2.1%)

Outsourced Services 1,554 1,549 (5) (0.4%) 10 11 1 95 93 (2) (1.9%) 566 515 (51) (10.0%) 1,659 1,652 (7) (0.4%)

Clinical Supplies 4,279 3,988 (291) (7.3%) 4 2 (2) (95.1%) 4 2 (2) (106.1%) - - - 4,287 3,992 (295) (7.4%)

Infrastructure & non-clinicical expenses 4,487 4,621 135 2.9% 1,570 1,614 43 2.7% 316 385 69 17.8% - - - 6,373 6,620 247 3.7%

Internal Providers - - - - - - - - - 22,868 22,917 49 0.2% - - -

External Providers

Personal Health - - - - - - - - - 14,339 14,285 (54) (0.4%) 14,339 14,285 (54) (0.4%)

Mental Health - - - - - - - - - 1,144 1,024 (120) (11.7%) 1,144 1,024 (120) (11.7%)

Public Health - - - - - - - - - (486) 212 698 329.6% (486) 212 698 329.6%

DSS - - - - - - - - - 6,103 6,581 478 7.3% 6,103 6,581 478 7.3%

Maori Health - - - - - - - - - 112 194 82 42.4% 112 194 82 42.4%

Total External Providers - - - - - - - - - 21,212 22,296 1,085 4.9% 21,212 22,296 1,085 4.9%

Recharges 568 568 0 0.0% 50 50 - 0.0% (618) (618) - 0.0% - - - - 0 0

TOTAL EXPENDITURE 26,815 26,299 (516) (2.0%) 2,175 2,271 96 4.2% 770 775 6 0.7% 44,645 45,728 1,082 2.4% 50,970 51,642 671 1.3%

SURPLUS / (DEFICIT) (1,027) (136) (890) 162 85 78 81 0 81 2,543 2,084 459 1,759 2,032 (273)

DHBProvider Enable Governance Funder

 Variance  Variance  Variance  Variance  Variance 
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Feb 18

 $000                 Year to Date 
 Actual  Budget  Actual  Budget  Actual  Budget  Actual  Budget  Actual  Budget 

REVENUE

Government & Crown Agency 212,598 212,680 (82) (0.0%) 20,890 16,645 4,245 25.5% 4,851 4,820 31 0.7% 381,879 382,745 (866) (0.2%) 424,118 421,024 3,094 0.7%

Patient / Consumer Sourced 374 361 14 3.9% - - - - - - - - - 374 361 14 3.9%

Other Income 3,430 3,785 (355) (9.4%) 2,609 2,266 342 15.1% 2,213 2,070 143 6.9% 318 - 318 8,569 8,121 448 5.5%

TOTAL REVENUE 216,402 216,825 (423) (0.2%) 23,499 18,911 4,588 24.3% 7,065 6,890 174 2.5% 382,197 382,745 (548) (0.1%) 433,061 429,505 3,556 0.8%

EXPENDITURE

Staff

Medical Staff 44,172 44,117 (55) (0.1%) - - - 447 434 (13) - - - 44,619 44,551 (68) (0.2%)

Nursing Staff 54,574 53,887 (687) (1.3%) - - - 79 65 (14) - - - 54,652 53,952 (701) (1.3%)

Allied Health Staff 18,523 19,300 777 4.0% 1,408 1,479 70 4.8% 90 135 44 - - - 20,022 20,913 891 4.3%

Support Staff 985 615 (371) (60.3%) 422 485 63 13.1% - - - - - - 1,407 1,100 (307) (27.9%)

Management & Admin Staff 11,398 11,668 270 2.3% 2,995 3,065 70 2.3% 6,141 6,772 631 9.3% - - - 20,533 21,505 972 4.5%

Outsourced Staff 3,253 882 (2,371) (268.7%) 189 115 (74) (64.8%) 592 401 (191) (47.7%) - - - 4,034 1,398 (2,636) (188.6%)

Total Staff 132,904 130,468 (2,436) (1.9%) 5,014 5,143 129 2.5% 7,349 7,807 458 5.9% - - - 145,267 143,418 (1,849) (1.3%)

Outsourced Services 13,229 12,425 (804) (6.5%) 64 84 20 768 766 (2) (0.2%) 4,834 4,754 (80) (1.7%) 14,060 13,275 (786) (5.9%)

Clinical Supplies 35,999 33,839 (2,160) (6.4%) 36 22 (13) (60.5%) 30 17 (14) (82.9%) - - - 36,065 33,878 (2,187) (6.5%)

Infrastructure & non-clinicical expenses 39,164 39,576 412 1.0% 17,752 13,257 (4,495) (33.9%) 2,833 3,241 408 12.6% - - - 59,749 56,074 (3,675) (6.6%)

Internal Providers - - - - - - - - - 191,266 191,112 (155) (0.1%) - - -

External Providers

Personal Health - - - - - - - - - 115,024 116,519 1,495 1.3% 115,024 116,519 1,495 1.3%

Mental Health - - - - - - - - - 8,831 8,192 (639) (7.8%) 8,831 8,192 (639) (7.8%)

Public Health - - - - - - - - - 2,106 1,694 (412) (24.3%) 2,106 1,694 (412) (24.3%)

DSS - - - - - - - - - 54,464 56,294 1,830 3.3% 54,464 56,294 1,830 3.3%

Maori Health - - - - - - - - - 905 1,552 646 41.6% 905 1,552 646 41.6%

Total External Providers - - - - - - - - - 181,330 184,250 2,920 1.6% 181,330 184,250 2,920 1.6%

Recharges 4,541 4,541 0 0.0% 400 400 - 0.0% (4,941) (4,941) - 0.0% - - - - 0 0

TOTAL EXPENDITURE 225,837 220,849 (4,988) (2.3%) 23,265 18,906 (4,359) (23.1%) 6,039 6,890 851 12.3% 377,431 380,116 2,685 0.7% 436,471 430,895 (5,577) (1.3%)

SURPLUS / (DEFICIT) (9,435) (4,024) (5,411) 234 6 228 1,025 (0) 1,025 4,766 2,629 2,137 (3,410) (1,390) (2,021)

DHB

 Variance  Variance  Variance  Variance  Variance 

Provider Enable Governance Funder
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Appendix C 
 

MidCentral District Health Board 
Statement of Financial Position 

 
`

Jun-16 Jun-17 Feb-18 Change

$000 $000 $000 $000

TOTAL ASSETS

Non Current Assets 214,989 206,323 197,777 (8,546)

   Total Fixed Assets (refer to note) 197,273 196,857 196,522 (335)

   Long Term Investments 16,500 8,250 0 (8,250)

   Investments 1,216 1,216 1,255 39

Current Assets 57,148 69,498 74,964 5,466

   Bank/Cash (DHB) 24,710 26,822 24,585 (2,237)

   Investments < 3 months (Enable) 1,270 50 110 60

   Investments < 3 months (Trusts) 895 1,051 880 (171)

   Investments > 3 months (Trusts) 2,000 2,000 2,000 0

   Short Term investments(3>12 months) 8,250 16,500 8,250

   Other Current Assets 28,273 31,325 30,889 (436)

Total Assets 272,137 275,821 272,741 (3,080)

TOTAL EQUITY AND LIABILITIES

Equity 142,096 198,827 195,417 (3,410)

   Share Capital 62,815 118,883 118,883 0

   Revaluation Reserve 88,220 88,220 88,220 0

   Trust and Special Funds 0 0 0 0

   Retained Earnings (8,939) (8,276) (11,686) (3,410)

Non Current Liabilities 61,622 5,161 4,524 (637)

   Term Loans 57,409 708 247 (461)

   Long Term Liabilities 4,213 4,453 4,277 (176)

Current Liabilities 68,419 71,833 72,799 966

   Capital Charge 0 0 1,943 1,943

   Employee Benefits 24,952 24,670 23,657 (1,013)

   GST 2,388 2,245 3,812 1,567

   Other Current Liabilities 41,079 44,918 43,387 (1,531)

Total Equity and Liabilities 272,137 275,821 272,740 (3,081)

Note:

Land 9,055 9,055 9,055 0

Buildings  (including fitout) 132,991 131,948 128,027 (3,921)

Plant & Equipment 45,049 46,815 45,519 (1,296)

Work in Progress 10,178 9,039 13,921 4,882

Total 197,273 196,857 196,522 (335)

 
 

166



 

Appendix D 

 
MidCentral District Health Board 
Consolidated Statement of Cash Flows  

 
Feb-18 Qtr 1 Qtr 2 Qtr 3 Qtr 4 Year

($'000's) Actual Actual Forecast Forecast Forecast

Cash From Operating (4,127) 11,278 2,641 5,662 15,454

Cash from Investing (4,121) (4,206) (3,026) (3,473) (14,826)

Cash from Financing (69) (69) (62) (695) (895)

Increase (Decrease) in Cash Held (8,317) 7,003 (447) 1,494 (267)

Add Opening Cash Balance 29,922 21,605 28,608 28,161 29,922

Closing Cash Balance 21,605 28,608 28,161 29,655 29,655

 
 
The $16.5m placed on term deposit is excluded in the Closing Cash Balance.  
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MidCentral DHB 
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Subject EPHARMACY BENEFITS REALISATION UPDATE 

RECOMMENDATION 

It is recommended that: 

 the ePharmacy Benefits Realisation Update is noted

Glossary 

FTE – Full Time Equivalent 
MDHB – MidCentral District Health Board 
PACT – Pharmacy Accuracy Checking Technician  

PHARMAC – Pharmaceutical Management Agency 
SOH – Stock on Hand  

WEBPAS – Web based Patient Administration System 
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1. PURPOSE 
 

The implementation of the ePharmacy system was completed in January 
2017.  In July 2017 the Board agreed that ePharmacy would be used as an 

example of business improvement showing immediate benefit realisation and 
ongoing benefits. 
 

 
2. SUMMARY 

 
ePharmacy is the software solution for medication management within 
Pharmacy Services.  ePharmacy was a pre-requisite implementation for 

WEBPAS implementation and enables Pharmacy Services to: 
 

a) Purchase medicines 
 

b) Dispense medicines 

 
c) Provide ward medicines stock via imprest 

 
d) Control of medicines inventory 

 
e) Provide templates and recording for the preparation of medicines e.g. 

patient specific dose of chemotherapy, paediatric suspensions that are 

not commercially available 
 

f) Processing of Pharmacy Cancer Treatment via required MoH claiming 
process. 

 

Prior to February 2017, Pharmacy and Materials Management made use of 
five disparate systems to manage the procurement and movement of 

medicines.  The implementation of ePharmacy resulted in the consolidation 
of processes, better use of staff time and improved Pharmacy service. A 
table of the benefits is provided in Appendix 1, which is an update to 

previous reports submitted to the board.  
 

A summary of qualitative and quantitative benefits is included in Appendix 2. 
 
3. QUALITATIVE IMPACT 

 
Efficiencies in the provision of core Pharmacy services have occurred.  This 

has permitted pharmacy staff to deliver a higher output of value-adding 
transactions.  The impact of the gains are detailed in the table on the 
following page: 
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Prior to 

ePharmacy 
(minutes) 

ePharmacy 

(minutes) 

Difference 

(minutes) 

Transactions 

per month 
prior to 

ePharmacy 

Transactions 

per month 
with 

ePharmacy 

Dispensing 

 

10 1 9 1811 2925 

Repacking 

preparation 

 

20 3 17 60 92 

Compounding 

preparation 

 

15 3 12 129 152 

Third party 

ordering 

10 2 8 655 700 

 

Dispensing increase 
 

This increase reflects a change in distribution model.  Efficiencies gained by 
ePharmacy have meant medicines not commonly used by a ward will be 
supplied as an individual patient supply, rather than bulk stock.  This 

approach reduces wastage. It is estimated that the reconfiguration of the 
distribution model will save $60K. 

 
This approach also meant a withdrawal from wards of some high-risk 
medicines.  Stock is now acquired from the Pharmacy, and that a pharmacist 

checks the medicines for dose and indication appropriateness for every 
patient they are prescribed for in the hospital. This cannot be introduced for 

all high-risk medicines, with current systems, as some high risk medicines 
are required to be on hand immediately.  
 

Compounding and Repacking 
 

The efficiencies gained in the repacking and compounding modules of 
ePharmacy have allowed the Pharmacy to target specific medicines to be 
compounded by the Pharmacy, rather than a third party, making the best 

use of resources for the DHB. 
 

The efficiencies gained in the repacking module have meant a reduction of 
the number of bulk stock bottles being held as ward stock.  This has freed up 

space in ward medication cupboards and reduced waste and the expense and 
environmental impact of destroying expired medicines.  The medicines 
affected are lower cost items. 

 
 

4. FINANCIAL IMPACT 
 

Prior to the implementation of ePharmacy, medicine holdings were reflected 

in different systems, leading to duplication of stock holdings and 
unnecessary Stock on Hand. 

 
The go-live SOH: $980,107  (29/01/2017) * 
   $797,942  (29/01/2018) * 

 
Difference  $182,165 
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*These values do not reflect the stock held in outpatient’s pharmacy.  

The value of stock held in outpatients has been reduced by 50% due 
to efficiencies gained by ePharmacy. The value of stock currently held 

in the out-patient Pharmacy varies between30-50K. Prior to the 
introduction of ePharmacy the stock value varied between 110-120K.  

 

The value of stock held in the Pharmacy does fluctuate by $50-100K during 
any given month due to specific patient requirements and planning for 

statutory holidays and other contingencies.  Stock is turned over 
approximately 20 times in a 12 month period. 
 

The implementation of ePharmacy means ward imprests can be reviewed 
with good evidence of ward medicine usage.  With twelve months of data 

available to Pharmacy staff now, this has been systematically undertaken.  
The trend has seen reduction of ward stock, by an average of $1000 per 
imprest.  Review of imprests is planned to be undertaken on an annual basis 

going forward. 
 

The ePharmacy decision support software has meant zero breaches of the       
PHARMAC negotiated contracts for the Feb-June 2017 period. Breaches of 

PHARMAC negotiated contracts can result in fines to the DHB. ePharmacy is 
updated monthly with the uploading of information into the software.  

 

 
5. IMPACT ON STAFF 

 
 The impact on Pharmacy staff has been profound.  The introduction of 

a functional software platform for medicines transactions with 

functional hardware (e.g. label printers and wireless scanners) has 
come as a relief.  Pharmacy staff have enjoyed the transition from 

struggling to complete core Pharmacy functions, to regarding their 
workload as manageable.  This has translated into a positive 
engagement with other services and the development of kits (e.g. 

Induction of labour kit, Adrenaline kits for District Nurses), 
compounding of pre-filled syringes for use by other health 

professionals. 
 

 Staff have responded positively and have felt that the service they can 

offer is more responsive to the needs of patients and wards. This 
thinking led to Pharmacy led initiatives to improve the delivery of 

medicines to wards. This has been received positively by all involved. 
 

 The Pharmacy has taken over the receipting of medicines and 

management of medicine imprests from Materials Management 
without an increase in FTE. 

 
 The Materials Management purchasing officer responsible for 

medicines is now working within the department and is due to 

transition permanently to the Pharmacy from 1 July 2018.  The 
Pharmacy will then also oversee the purchasing of intravenous and 

other fluids from this time, as these are also contractually managed by 
PHARMAC through the Hospital Medicines List. 
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6. TRAINING AND CLINICAL OPPORTUNITIES 
 

The improved functionality has allowed time for technical Pharmacy staff to 
enhance and gain new skills.  In the period February 2017 to February 2018: 

 
 Two Pharmacy assistants have enrolled in The Open Polytechnic 

Pharmacy Technicians course. 

 
 One Pharmacy technician has been trained to compound medicine 

aseptically. 
 

 One Pharmacy technician completed the Pharmacy Accuracy Checking 

Technician (PACT) training course and successfully passed all 
assignments, practical assessment and an interview by a panel of 

pharmacists.  This technician will be the first Pharmacy Technician to 
qualify as a PACT in the Manawatu. The PACT will provide an 
opportunity to reconfigure the dispensing process in the Pharmacy. It 

is hoped that other Pharmacy technicians will undertake the PACT 
training as it becomes available. The extent to which PACTs can 

release pharmacists to clinical work is constrained by the low 
technician to bed ratio at Palmerston North Hospital.  

 
 The Pharmacy department has been able to provide innovative 

training opportunities for Auckland University final year Pharmacy 

students. 
 

 Pharmacists have had time to review IV pump datasets and improve 
them and develop new datasets. 

 

 More regular clinical pharmacy service can be provided than prior to 
the implementation of ePharmacy. This service is still provided where 

greatest benefit can be obtained due to the pharmacist resource 
constraint. 

 

 
7. PHARMACY ENVIRONMENT 

 
The Pharmacy working environment has become more pleasant with the 
retirement of the redundant dot-matrix label printer.  The new workflows 

created by ePharmacy culminated in a staff led re-organisation of the 
dispensing space.  The next phase is to reorganise the bulk medicine storage 

space, to accommodate the acquired tasks of receipting goods and more 
efficient use of the limited space available. 

 

 
8. INFORMATION SYSTEMS 

 
 
A close working relationship has been established with Information Systems. 

This is essential in order to maintain the data in ePharmacy, integrity of 
messaging to and from ePharmacy. Information Systems staff role is pivotal 

in maintenance and upgrading of ePharmacy Production and Test 
environments. The ePharmacy software has been successfully updated once 
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already in the past 12 months and the expectation is to take another 
upgrade in the next 12 months. This has to be co-ordinated with the 

Pharmacy department of Whanganui DHB. 
 

The maintenance of ePharmacy has increased the workload of Information 
Systems staff as the software package is more complex than the legacy 
systems used in the past. There has, however, been a decrease in the 

number of interventions for printer failures.  
 

9. ACCOUNTS PAYABLE STAFF 
 
Accounts payable staff have expressed their satisfaction with ePharmacy. As 

Pharmacy staff have become more adept at the changed business processes 
that ePharmacy demanded, the number of exceptions have decreased 

dramatically. We are now at a point that the number of exceptions are less 
than 5 per month, are of a minor nature and managed by email. 
 

 
10. RECOMMENDATION 

 

It is recommended that: 

the ePharmacy Benefits Realisation Update is noted 
  
 

 
 
Lorraine Welman 

Chief Pharmacist 
PHARMACY 
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Benefits Appendix 1 
 

 
Benefit Owner Beneficiary Enablers Baseline Target By when? 

1.  Reduced Risk 

1.1 Removal of risk to Pharmacy 
operations through reliance on the 
obsolete Homer Pharmacy module and 
obsolete technology for label printing. 

Chief Pharmacist 

Manager 
Knowledge and 
Information 

Pharmacy 

Information 
Systems 

Implementation of ePharmacy. 

Modern label printers and back 
up printers. 

Current risk 
level. 

Implement 
ePharmacy 

Achieved 

1.2 Reduced support requirements for 
pharmacy applications and related 
infrastructure through introduction of 
a more robust server platform and 
retirement of one LOTS community 
pharmacy management system. 

Chief Pharmacist 

Manager 
Knowledge and 
Information 

Pharmacy 

Information 
Systems 

ePharmacy 

Revera IAAS server platform. 

Cease use of LOTS 1. 

Modern label printers and back 
up printers. 

Example: 266 
hours of IT 
time per 
annum to 
support 
Pharmacy 
printers 

Example: 2 
hours of IT 
time per 
annum to 
support 
Pharmacy 
printers. 

Achieved 

1.3 Reduces the risk associated with the 
WebPAS implementation by migrating 
Pharmacy operations off Homer in 
advance. 

Chief Pharmacist 

Manager 
Knowledge and 
Information 

Pharmacy 

Information 
Systems 

Patients 

ePharmacy Risk 
associated 
with migrating 
two major 
functions off 
Homer to new 
solutions at 
the same time. 

Implement 
ePharmacy 
and narrow 
the range of 
migration and 
change 
management 
risk. 

Achieved 

1.4 Improved business continuity because 
standalone printing module enables 
pharmacy services to continue 
operation if core ePharmacy 
application is unexpectedly 
unavailable. 

Chief Pharmacist 

Manager 
Knowledge and 
Information 

Pharmacy 

Information 
Systems 

Patients 

ePharmacy 

Modern label printers 

Only 1 printer 
for BCP 
operative and 
so reduced 
ability to 
dispense. 

Multiple 
printers 
available 
under BCP 
conditions, so 
increased 
ability to 
dispense. 

Achieved 

2.  More efficient, effective and innovative delivery of pharmacy services 

2.1 Improved information quality through 
reduction in duplication and 
differences in master data: 

a. Basis of weighted average cost 
assigned to issues and stock 

Chief Pharmacist Pharmacy 

Patient treatment 
budget holders 

Finance 

a.-b, e.  One set of master data 
used for management of all 
stock and related movements, 
procurement and claiming. 

Differences in 
item and 
price tables 
in Homer 
and JD 
Edwards. 

One source of 
accurate and 
current item 
and pricing 
data. 

Achieved 
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Benefit Owner Beneficiary Enablers Baseline Target By when? 

movements accurate and the same 
regardless of source location. 

b. Pharmaceutical inventory values 
based on accurate and consistent 
weighted average cost regardless 
of storage location. 

c. Increased accuracy of patient data 
through removal of manual entry 
into systems not integrated with 
Homer PAS. 

d. Increased accuracy of drug 
information and pricing through 
removal of most manual updates 
of supplier and PHARMAC 
information. 

e. Ability to reconcile invoicing for 
Cytotoxics with the claim to Sector 
Services.  

c.   All dispensing managed in a 
system integrated with Homer 
PAS. 

d.  Automated and timely 
uploads of supplier and 
PHARMAC information. 

Lack of 
updates to 
Homer price 
tables and 
inaccurate 
charging to 
Cost Centres. 

Different 
people 
manually 
updating 
item and 
price tables 
in Homer 
and JD 
Edwards. 

Estimated 
accuracy of 
data 70% to 
80%. 

One person 
responsible 
for all 
manual 
updating. 

Automated 
uploading of 
supplier and 
PHARMAC 
item and 
price 
changes. 

Accuracy of 
data 99%. 

2.2 Increased access to better quality 
information will enable unresolved 
medicine expenditure questions to be 
answered and better decisions to be 
made which will assist with 
containment of medicine costs. 

Chief Pharmacist 

Budget Holders 

Pharmacy 

Business Support 

Budget Holders 

Enquiry facility enabling budget 
holders to see the details of all 
issues and returns recorded 
against their cost centre. 

Estimated 
quality of 
information 
80%. 

Quality of 
information 
99%. 

Achieved 

2.3 Increased productivity through 
standardised and streamlined 
processes that remove laborious work 
arounds.  This will both release more 
capacity for clinical pharmacy and 
enable higher work volumes to be 
accommodated by the same staff. 

Examples: 

a. All labels required can be printed 
from the one system.  No need to 
use MS Word. 

b. More than 1 printer on which to 
print labels. 

Chief Pharmacist Patients 

Prescribers 

Pharmacy 

Standardised and streamlined 
processes. 

One system to support 
Pharmacy operations. 

Integration of Pharmacy system 
with HomerPAS, JD Edwards 
FMIS, MedDispense and 
automated faxing capability. 

Automated provision of OP and 
PCT claims to sector services. 

Modern Zebra or Allegro M 
Class label printers. 

Imprest Location Enquiry 

The effort 
wasted in 
areas where it 
is known that 
efficiencies 
will be 
achieved will 
be estimated 
and used as a 
basis for 
developing a 
target 
productivity 
gain.  

Increase in 
productivity 
will enable an 
ability to 
process an 
estimated 25% 
increase in 
transaction 
volumes and 
release 20% 
more capacity 
for clinical 
pharmacy 

Achieved 

Dispensing 
volume up 
61% 

Repack 
volume 
increased 
by 53% 

 

Compound
ing volume 
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Benefit Owner Beneficiary Enablers Baseline Target By when? 

c. One system used by all staff 
enables more effective cover of 
absences and reduces training 
requirements. 

d. Elimination of Repack, 
Manufacturing and Sterile Books 
because information can be 
recorded in system. 

e. No longer have to work with a 
separate batch sheet for each 
strength of a Cytotoxic preparation 
or TPN. 

f. No longer have to manually create 
batch worksheets. 

g. Budget holders can enquire on 
stock holdings in all Imprest 
locations which will reduce 
pressure on materials 
management and pharmacy on-
call staff to resolve temporary 
shortages. 

h. Frequently updated drug reference 
database expedites decision 
making during dispensing. 

i. Imprests are easier to establish 
and maintain through the ability to 
copy and edit Imprest Lists, the 
ability to globally replace items in 
all Imprests. 

j. A more efficient process for 
procurement of s29 drugs. 

k. Stock levels easier to maintain 
because Imprest back orders and 
stock required to maintain 
minimum levels are automatically 
added to suggested order 
quantities. 

l. A more efficient compound 
dispensing process reduces item 

Current drug reference 
database. 

Automated addition of Imprest 
Back Orders to suggested 
purchase quantities. 

Ability to issue to Imprests as 
need arises rather than against 
preset levels. 

without staff 
increases. 

This 
represents an 
estimated 
avoided cost in 
acquisition of 
additional 
staff of 
$42,000 to 
$45,000 per 
annum. 

Increased 
by 18% 
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Benefit Owner Beneficiary Enablers Baseline Target By when? 

file maintenance and procurement 
effort. 

m. Less effort required to manage 
Special Authority drug provision. 

n. Less effort to provide repeat 
dispenses because they can be 
dispensed against the original 
prescription. 

o. Quicker response to seasonal 
fluctuations in medicine 
requirements through elimination 
of the need to separately 
requisition quantities above 
predetermined maximums. 

3. Optimised expenditure on medicines 

3.1 Reduction in medicine costs through: 

a. Reduced Imprest stock holdings, 
through greater visibility of 
Imprest issues and actual usage. 

b. Reduced wastage through 
improved management of stock 
expiry dates. 

c. Increased individual dispensing 
reducing range and levels of 
Imprest stock. 

d. Elimination of non-imprest stock 
on wards through elimination of 
internal requisitions. 

e. Reduction of medicine holdings in 
pharmaceutical stores through 
tighter monitoring of inventory 
levels and purchasing and a better 
warning system for out of stock 
items. 

 

 

 

Chief Pharmacist Treatment budget 
holders 

Pharmacy 

Patient 
community 

a. Access to issue data and its 
analysis. 

b. Recording of stock batch 
numbers and expiry dates 
and monitoring of stock 
holding expiry dates. 

c. Implementation of 
individual dispensing for an 
increased number of 
patient prescriptions as 
required for PHARMAC 
National Hospital 
Formulary Implementation. 

d. Change in policy regarding 
non-imprest stock on 
wards. 

e. Better access to data on 
inventory levels and 
purchasing. 

Audits of 
Imprests and 
the savings 
from patient 
supply for 
antibiotics 
management 
will provide a 
basis for 
developing a 
target 
reduction in 
medicine 
costs.  

A target saving 
of 7.5% per 
annum (an 
estimated 
$50,000 to 
$60,000 per 
annum based 
on current 
purchase 
prices).  

This does not 
include 
projected 
expenditure 
on new 
medicines on 
the Hospital 
Medicines 
List. 

Partial 
achieveme
nt. 

Imprest 
stock 
holdings 
steadily 
being 
reviewed. 
Reviews 
are 
resulting in 
reduction 
of stock 
holding. 

Inventory 
reduced by 
$182K over 
12 months. 
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Benefit Owner Beneficiary Enablers Baseline Target By when? 

3.2 Improved understanding of treatment 
costs through a more accurate 
allocation of medicine and service costs 
enables more informed expenditure 
decisions. 

Chief Pharmacist Pharmacy 

Planning and 
Funding 

The ability to break stock and 
charge any unused and 
expired elements to the budget 
holder. 

Automated management of 
clinical trials. 

No meaningful 
target can be 
established. 

No meaningful 
target can be 
established. 

During 
first 18 
months. 

4.  Improved patient care 

4.1 Improved clinical action because: 

a. Nursing staff can see all Ward 
Imprest stock holdings and more 
quickly locate the medicine they 
require and so likelihood of missed 
doses is reduced.  

b. Always current drug reference 
database makes pharmacy 
decision making quicker. 

c. Immediate access to drug 
reference database and recording 
of clinical interventions through 
mobile access to the necessary 
information. 

Chief Pharmacist 

Charge Nurses 

Patients 

Nursing staff 

Treatment budget 
holders 

a. Enquiry facility enabling 
ward and ED staff to see the 
medicines held in all Ward 
and ED Imprests. 

b. Frequently updated drug 
reference database. 

c. Citrix making ePharmacy 
available to iPADS. 

d. iPADS for Pharmacists. 
Using recent 
antibiotics 
management 
experience as 
a base, an 
increased 
clinical 
intervention 
volume target 
will be 
estimated for 
benefits 3.1 
and 3.2. 

An estimated  
additional 
10,000 patient 
charts 
reviewed per 
annum. 

Achieved. 

4.2 Increased patient safety through: 

a. Establishment of and monitoring 
of stock against medicine 
inventory safety levels ensuring 
that there is always a minimum 
level of necessary medicines in the 
hospital. 

b. System provided decision support 
for all dispensing. 

c. Ability to actively monitor back 
orders.  

d. Elimination of MS Excel manually 
generated worksheets reduces the 
likelihood of errors during 
repacking. 

Chief Pharmacist Patients 

Prescribers 

Nursing staff 

a. Establishment of safety 
levels and monitoring of 
stock levels against them in 
the main pharmacy store 
and Imprests as 
appropriate. 

b. Implementation of all 
decision support capability 
in ePharmacy. 

c. Reporting tools and access 
to all necessary data. 

d. Repacking worksheets 
automatically generated 
from pre-approved masters. 
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Benefit Owner Beneficiary Enablers Baseline Target By when? 

e. Reduced Imprest stocks and 
increased individual patient 
dispensing. 

f. Greater involvement of 
pharmacists with supply of 
medicines will result in more 
opportunities to manage 
medicines appropriately. 

4.3 Improved clinical efficiency and patient 
safety through the ability to measure 
trends in prescriber behaviour across 
the hospital population and instigate 
changed behaviour. 

Chief Pharmacist Patients 

Prescribers 

Pharmacy 

ePharmacy. 

Implementation of individual 
dispensing for all patients. 

Reporting tools and skills to use 
them. 

Trends in 
prescriber 
behaviour 
have never 
been 
measured 
before. 

Trends will be 
measured and 
results will be 
presented to 
prescriber 
groups 3 times 
a year. 

During 
first 18 
months of 
operation. 

Partially 
achieved, 
with 
feedback to 
prescribers 

4.4 Improved ability to support improved 
cost profiling for chronic and other 
conditions through association of 
patient dispensing to patient 
episodes/events. 

General Manager 
Planning and 
Funding 

Patients 

MidCentral DHB 

Business intelligence system. 

Analysis teams and analysis 
tools. 

ePharmacy. 

No access to 
data. 

Provision of 
access to data. 

E.g. Identify 
high cost 
medicines and 
relate their use 
to specific 
events, analyse 
use of top 100 
medicines. 

To be 
established 

4.5 Improved ability to support internal 
studies to refine health pathways 
through association of patient 
dispensing to patient episodes/events. 

This will enable the monitoring of 
prescribing trends for selected 
conditions. 

 

 

 

Chief Medical 
Officer 

Chief Pharmacist 

Patients 

10 and 20 Health 
professionals 

MidCentral 
MDHB 

Health Pathway reviewers. 

Business Intelligence System 

Analysis team and analysis 
tools. 

ePharmacy. 

No access to 
data. 

Pilot the 
impact of 
focussing on 
the prescribing 
for one agreed 
condition per 
annum. 

Still to be 
established 
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Benefit Owner Beneficiary Enablers Baseline Target By when? 

 

5. Increased legal compliance and participation in sector initiatives 

5.1 Full legal compliance with the 
Medicines Act 1981 increases patient, 
health professional and community 
safety. 

Chief Pharmacist Patients 

Prescribers 

Nursing Staff 

Pharmacy 

Chief Executive 

Legally compliant management 
of medicines inventory. 

Lack of 
compliance 
with 
regulation 23 
of the 
Medicines 
Regulations 
1984 (these 
are regulatory 
support of the 
Medicines Act 
1981) 

Full 
compliance 
with 
regulation 23 
of the 
Medicines 
Regulations 
1984. 

Achieved 

5.2 Full compliance with PHARMAC’s 
national Hospital Medicines List which 
requires using only those drugs in the 
formulary and tracking all dispensed 
drugs to the specific patient. 

Chief Pharmacist Pharmac 

Pharmacy 

Chief Executive 

ePharmacy. 

Implementation of individual 
dispensing to patients as 
required by the National 
Hospital Formulary. 

Integration with MedDispense. 

Antibiotics 
manually 
managed. 

All of the 
Hospital 
Medicines List 
managed 
through 
ePharmacy. 

Achieved 

5.3 Alignment to ‘Go for Gold’ national 
medicines management programme.  
Implementing ePharmacy is a 
foundation component of compliance 
and will enable implementation of 
other ‘Go for Gold’ initiatives and 
related standards such as 
NZULM/NZF. 

Chief Pharmacist Pharmacy 

Chief Executive 

NHITB 

Health Safety and 
Quality 
Commission 

ePharmacy and related changes. Nil Alignment. Achieved. 

5.4 Provision of a sound basis for the 
regional implementation of ePharmacy 
and alignment of pharmacy processes 
which can reduce implementation 
effort in other DHBs. 

Chief Pharmacist 

Manager 
Knowledge and 
Information 

Regional 
Pharmacies 

Regional ICT 
departments 

Regional collaboration during 
implementation. 

Building on Hawkes Bay 
ePharmacy implementation. 

Using relevant elements of 
Midlands regional processes 
and protocols. 

No platform 
for regional 
collaboration. 

Establish 
platform for 
regional 
collaboration. 

From 
beginning 
of 
implement
ation. 
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Implementation Costs        APPENDIX 2 

 Business Case Actual Difference 
Business case –  
Including contingency of $107,559 

$1,274,154 $1,160,693 $113,461 

 

Business Case Project Implementation Outcomes 

Objective Achieved 
A robust, reliable integrated system for the management of 
pharmacy services that is aligned to the regional ePharmacy 
framework 

Yes 

PHARMAC’s HML successfully implemented Yes 
Legally compliant medicines inventory management Yes 
Establishment of a regional platform for ePharmacy No longer applicable 
Effective Business Continuity Plan for MidCentral Pharmacy 
Services 

Yes 

Effective Disaster Recovery Plan for the regional ePharmacy 
platform 

No longer applicable 

Pharmacy operations underpinned by streamlined efficient 
processes 

Yes 

Test management plans and test scripts that can be used by 
other Central Region DHB Pharmacy implementations 

Yes, used by Whanganui and Hutt 
DHBs 

Pre-requisite for WebPAS implementation and reduced 
implementation risk  

Yes 

 
Qualitative Benefits 
Business Case Operational Benefits 

1) More efficient, effective and innovative delivery of pharmacy services 
2) Optimised expenditure on medicines 
3) Improved patient care 
4) Increased legal compliance and participation in sector initiatives 
5) Reduced risk 

As per narrative in report, all of the above benefits have been met.  In addition, a non-quantifiable 
saving/benefit is also around the impact on the environment with reduced medicines being disposed 
of. 

Quantified Savings 

 Business Case Actual Difference 
One off Savings    
Reduction in medicine costs through more 
effective management of inventory 
7.5% 

$50,000 -
$60,000 

$182,165 $122,165 

Dispensing/Distribution model changes N/A $60,000 $60,000 
Outpatients Pharmacy SOH N/A $50,000 $50,000 
Reduced Ward stock (25 imprests) N/A $25,000 $25,000 
TOTAL ONE OFF SAVINGS   $257,165 
Ongoing Savings per annum    
Reduction in out of date stocks N/A $30,000 p.a. $30,000 p.a. (est) 
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COPY TO: CEO’s Office 
MidCentral DHB 

Heretaunga Street, PO Box 2056 
Palmerston North 4440 

Phone 
Fax 

+64 (6) 350 8967 
+64 (6) 355 0616 

For: 

Decision 

Endorsement 

X Noting 

To Board 

Author Chief Executive 

Endorsed by 

Date 3 April 2018 

Subject Board’s Work Programme 

RECOMMENDATION 

 that progress against the 2017/18 work programme be noted.

Strategic Alignment 

This report is aligned to the DHB’s Strategy and key enabler, “Stewardship”.  It 

discusses an aspect of effective governance. 

Glossary 

AGM – Annual General Meeting 

ENZ – Enable New Zealand 

FRAC – Finance, Risk & Audit Committee 

HCAC – Healthy Communities Advisory Committee 

MDHB – MidCentral  

MoU – Memorandum of Understanding 

NZHP – New Zealand Health Partnership 

PNCC – Palmerston North City Council 

TAS – Central Region’s Technical Advisory Service 

EY – Ernst & Young 
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1. PURPOSE 
 

This report updates members on the 2017/18 work programme and subsequently 
scheduled reports.  The report is for the Board’s consideration and no decision is 

required. 
 
 
2. BACKGROUND 

 
Each year the Board establishes a reporting framework for the DHB’s governance 

function.  This purpose of the framework is to ensure the Board and its Committees 
receive the reports they require to enable them to carry out their function 
effectively.  From the framework, work programmes for the Board and each 

committee are developed. 
 

The work programme sets out planned reporting points for routine reports and 
project updates.  When events indicate a significant increase in risk within a 
project, that risk will be reported in an interim update. 

 
The Board is advised of progress against the work programme, including any 

additions or variations to timing, each time it meets. 
 
 

3. 2017/18 WORK PROGRAMME  
 

3.1 Brief Updates 
 
An update on the Strategic Property Plan was scheduled, particularly regarding 

Ministry of Health support.  Discussions are ongoing with the Ministry and Treasury 
and there is nothing further to report at this stage.  An update will be provided to 

the Board’s next meeting.  Meantime, the Plan is being presented to our sub-
regional partner, Whanganui DHB. 
 

The centralAlliance priorities for 2018/19 are also under discussion with Whanganui 
DHB and we expect to be in a position to report these to the Board in May. 

 
We intended to provide the draft 2018/19 Annual Plan and budget but further work 
is required to complete this.  A full report is provided on this matter. 

 
The triennial review of the Communications Policy is due. This has been held over 

until the Board’s next meeting to enable the new Corporate Communications 
Manager to lead this process. 

 
The final report regarding Enable New Zealand’s future direction and ownership 
arrangements has been delayed until July/August 2018 so that the findings of the 

current disability transformation initiative, led by the Ministry of Health, can be 
taken into account. 
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4. RECOMMENDATION 
 

It is recommended: 
 

 that progress against the 2017/18 work programme be noted. 

 

 

Kathryn Cook 
Chief Executive Officer 
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APPENDIX A –BOARD’S 2017/18 WORK PROGRAMME  

Board of MDHB:  Standing Items Frqncy Jul Aug Sep Nov Dec Feb Apr May Jul Resp 

Strategic & Annual Planning            

 2017/18 annual plan and budget (final) Annual X         C Johnston 
& N Wanden 

 2018/19 annual plan, budget & capital plan (draft) Annual       X   C Johnston 
& N Wanden 

 2018/19 annual plan, budget & capital plan (final) Annual         X C Johnston 
& N Wanden 

 Planning and budget updates 6-weekly 
Jan-Jul 

     X X X X C Johnston 
& N Wanden 

 2018/19 Regional Service Plan (final) Annual        X  V Ayres 

 Integrated Service Model and Leadership Arrangements (inc transition and 
implementation plan, resource plan, maturity model)   
Dec 17 update to include communication with GPs & community 

6-weekly X X X X X X X X X K Anjaria 

 Business Cases & Project Plans            

o Emergency Department – tender evaluation One-off X         L Horgan 

o Ward 21 – Options Paper (carried forward July to Sep 17) One-off   X       C Nolan 

o Cath Lab Business Case (carried forward July to Sep 17) One-off     X     L Horgan & 
N Wanden 

o Ward 21 Business Case re 2 options (extend/refurbish & new) One-off       X  X C Nolan & N 
Wanden 

Integration & Partnership            

 Consumer Story (minimum of four per year) 4/year X   X  X*  X  M Hancock 

 Quality Account Annual    X      M Hancock 

 centralAlliance:  board-to-board huis (2018 dates to be determined Nov 17) 
: 26 September 2017, 1pm PNth 
: 7 November 2017, 1pm PNth 

6-monthly   X       C Johnston 

 Manawhenua Hauora minutes 6-weekly X X X X X X X X X S Turner 

 Manawhenua Hauora 6-monthly progress reports & annual priorities (Nov) 6-monthly X   X     X S Turner 

 Manawhenua Hauora annual work programme Annual X        X S Turner 

 Manawhenua Hauora 6-monthly huis – 30 October at 11.30am 6-monthly           

Performance Reporting            

 Operational Report 6-weekly X X X X X X X X X K Cook 

 Organisational Development Plan updates 6-monthy   X      X K Anjaria 

 Workforce updates (Feb update:  to provide full update re workforce 
matters, including progress with annual leave and the impact of HR 

initiatives underway (Bd Nov 17) 

Quarterly X     X   X K Anjaria 

 Financial report, including contracts approved as per Delegations 6-weekly X X X X X X X X X N Wanden 
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Board of MDHB:  Standing Items Frqncy Jul Aug Sep Nov Dec Feb Apr May Jul Resp 

 Business improvement 12-weekly X  X  X  X   S Ambridge 

 Health & Safety 12-weekly  X   X X   X K Anjaria 

 Year End Audit Process Annual X        X N Wanden 

 ENZ annual reporting requirements Annual        X  J Matthews 

 2016/17 Annual Report Annual   X X      N Wanden 

Policy & Governance            

 Delegations Annual  X        N Wanden 

 Conflicts of interest, secondary employment, etc (c/f Aug to Sep) 3-yearly   X       A Amoore 

 Code of Conduct and Standing Orders 3-yearly  X        J Matthews 

 DHB Board Members’ training policy 3-yearly  X        J Matthews 

 Election Protocols for Staff & Board Members policy 3-yearly   X       J Matthews 

 Communications Policy 3-yearly        X  J Matthews 

 Terms of Reference – Board Committees (as part of governance review) 3-yearly         X J Matthews 

 Review of Governance Arrangements (August 2018 – Bd 15.8.17) One-off          J Matthews 

 CEO’s performance review 6-monthly   X    X   Chair 

 Shareholding in Allied Laundry Services Ltd:  annual update & AGM Annual    X      J Small 

 Shareholding in Health Partnerships Ltd:  annual update & AGM Annual   X X      K Cook 

 Shareholding in TAS: annual update & AGM Annual    X      C Johnston 

*Standard Items due in Out Years:   MoU with Manawhenua Hauora (August 18); Board Members expense policy (July 19); Appointment to Board Committees policy (Feb 
2020); external member appointments 2020-23 term (March 2020) 

*Whanau ora story if possible 

 

Other Matters Raised by Board and/or ELT 

Item Raised Scheduled Responsibility Status 

 Review of overall car parking arrangements at Palmerston North Hospital Board, April 2017 2020 N Wanden  

 ENZ Strategic Direction and Governance Arrangements Board, Nov 2016 Dec 17 July or 

sept 19 

S Ambridge  

 Operational Business Plan:  advice of centralAlliance planning priorities Nov 2017 Dec 2017 C Johnston  

 Consumer story:  Whanau Ora consumer story Nov 17  C Hansen & M Hancock  

 Sustainability strategy:  annual update re progress Dec 17 Dec 18 N Wanden  

 Integrated Service Model:  presentation from services working in an integrated way  Dec 17 May 18 K Anjaria  

 Strategic Property Plan:  update including Ministerial approval Dec 17 May 18 N Wanden  

 Human centred design – more information Feb 17  K Cook  

Completed Items     

 Hauora Unleashed:  details of process for redistributing koha Feb 17 April 18 S Turner Completed 

 Arrangements for visit from NZHPL Feb 17 April 18 J Matthews Completed 

 Regional symposium:  inclusion of health & safety governance Feb 17 April 18 J Matthews Completed 

 Locality Plans Sep 17 April 2017 C Johnston Completed 
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 Review of car parking fees and times (as part of annual planning process) Board, April 2017 April/May 2018 N Wanden Completed 

 Reporting benefits for business cases, using ePharmacy as an example Board, July 2017 April 2018 N Wanden Completed 

 Security review Board, July 2017 FRAC, Nov 17 N Wanden Completed 

 Update re Ministerial Advisory Group, and, Mental Health Inquiry Feb 17 April 18 J Matthews Completed 

 Board Members development programme Dec 17 April 18 D McKinnon & J Matthews Completed 

 Survey tool – copy of proposed tool Dec 17 April 2018 K Ajaria Completed 

 Remuneration Committee’s proposal re support for performance measure process Dec 17 April 18 B Duffy Completed 

 Workforce questions:  response Feb 17 April 18 K Anjaria Completed 

 NOS update Dec 17 Feb 18 N Wanden Completed 

 Capital Programme:  details of changes d organisation)made to accommodate other 
expenditure and the impact of these changes (both on the service and organisation) 

Dec 17 Feb 18 N Wanden Completed 

 Financial assumptions 2018/19: confirmation appropriate allocation made for staff 
development for nursing and allied health 

Dec 17 Feb 18 K Anjaria Completed 

 Meeting with PNCC, 16.2.18    Completed 

 Planning Workshop Dec 17 30.1.18 C Johnston Completed 

 Ministerial Advisory Group – terms of reference Dec 17 Feb 18 J Matthews Completed 

 Leadership Development Programme & Forum 2017, Singapore:  CEO report Nov 17 Feb 2017 K Cook Completed 

 Arrangements for meeting with centralAlliance re Strategic Site Property Plan Dec 17 Feb 18 J Matthews Completed 

 Therapeutic Products Bill: update of current situation and timeline Nov 17 Dec 2017 K Cook Completed 

 Health & Safety Workshop  Nov 17 Feb 2018 K Ajaria Completed 

 HPL AGM & annual report Board, Nov 17 Bd, Feb18 N Wanden Completed 

 ICT governance  Board, Sep 2017 Board, Nov 17 S Miller Completed 

 Master site plan – value of investment Board, May 2017 July 2017 N Wanden Completed 

 PNCC-MDHB Board hui arrangements Board, July 2017 22 Nov 2017, 
10am 

J Matthews Scheduled 

 Total performance payment to PHO Board, July 2017 September 2017 C Johnston Completed 

 EY review – cost of review Board, April 2017 July 2017 N Wanden Completed 

 EY review – how findings are to be advanced Board, April 2017 September 2017 N Wanden/K Cook Completed 

 Tararua community communication Board, May 2017 Board, July 17 C Johnston Completed 

 Detailed AP financial information Board, July 2017 FRAC, July 2017 N Wanden Completed 

 National Oracle System recommendation Board, Aug 2017 Board, Sep 2017 N Wanden Completed 

 Locality Plans, including diagram showing all MDHB plans and how they inter-
related 

Rpt, Aug 2017 November 2017 C Johnston Completed 

 DHB Operational Business Plan May 2017 November 2017 C Johnston Completed 

 Strategic Property Plan Workshop Aug 2017 28 Nov 2017 N Wanden Completed 

 Strategic Property Plan Nov 17 Dec 17 N Wanden Completed 

 Staff safety culture survey arrangements Sep 2017 Board, Dec 17 K Anjaria Completed 

 BetterBoards:  governance self-assessment results Nov 17 Dec 2017 D McKinnon Completed 

 National Oracle Solution:  update, including response to Board questions Nov 17 Dec 2017 N Wanden Completed 

 Strategic workshop for Board – arrangements Nov 17 Dec 2017 C Johnston & N Wanden Completed 

 Health Select Committee:  copy of completed questionnaire   March 18 C Johnston Completed 
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COPY TO: Administration 

MidCentral DHB 
Heretaunga Street 

PO Box 2056 
Palmerston North 4440 

Phone 
Fax 

+64 (6) 3508967 
+64 (6) 3550616 

For: 

X Decision 

Endorsement 

Noting 

To Board 

Author Manager, Administration & Governance Services 

Endorsed by Board Chairperson 
CEO 

General Manager, Finance & Corporate Services 

Date 28 March 2018 

Subject MDHB Board Members’ Expense Policy 

RECOMMENDATION 

It is recommended: 

that the MDHB’s Board Members’ Expense Policy be amended as follows 
with effect from 10 April 2018, and reviewed in three year’s time: 

 new title, being “MDHB’s Board and Committee Members’ Expense
Policy”;

 inclusion of additional responsibility of board and committee
members, being “members are responsible for determining what

portion of an expense relates to their MidCentral DHB role and noting
this rationale on their expense claim”;

 provision for submitting expense claims to be 10 weeks, with
provision that all expenses relating to a financial year are submitted in

that year;

 inclusion of new section, “Principles:  MidCentral DHB takes  a

principles-based approach, being that expenditure decisions:
o have a justifiable business purpose
o preserve impartiality

o are made with integrity
o are moderate and conservative, having regard to the circumstances;

o are made transparently, and
o are appropriate in all respects.
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The expectation is that the standard of travel, accommodation, meals 

and other expenses are modest and reflect the public service norm” 
 

 inclusion of provision for hospitality expenses, “The Board Chairperson 

may need to incur hospitality expenses when acting for or representing 
the Board. Should such a need arise, expenses are expected to be in 

keeping with the public service nature of the office. Reimbursement of 
such expenditure requires sign-off by the Chairperson, Finance, Risk & 
Audit Committee. Wherever practicable/appropriate, MidCentral DHB 

facilities should be used for providing hospitality to business 
stakeholders. It is not expected that other members will incur expenses 

for hospitality.  In the unusual event that such a need does arise (eg 
when formally acting on behalf of the Board or the Board Chairperson) 
this must be discussed in advance with the Board Chairperson and be 

specifically approved by the Board Chairperson” 
 

 inclusion of provision for communication expenses, “Telephone line 
rental is not reimbursed.  Members may claim for any significant 
telephone charges for calls that are required to be made for purposes 

related to the performance of their duties.  Claims must be 
accompanied by appropriate documentation.  Mobile phones will not be 

issued to Board members with the exception of the Chairperson.  The 
mobile telephone remains the property of the DHB and is only to be 
used for matters relating to the business of the Board. Where the 

Chairperson elects to use their personal cell phone for Board business, 
a portion of the operating fees shall be met by the Board.  Claims must 

be accompanied by appropriate documentation and the Chairperson’s 
assessment of what portion is DHB related.  Any IT equipment issued to 

members remains the property of MidCentral DHB and is only to be 
used for matters relating to the business of the Board.” 
 

 inclusion of a statement to clarify the need for GST receipts;  
 

 inclusion of a provision for professional membership fees, 
“Professional membership fees for members of the Board and its 
committees shall not be reimbursed by MidCentral DHB”; 

 
 inclusion of provision for legal expenses, “should a circumstance arise 

where a member seeks independent legal advice on issues concerning 
DHB business, this advice will be at the member’s own expense”; 
 

 amendment of members’ responsibilities to cover electric and hybrid 
motor vehicles, motor cycles and travel time, and removing the 

requirements around vehicle engine sizes; 
 

 amendment of Chairperson’s responsibilities to provide discretionary 

authority, “The Board Chairperson will have discretion to make 

determinations within the parameters of this policy, such as approving 

higher cost flexi-fare flights.   An annual summary of discretionary 
decisions will be provided to the Finance, Risk & Audit Committee for 

completeness.” 
 

 removal of the statements regarding Withholding Payments in respect 

of expense claims, and air points; 
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 use of the generic terms Chairperson and member; 

 
 inclusion of a definition of member;  

 

 amendment of the definition of “other committees” to reflect the 
Board’s current governance structure;  

 
 amendment of the definition of “statutory committees” to reflect the 

operating names used by MidCentral DHB;  

 
that the DHB’s Board Members’ Expense Policy be published on its 

website for public transparency;  
 
that the Board’s Chairperson seek Ministry of Health support for changing 

the fee payable to independent members from a daily one to an 
attendance fee; and, 

that it be noted that travel time for committee members is not payable 
given the daily fee arrangements in place. 

 

Strategic Alignment 

This report aligns to the DHB’s strategy and its key enabler “stewardship”.  It 

discusses an aspect of effective governance. 

 

Glossary 

DHB – District Health Board 
FRAC – Finance, Risk& Audit Committee 

IoD – Institute of Directors 
IRD – Inland Revenue Department 

IT – Information Technology 
MDHB – MidCentral District Health Board 
SSC – State Services Commission 
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1. PURPOSE 
 

This report discusses the policy the Board has in place to ensure Board and 
Committee members are reimbursed for actual and reasonable expenses incurred 

in carrying out their DHB role. 
 
The Board’s support for amendments to the Policy is sought. 

 
2. SUMMARY 

 
In line with best practice, the Board has established a policy regarding payment of 
Board and Committee member expenses. 

 
This policy is aligned to the Government’s Fees Framework and was last reviewed 

by the Board in 2015. 
 
The amended policy was considered by the FRAC and its feedback incorporated.  

This included use of the term “hospitality expenses”, amendment of the title to 
reflect it covers both Board and Committee members, clarification around travel 

time being applicable to committee members only, and a discretionary provision for 
the Board Chairperson.  The Committee also sought clarification that the $250 

meeting attendance fee payable for statutory and audit committees was a daily 
rate as stated in the report. This has been confirmed as correct by the Ministry of 
Health and State Services Commission. 

 
3. DISCUSSION  

 
3.1 Background 
 

The Board’s expense policy was established to ensure a consistent approach was 
taken to managing payment of expenses incurred by Board and Committee 

members, and that this was in line with Government guidelines. 
 
The policy is reviewed three-yearly. 

 
Since the last review, the following matters have been raised for consideration: 

 
 payment of professional membership fees 
 payment of travel expenses for those living locally 

 communication costs 
 payment of travel time 

 timeframe for submitting expense claims 
 
In undertaking this review, the policies of 14 other DHBs were considered.  (NB:  

four other DHBs did not respond, and Southern was excluded as a Commissioner 
arrangement in place).  The following documents were also utilised: 

 
 Cabinet Fees Framework 
 Office of the Auditor General’s Good Practice Guide – Controlling sensitive 

expenditure – guidelines for public entities 
 Inquiry into expenses incurred by Dr Ross Armstrong as Chairperson of three 

public entities 
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3.2 Sensitive Expenditure 
 

Board expenses are considered sensitive expenditure. 
 

The Office of the Auditor-General recommends a principles-based approach, being 
that expenditure decisions: 
 

 have a justifiable business purpose 
 preserve impartiality 

 are made with integrity 
 are moderate and conservative, having regard to the circumstances; 
 are made transparently, and 

 are appropriate in all respects. 
 

The Cabinet Fees Framework is set on a “fair but conservative basis to reflect a 
discount for the element of public service involved”. 
 

MidCentral DHB’s policy is in line with these principles but they are not explicitly 
contained in the policy. 

 
It is recommended that these principles be included in the DHB’s policy, and that 

the Policy be renamed the “MDHB’s Board and Committee Members’ Expense 
Policy” to reflect its scope. 
 

3.3 Current Policy 
 

MDHB’s policy was established to ensure Board/Committee members are 
appropriately recompensed for costs incurred in carrying out their roles and 
responsibilities.  This is in line with the Crown Entities Act 2004: 

 
 S48 Expenses of Members:  A member of a statutory entity is entitled, in 

accordance with the fees framework, to be reimbursed, out of the funds of 
the entity, for actual and reasonable travelling and other expenses incurred 
in carrying out his or her office as a member. 

 
The policy provides for the following. 

 
 Reimbursement of the use of private motor vehicles/motorcycles on Board 

related business at the IRD travel reimbursement rate in place at the beginning 

of each financial year. This is currently 0.73 cents per kilometre for petrol and 
diesel motor vehicles, 0.73 cents for hybrid vehicles, and 0.81 cents for electric 

vehicles. 
 
 Air travel, where required, at economy class rates. 

 
 The cost of hotel or motel accommodation when members are required to stay 

out of town.  Alternatively, if members elect to stay privately, a reasonable 
contribution on production of receipts but no accommodation allowance shall be 
made. 

 
 Indemnity insurance. 

 
The policy explicitly states that members will not be paid for time spent in travel to 
and from meetings or on board business.  Also, that child care expenses, and any 
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expenses members incur in the management of their business while they are on 
board business, such as locums or business overheads, shall not be paid. 

 
MDHB provides iPads for members for accessing electronic agendas and the 

monthly communication costs associated with these are met by the DHB.  Many 
members have taken up this offer. 
 

MidCentral DHB covers a wide geographical area. For practical purposes, the 
majority of Board events are based in Palmerston North where the DHB’s offices 

are located.  
 
Expenses for the 2016/17 year were $21,000.  Fees equated to $324,000. 

 
3.4 Travel Expenses  

 
It has been suggested that the Board give consideration to restricting the 
reimbursement of mileage for members who travel less than 10km on Board 

business on each occasion.   
 

This would impact some Palmerston North-based members. 
 

The Act provides for all members to be reimbursed for costs, regardless of where 
they reside. 
 

Some of MDHB’s members do not claim mileage.  Some claim only for trips out of 
the district, such as Masterton or Wellington. 

 
In line with the provisions of the Act, it is recommended that the policy remain 
unchanged.  This preserves impartiality. 

 
3.5 Professional Membership Fees 

 
It has been suggested that the Board consider supporting members, or at least the 
Chair and Deputy Chair, to be a member of the NZ Institute of Directors. 

 
Membership of this organisation was recommended by the previous Minister of 

Health as something DHB Chairs should consider. 
 
The IoD is recognised as the professional body for directors, and its purpose is 

“driving excellence in governance”. 
 

To 2017/18, IoD membership has been a personal decision and cost for members. 
 
Fees are approximately $500 per year per person, and the initial 

joining/membership fee is around $645. 
 

Previously, MidCentral DHB has explored the possibility of a corporate membership 
covering all members but this is not within the IoD’s ambit.  It requires individual 
membership.   

 
MidCentral DHB has a Training for Board Members’ policy.  In line with this, the 

DHB has periodically (generally once a term) funded an IoD course that is provided 
locally for all members.  
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All Central Region DHBs are now using the IoD governance self-assessment 
process. 

 
The issue is whether professional membership fees for members is a personal or 

business cost, and if it is considered a business cost, how much should the DHB 
contribute given the membership will also provide personal gain to the member. 
 

One of the other DHBs provides for membership payments in their Policy and 
another explicitly states they are not paid.  No DHB canvassed had reimbursed 

professional fees, with some stating this was considered a personal expense. 
 
Options that the Board may wish to consider are: 

 
 a contribution up to 50 percent of the cost, taking into consideration other 

directorships the member may have, and payable upon provision of a receipt 
 the status quo. 
 

If the Board elects to make a contribution, the Policy will need to clearly place 
responsibility on the member for stating what personal gain they would receive, 

taking into account their other roles and work.  
 

In line with the approach of other DHBs, it is recommended that these fees not be 
paid, ie the status quo. 
 

3.6 Communication Costs 
 

The DHB’s policy does not explicitly discuss communication expenses. 
 
Toll call costs have been paid in the past, and the Chair provided with a DHB-

owned cell phone if required.  With the change in telephone charging regimes in 
New Zealand, claims for toll calls have not been made for some years. 

 
Where a Chairperson elects to use their own cellphone, the cost of DHB related 
calls is a genuine business expense.  With the package deals now available, 

allocation of other operating expenses, such as monthly rental, is more difficult.  
These could be claimed as a business expense for IRD purposes. 

 
Cell phones are key communication tools for DHB Chairs, and there is a reliance on 
these from the Centre. 

 
With the move to electronic agendas, the DHB will provide Board Members an iPad 

for use as required.  This offer does not extend to Committee Members and they 
receive a hard copy agenda (unless they advise otherwise) as well.  The cost of the 
DHB-provided iPads are met by the DHB. 

 
It is recommend that provision be included in the Policy for communication costs 

along the following lines: 
 
 Communication Costs 

Telephone line rental is not reimbursed.  Members may claim for any 
significant telephone charges for calls that are required to be made for 

purposes related to the performance of their duties.  Claims must be 
accompanied by appropriate documentation. 
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Mobile phones will not be issued to Board members with the exception of the 
Chairperson.  The mobile telephone remains the property of the DHB and is 

only to be used for matters relating to the business of the Board. Where the 
Chairperson elects to use their personal cell phone for Board business, a 

portion of the operating fees shall be met by the Board.  Claims must be 
accompanied by appropriate documentation and the Chairperson’s 
assessment of what portion is DHB related. 

 
Any IT equipment issued to members remains the property of MidCentral 

DHB and is only to be used for matters relating to the business of the Board. 
 
3.7 Travel Time 

 
MidCentral DHB has been asked to consider paying travel time for committee 

members (non-Board members) who have to travel for several hours to attend 
meetings. 
 

The Cabinet fees framework provides for travel time at the Board’s discretion.  
However, in MidCentral DHB’s case this does not apply as members (both board 

and committee) are paid a daily rate for attending committee meetings, and the 
travel time provisions only apply to travel incurred during the business day. 

 
The advice of the Ministry of Health and State Services Commission was sought.  
Both have confirmed that the attendance fees of $250 per day fits the formula of 

the Fees Framework (paragraph 47) and is correct.  SSC also advise that this is 
being consistently applied across all DHBs, to the best of its knowledge. 

 
SSC also confirm that the fee paid to independent committee members is the same 
as that paid to board members.  The fee being paid to MidCentral DHB’s 

independent committee members of $250 per meeting is correct.   
 

SSC advises that as the fee is a daily fee, there are limited avenues available for an 
additional payment to be made to independent members who incur three hours or 
more travel to attend committee meetings. 

 
 Paragraphs 62 – 64 of the fees framework relate to travel time payments (see 

attached). Paragraph 64 states that “in considering payments for travelling 
time, the chair and servicing department need to consider issues of equity, …” 
The DHB could consider that the current payment arrangement is not equitable 

for all members. However, paragraph 62 could be seen to preclude any ‘equity’-
related payment in MidCentral DHB’s case as the payment would be for travel, 

and the travel would come under the daily fee.  
 

 MidCentral DHB could ask the Ministry of Health to accept a change to the 

committee fee from a daily fee to an attendance fee, for independent members 
only, or even more specifically, for out-of-town independent members.  This 

could then enable travel time to be paid (for travel over three-hours). 
 
Travel time is not paid by other DHBs canvassed.  Taranaki DHB’s policy is similar 

to MidCentral’s and explicitly states travel time is not paid.  One DHB advised it did 
not appoint committee members from outside its district to avoid this possibility. 

Two DHBs noted that some members travelled large distances, eg Kaikoura to 
Christchurch and within Northland. 
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It is recommended that MidCentral DHB’s Chairperson request the Ministry of 
Health to support a change in the fee for independent members, amending this 

from a daily rate to an attendance fee.   
 

To minimise the travel for members living outside the DHB’s region, MidCentral 
DHB books flights as required.  With the Chairperson’s support, flexi-fares, which 
have a higher cost, are booked to provide maximum flexibility for the member, 

enabling them to take the next available flight.  
 

A review of the Board’s committee structure is scheduled to occur this year.  The 
scheduling of meetings could be considered at that time to minimise travel time for 
members. 

 
The fees payable are set out in the information pack provided to prospective 

committee members.  In future, more information around fees, including the non-
payment of travel time, will be provided.  
 

3.8 Timeframe for Submitting Expense Claims 
 

Under the six-weekly meeting regime, some members are experiencing difficulties 
in meeting the recommended eight week timeframe for submitting expense claims. 

 
It is recommended this be extended to 10 weeks accordingly throughout the year, 
but that all expense claims relating to the financial year be submitted in that year 

wherever possible. 
 

3.9 Other Matters 
 
In reviewing other DHB’s policies, the following provisions were noted and it was 

considered it would be prudent to include them in MidCentral DHB’s policy. 
 

 Legal expenses: where a member seeks independent legal advice on DHB 
business, this is at their own cost. 

 

 Hospitality expenses:  provision for these costs to be met by the DHB where the 
Chairperson is required to entertain DHB guests. 

 
The Policy has also been updated to reflect the new committee structure, the use of 
Chairperson rather than Chairman, and the generic use of member with an 

appropriate definition. 
 

The Policy has also been updated to remove the requirement for members to 
identify the cc rating of their car now that the IRD rate is used which does not 
differentiate on engine.  The IRD rates does provide for electric and hybridvehicles 

and it is proposed the policy be amended to reflect the need for board members to 
identify if and when they are using an electric or hybrid car, or a motorcycle. 

 
The Finance Department advises the reference to Withholding Payments under the 
Income Tax Regulations is not required.  All expenses reimbursed are not taxable.  

It is proposed this be removed.  (NB:  withholding tax is applied to fees and 
honorarium in line with IRD requirements.) 

 
The Policy includes a statement that members are not to benefit from air points 
accumulated while on DHB business. This is very hard to eliminate, and it is 
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considered this matter is covered with the requirement that the cost effective 
travel option to be used. 

 
Discretionary authority for the Board Chairperson has been included in line with 

FRAC’s recommendation.  To ensure transparency, it is also recommended that 
FRAC be advised annually of the discretionary decisions made in general terms.  
 

3.10 centralAlliance Considerations 
 

If MidCentral DHB amends its policy regarding payment of travel time and 
professional fees, it will impact Whanganui DHB as regards shared membership. 
 

3.11 National Considerations 
 

All DHBs contacted indicated a conservative approach was taken to expenses, with 
generally just mileage claimed and accommodation where appropriate. 
 

3.12 Amended Policy 
 

A copy of the Policy is attached is with all proposed changes highlighted. 
 

4. RECOMMENDATION 

  

It is recommended: 

 
 that the MDHB’s Board Members’ Expense Policy be amended as follows 

with effect from 10 April 2018, and reviewed in three year’s time: 
 

 new title, being “MDHB’s Board and Committee Members’ Expense 

Policy”; 
 

 inclusion of additional responsibility of board and committee members, 
being “members are responsible for determining what portion of an 
expense relates to their MidCentral DHB role and noting this rationale on 

their expense claim”; 
 

 provision for submitting expense claims to be 10 weeks, with provision 
that all expenses relating to a financial year are submitted in that year; 
 

 inclusion of new section, “Principles:  MidCentral DHB takes  a 
principles-based approach, being that expenditure decisions: 

o have a justifiable business purpose 
o preserve impartiality 
o are made with integrity 

o are moderate and conservative, having regard to the circumstances; 
o are made transparently, and 

o are appropriate in all respects. 
The expectation is that the standard of travel, accommodation, meals 
and other expenses are modest and reflect the public service norm” 

 
 inclusion of provision for hospitality expenses, “The Board Chairperson 

may need to incur hospitality expenses when acting for or representing 
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the Board. Should such a need arise, expenses are expected to be in 
keeping with the public service nature of the office. Reimbursement of 

such expenditure requires sign-off by the Chairperson, Finance, Risk & 
Audit Committee. Wherever practicable/appropriate, MidCentral DHB 

facilities should be used for providing hospitality to business 
stakeholders. It is not expected that other members will incur expenses 
for hospitality.  In the unusual event that such a need does arise (eg 

when formally acting on behalf of the Board or the Board Chairperson) 
this must be discussed in advance with the Board Chairperson and be 

specifically approved by the Board Chairperson” 
 

 inclusion of provision for communication expenses, “Telephone line 

rental is not reimbursed.  Members may claim for any significant 
telephone charges for calls that are required to be made for purposes 

related to the performance of their duties.  Claims must be accompanied 
by appropriate documentation.  Mobile phones will not be issued to 
Board members with the exception of the Chairperson.  The mobile 

telephone remains the property of the DHB and is only to be used for 
matters relating to the business of the Board. Where the Chairperson 

elects to use their personal cell phone for Board business, a portion of 
the operating fees shall be met by the Board.  Claims must be 

accompanied by appropriate documentation and the Chairperson’s 
assessment of what portion is DHB related.  Any IT equipment issued to 
members remains the property of MidCentral DHB and is only to be used 

for matters relating to the business of the Board.” 
 

 inclusion of a statement to clarify the need for GST receipts;  
 

 inclusion of a provision for professional membership fees, “Professional 

membership fees for members of the Board and its committees shall not 
be reimbursed by MidCentral DHB”; 

 
 inclusion of provision for legal expenses, “should a circumstance arise 

where a member seeks independent legal advice on issues concerning 

DHB business, this advice will be at the member’s own expense”; 
 

 amendment of members’ responsibilities to cover electric and hybrid 
motor vehicles, motor cycles and travel time, and removing the 
requirements around vehicle engine sizes; 

 
 amendment of Chairperson’s responsibilities to provide discretionary 

authority, “The Board Chairperson will have discretion to make 

determinations within the parameters of this policy, such as approving 

higher cost flexi-fare flights.   An annual summary of discretionary 
decisions will be provided to the Finance, Risk & Audit Committee for 
completeness.” 

 
 removal of the statements regarding Withholding Payments in respect of 

expense claims, and air points; 
 

 use of the generic terms Chairperson and member; 

 
 inclusion of a definition of member;  
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 amendment of the definition of “other committees” to reflect the Board’s 
current governance structure;  

 
 amendment of the definition of “statutory committees” to reflect the 

operating names used by MidCentral DHB;  
 

that the DHB’s Board Members’ Expense Policy be published on its website 

for public transparency; 
 

that the Board’s Chairperson seek Ministry of Health support for changing 
the fee payable to independent members from a daily one to an attendance 
fee; and, 

 
that it be noted that travel time for committee members is not payable 

given the daily fee arrangements in place. 
 

 

 
 

 
Jill Matthews 

Manager 
Administration & Governance Services  
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MDHB’S BOARD & COMMITTEE MEMBERS’ EXPENSE POLICY 

Applicable to: Board Members, Statutory & 

Other Committee Members 

Issued by: Board 

Contact: Chairperson 

 
1. PURPOSE 

 
To ensure that Board/Committee Members are appropriately recompensed for 
costs incurred in carrying out their role and responsibilities. 
 

2. SCOPE 

 
This policy shall apply to Board Members of MidCentral District Health Board, 
members of the Board’s statutory committees and members of other committees. 
 

3. ROLES & RESPONSIBILITIES 

 
3.1 Board Chairperson 
 

The Board Chairperson is responsible for providing guidance on Board expense 
payments, and for determining “approved” functions.  
 
The Board Chairperson will approve expense claims submitted by Board 
Members. 
 
The Board Chairperson will have discretion to make determinations within the 
parameters of this policy, such as approving higher cost flexi-fare flights.   An 
annual summary of discretionary decisions will be provided to the Finance, Risk 
& Audit Committee for completeness. 

 
3.2 Board and Committee Members 
 

Members shall submit signed expense claims on the approved form Appendix. 
 
Members shall ensure that expense claims are supported by appropriate receipts, 
details of the date and name of function/meeting attended and the mileage 
incurred. Where travel time is being claimed members to provide details of the 
date and time of the travel undertaken. 
 
Members shall ensure that expense claims forms are submitted regularly, and 
within at least 10 weeks of the expense being incurred, and that all expenses 
relating to a financial year are submitted in that year. 
 
Members are responsible for any tax arrangements in respect of their DHB 
expenses. 
 
Members are responsible for determining what portion of an expense relates to 
their MidCentral DHB role and noting this rationale on their expense claim. 
 
Members are responsible for advising if they using an electric or hybrid car or 
motorcycle when carrying out their Board role.  Such advice to be provided if and 
as required, and as circumstances change. 
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The Chairperson of the Group Audit  Finance, Risk & Audit Committee will 
approve expense claims submitted by the Board Chairperson. 

 
3.3 Principal Administration Officer 
 

The Principal Administration Officer is responsible for processing expense 
claims in accordance with this Policy, and for maintaining a record of Board 
Members’ travel kilometres per year.  Any issues should be referred to the 
Chairperson for clarification. 
 
The Principal Administration Officer is responsible for making travel and 
accommodation arrangements for the Chairperson and other members attending 
DHB functions. 
 
The Principal Administration Officer is responsible for ascertaining the IRD 
travel reimbursement rates in effect at the beginning of each financial year and 
advising these to Board/Committee members. 
 

4. POLICY 
 
4.1 Principles 

 
MidCentral DHB takes  a principles-based approach, being that expenditure 
decisions: 

 have a justifiable business purpose 

 preserve impartiality 

 are made with integrity 

 are moderate and conservative, having regard to the circumstances; 

 are made transparently, and 

 are appropriate in all respects. 
 
The expectation is that the standard of travel, accommodation, meals and other 
expenses are modest and reflect the public service. 

 
4.2 General 

 
Expenses will be reimbursed when a member is responding to a Crown or 
MidCentral District Health Board initiated request for attendance. 
 
Members travelling to meetings or on board business (where the members are 
required to be away from their normal places of residence) are entitled to 
reimbursement of out of pocket travelling, meal and accommodation expenses 
actually and reasonably incurred.   
 
Standards of travel, accommodation, meals and other expenses are modest and 
appropriate to reflect public sector norms.  The criteria are based on what the 
“average person” would consider reasonable. 
 
In any situation where members are unclear as to their eligibility for 
reimbursement, they should obtain advice from the Board Chairperson. 
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All expense payments, except those paid directly by MidCentral DHB, shall be 
subject to the provision of The Income Tax (Withholding Payments) Regulations 
1979, and shall have 33% withholding tax deducted. 

 
4.3 Travel Time 

 
Board/Committee members are not paid for time spent in travel to and from 
meetings or on board business.  
 

4.4 Travel Expenses 

 
The specific mode of transport upon which reimbursement is made, must be a 
reasonable balance between cost to the DHB and the travel time spent for the 
Board/Committee Member. 
 
Where it is necessary to use air travel, the member must fly economy class.  The 
member should endeavour to secure the least-cost option for air travel. In 
accordance with the policy on Expenditure of a Discretionary Nature, no 
Board/Committee member should benefit from air points accumulated while on 
DHB business. 
 
Reimbursement for the use of private motor vehicles/motorcycles on Board 
related business will not be subject to tax deduction, and will be in accordance 
with the appropriate Inland Revenue Department travel reimbursement rate in 
place at the beginning of the DHB’s financial year. 
 
Private or rental vehicles should not be used where the cost is likely to exceed the 
cost of airline travel, unless special circumstances apply. 

 
Should use of a rental car be necessary for a member to attend meetings or 
conduct board business, budget size vehicles should be used where possible and 
practicable. 
 
Travel outside New Zealand requires approval by Board resolution. 

 
4.5 Accommodation 

 
The actual cost of accommodation at hotels and motels and the actual cost of 
breakfast and evening meals will be reimbursed on the presentation of receipts. 
 
The cost of in house videos or other entertainment will not be reimbursed.   
 
Tolls Telephone calls to home may be reimbursed provided they are kept to a 
reasonable level.  All non-business toll telephone calls on hotel telephones will 
not be reimbursed, and should be paid direct to the hotel at the time of 
discharge. 
 
Where a private credit card is used for payment of hotel accounts, the credit card 
receipt on its own is not sufficient as a receipt.  A GST receipt is required. 
 
A member who stays privately while on Board business, or to attend meetings, 
will not be paid an accommodation allowance but may be reimbursed for 
reasonable contribution on production of receipts.  If dining out, actual and 
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reasonable costs for a member’s evening and breakfast meals only will be 
reimbursed on presentation of receipts. 

 
4.6 Locum and Business Overheads 

 
Members shall not be paid for any expenses they incur in the management of 
their business while they are on Board business, including the use of locums or 
business overheads. 

 
4.7 Indemnity Insurance 

 
The DHB will effect insurance for members in relation to liability (other than 
criminal liability) for any act or omission in performance or intended 
performance of the Board’s functions and costs incurred in any proceeding 
relating to that liability or in any criminal proceedings (if those proceedings are 
successfully defended, or discontinued). 

 
4.8 Childcare Expenses 
 

Members will not be paid for child care expenses, except in exceptional 
situations such as attendance at meetings called at short notice. 

 
4.9 Communication Costs 

 
Telephone line rental is not reimbursed.  Members may claim for any significant 
telephone charges for calls that are required to be made for purposes related to 
the performance of their duties.  Claims must be accompanied by appropriate 
documentation. 
 
Mobile phones will not be issued to Board members with the exception of the 
Chairperson.  The mobile telephone remains the property of the DHB and is only 
to be used for matters relating to the business of the Board. Where the 
Chairperson elects to use their personal cell phone for Board business, a portion 
of the operating fees shall be met by the Board.  Claims must be accompanied by 
appropriate documentation and the Chairperson’s assessment of what portion is 
DHB related. 
 
Any IT equipment issued to members remains the property of MidCentral DHB 
and is only to be used for matters relating to the business of the Board. 
 

4.10 Hospitality Costs 
 
The Board Chairperson may need to incur hospitality expenses when acting for 
or representing the Board. Should such a need arise, expenses are expected to be 
in keeping with the public service nature of the office. Reimbursement of such 
expenditure requires sign-off by the Chairperson, Finance, Risk & Audit 
Committee. 
 
Wherever practicable and appropriate, MidCentral DHB facilities should be used 
for providing hospitality to business stakeholders. 
 
It is not expected that other members will incur expenses for hospitality.  In the 
unusual event that such a need does arise (eg when formally acting on behalf of 
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the Board or the Board Chairperson) this must be discussed in advance with the 
Board Chairperson and be specifically approved by the Board Chairperson. 
 

4.11 Professional Membership Fees 
 
 Professional membership fees for members of the Board and its committees shall 

not be reimbursed by MidCentral DHB. 
 
4.12 Legal Expenses 
 

Should a circumstance arise where a member seeks independent legal advice on 
issues concerning DHB business, this advice will be at the member’s own 
expense. 
 

5. DEFINITION 

 
Statutory Committees are those three committees established in accordance 
with the NZ Public Health & Disability Act 2000, being the Hospital Advisory 
Committee (operating as the Quality & Excellence Advisory Committee),  the 
Community & Public Health Advisory Committee and the Disability Support 
Advisory Committee (operating jointly as the Healthy Communities Advisory 
Committee). 
 
Other Board Committees are those committees established by the Board, 
being the Finance, Risk & Audit Committee, the Enable New Zealand 
Governance Group, the Remuneration Committee, the Clinical and Consumer 
Councils and such other committees as the Board may establish from time to 
time and nominate for coverage of this policy. 
 
Financial year – the year will commence on 1 July ending 30 June of each year 
 
Member – a member of the Board, or of the other Board Committees as defined 
in this policy.  
  

6. RELATED MDHB DOCUMENTS 
 
MDHB-1988 Expenditure of a Discretionary Nature [Policy] 
Guidelines for Board Members, November 2001  
 

7. FURTHER INFORMATION / ASSISTANCE 

 
Chairperson 
Chief Executive Officer 
Manager, Administration & Governance Services 
 

8. APPENDICES 
 
Expense Claim Form for Board Member 
 

9. KEYWORDS 
 
Expenses, Fees 
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Appendix 
 

MidCentral District Health Board 
 

BOARD MEMBERS’ EXPENSE CLAIM FORM 
 
Name:  
 
 

      

Expenses incurred during the month 
of: 

   

(All claims to be supported by a tax invoice as appropriate) 
 
 

 
 

   
 

  

1.  $ 

   

2.  $ 

   

3.  $ 

   

4.  $ 

   

5.  $ 

   

6.  $ 

   
       
TOTAL EXPENSES    $  
 
 

      

Signed by Board Member:     
       
Checked by PAO:   
 
 
Approved for Payment by Chair: 

 
 
 

 

 
 

      

MDHB\BoardExpenseform 
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For: 

Decision 

√ Approval 

√ Noting 

To MidCentral District Health Board 

Author Neil Wanden, General Manager, Finance & Corporate Services 

Endorsed by Chief Executive 

Finance, Risk and Audit Committee 

Date 27 March 2018 

Subject EXTERNAL AUDIT – ENGAGEMENT LETTER AND AUDIT 
PLAN 

RECOMMENDATION 

It is recommended that the Board: 

 note that the audit engagement letter was endorsed by FRAC 13 March.
 note the audit planning report included with the engagement letter;

 approve the audit engagement letter; and
 approve that the Chair sign the audit engagement letter on behalf of

the Board.

Strategic Alignment 

This report is aligned to the DHB’s strategy and key enabler “Stewardship” it 
discusses an aspect of effective governance. 

Glossary 

FRAC  Finance, Risk and Audit Committee 
MDHB MidCentral District Health Board 

COPY TO: Finance & Corporate Services 
MidCentral DHB 

Heretaunga Street 
PO Box 2056 

Palmerston North 4440 
Phone 

Fax 
+64 (6) 350 8911 
+64 (6) 355 0616 
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1. PURPOSE 
 

The purpose of this report is to seek Board approval of the audit engagement letter 
and authorisation for the Board Chairperson to sign the letter on the Board’s 

behalf.  The audit planning report that is included with the letter was endorsed by 
FRAC 13 March 2018.   
 

2. BACKGROUND 
 

Deloitte have been appointed by the Office of the Audit-General to conduct the 
audit of MidCentral DHB to the end of the 2017/18 financial year. The Board 
approved the audit fees for that period at their December 2014 meeting.  

 
The attached audit engagement letter for the 2017/18 audit outlines the terms of 

the audit and the responsibilities of the auditors and the Board. Board approval of 
the engagement letter is sought, together with authority for the Board Chair to sign 
this on its behalf.  The letter content is consistent with prior years and 

management consider the terms of engagement appropriate. 
 

The attached Planning Report from Deloitte includes all the planning matters 
arising from their audit of the financial information and non-financial information 

that they consider appropriate for the attention of the Committee. This includes the 
audit scope and the key areas of focus.  
 

Three new areas of focus are the Statement of Service Performance, Progression of 
the Regional Health Informatics Programme and the National Oracle System. The 

remaining four areas were also in the previous year’s audit plan. No approval of 
this report is sought.  
 

The annual audit timeline is consistent with prior years and enables the accounts to 
be signed by the statutory deadline of 31 October. The interim audit is scheduled 

for the week beginning 18 June and the final audit for the two weeks beginning 23 
July.  
 

3. RECOMMENDATION 
 

It is recommended that the Board: 
 

note that the audit engagement letter was endorsed by FRAC 13 March;  

note the audit planning report included with the engagement letter 
approve the audit engagement letter; and, 

approve that the Chair sign the audit engagement letter on behalf of the   
Board. 

 
 
 

 
 

Neil Wanden 
General Manager, Finance & Corporate Services 

207



Deloitte 
24 Anzac Parade 
Hamilton East 
Hamilton 3216 
 
PO Box 17 
Waikato Mail Centre 
Hamilton 3240 
New Zealand 
 
Tel:  +64 7 838 4800 
Fax:  +64 7 838 4810 
www.deloitte.co.nz 

 

Deloitte refers to one or more of Deloitte Touche Tohmatsu Limited, a UK private company limited by guarantee (“DTTL”), its network of member firms, and 
their related entities. DTTL and each of its member firms are legally separate and independent entities. DTTL (also referred to as “Deloitte Global”) does not 
provide services to clients. Please see www.deloitte.com/about for a more detailed description of DTTL and its member firms. 

 

 27 February 2018 
 
 
The Chairperson 
MidCentral District Health Board 
PO Box 2056 
PALMERSTON NORTH 
 
Dear Chair, 
 
 
AUDIT ENGAGEMENT LETTER  
 
 
This audit engagement letter is sent to you on behalf of the Auditor-General who is the auditor of all 
“public entities”, including MidCentral District Health Board, under section 14 of the Public Audit Act 2001 
(the Act). The Auditor-General has appointed me, Melissa Youngson, using the staff and resources of 
Deloitte Limited, under section 32 and 33 of the Act, to carry out the annual audits of the MidCentral 
District Health Board’s financial statements and performance information. We will be carrying out this 
annual audit on the Auditor-General’s behalf, for the year ending 30 June 2018.  
 
This letter outlines:  
- the terms of the audit engagement and the nature, and limitations, of the annual audit; and  
- the respective responsibilities of the Board and me, as the Appointed Auditor, for the financial 

statements and performance information.  
 
The objectives of the annual audit are:  
- to provide an independent opinion on the Board’s financial statements and performance 

information; and  
- to report on other matters that come to our attention as part of the annual audit. Typically those 

matters will relate to issues of financial management and accountability.  
 
We will carry out the audit in accordance with the Auditor-General’s Auditing Standards, which 
incorporate the Professional and Ethical Standards and the International Standards on Auditing (New 
Zealand) issued by the New Zealand Auditing and Assurance Standards Board (collectively the Auditing 
Standards). The Auditing Standards require that we comply with ethical requirements, and plan and 
perform the annual audit to obtain reasonable assurance about whether the MidCentral District Health 
Board’s financial statements and performance information are free from material misstatement. The 
Auditing Standards also require that we remain alert to issues of concern to the Auditor-General. Such 
issues tend to relate to matters of financial management and accountability. 
 
Your responsibilities 
 
Our audit will be carried out on the basis that the Board acknowledges that it has responsibility for:  
- preparing the financial statements and performance information in accordance with any 

applicable legal requirements and financial reporting standards;  
- having such internal control as determined necessary to enable the preparation of financial 

statements and performance information that are free from material misstatement, whether due 
to fraud or error; and  

- providing us with:  
- access to all information relevant to preparing the financial statements and performance 

information such as records, documentation, and other information;  
- all other information, in addition to the financial statements and performance 

information, to be included in the annual report;  
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- additional information that we may request from the MidCentral District Health Board for 
the purpose of the audit; 

- unrestricted access to Board members and employees that we consider necessary; and  
- written confirmation concerning representations made to us in connection with the audit.  

 
The Board’s responsibilities extend to all resources, activities, and entities under its control. We expect 
that the Board will ensure: 
- the resources, activities, and entities under its control have been operating effectively and 

efficiently;  
- it has complied with its statutory obligations including laws, regulations, and contractual 

requirements;  
- it has carried out its decisions and actions with due regard to minimising waste; 
- it has met Parliament's and the public's expectations of appropriate standards of behaviour in 

the public sector in that it has carried out its decisions and actions with due regard to probity; 
and 

- its decisions and actions have been taken with due regard to financial prudence. 
 
We expect the Board and/or the individuals within the MidCentral District Health Board with delegated 
authority, to immediately inform us of any suspected fraud, where there is a reasonable basis that 
suspected fraud has occurred - regardless of the amount involved. Suspected fraud also includes 
instances of bribery and/or corruption. 
 
The Board has certain responsibilities relating to the preparation of the financial statements and 
performance information and in respect of financial management and accountability matters. These 
specific responsibilities are set out in Annex 1. Annex 2 contains some additional responsibilities relating 
to the health and safety of audit staff. We expect members of the Board to be familiar with those 
responsibilities and, where necessary, have obtained advice about them. 
 
The Board should have documented policies and procedures to support its responsibilities. It should also 
regularly monitor performance against its objectives. 
 
Our responsibilities 
 
Carrying out the audit 
 
We are responsible for forming an independent opinion on whether the financial statements of MidCentral 
District Health Board: 
 
- present fairly, in all material respects: 

- its financial position as at 30 June 2018; and 
- its financial performance and cash flows for the year then ended; 

- comply with generally accepted accounting practice in New Zealand in accordance with Public 
Benefit Entity Reporting Standards. 

 
We are also responsible for forming an independent opinion on whether the performance information of 
MidCentral District Health Board: 
 
- presents fairly, in all material respects, the performance for the year ended 30 June 2018, 

including: 
- its performance achievements as compared with forecasts included in the statement of 

performance expectations for the financial year; and 
- its actual revenue and expenses as compared with the forecasts included in the 

statement of performance expectations for the financial year. 
- complies with generally accepted accounting practice in New Zealand. 
 
An audit involves obtaining evidence about the amounts and disclosures in the financial statements and 
performance information. How we obtain this information depends on our judgement, including our 
assessment of the risks of material misstatement of the financial statements and performance 
information, whether due to fraud or error. An audit also includes evaluating the appropriateness of 
accounting policies and the reasonableness of accounting estimates, as well as evaluating the overall 
presentation of the financial statements and performance information.  
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We do not examine every transaction, nor do we guarantee complete accuracy of the financial statements 
and performance information. Because of the inherent limitations of an audit, together with the inherent 
limitations of internal control, there is an unavoidable risk that some material misstatements may not 
be detected, even though the audit is properly planned and performed in accordance with the Auditing 
Standards.  
 
During the audit, we obtain an understanding of internal control relevant to the audit in order to design 
audit procedures that are appropriate in the circumstances, but not for the purpose of expressing an 
opinion on the effectiveness of the Board’s internal controls. However, we will communicate to you in 
writing about any significant deficiencies in internal control relevant to the audit of the financial 
statements and performance information that we identify during the audit.  
 
During the audit, the audit team will: 
- be alert for issues of effectiveness and efficiency – in particular, how the Board and the District 

Health Board have carried out their activities;  
- consider laws and regulations relevant to the audit; 
- be alert for issues of waste – in particular, whether the Board obtained and applied the resources 

of the District Health Board in an economical manner, and whether any resources are being 
wasted;  

- be alert for issues of a lack of probity – in particular, whether the Board and the District Health 
Board have met Parliament's and the public's expectations of appropriate standards of behaviour 
in the public sector; and 

- be alert for issues of a lack of financial prudence. 
 
Our independence 
 
It is essential that the audit team and Deloitte Limited remain both economically and attitudinally 
independent of MidCentral District Health Board (the District Health Board) (including being independent 
of management personnel and members of the Board). This involves being, and appearing to be, free of 
any interest that might be regarded, whatever its actual effect, as being incompatible with the objectivity 
of the audit team and Deloitte Limited. 
 
To protect our independence, specific limitations are placed on us in accepting engagements with the 
Board other than the annual audit. We may accept certain types of other engagements, subject to the 
requirements of the Auditing Standards. Any other engagements must be the subject of a separate 
written arrangement between the Board and myself or Deloitte Limited. 
 
Reporting 
 
We will issue an independent audit report that will be attached to the financial statements and 
performance information. This report contains our opinion on the fair presentation of the financial 
statements and performance information and whether they comply with the applicable reporting 
requirements. The audit report may also include comment on other financial management and 
accountability matters that we consider may be of interest to the addressee of the audit report.  
 
We will also issue a management letter that will be sent to the Board. This letter communicates any 
matters that come to our attention during the audit that, in our opinion, are relevant to the Board. 
Typically those matters will relate to issues of financial management and accountability. We may also 
provide other management letters to the MidCentral District Health Board from time to time. We will 
inform the Board of any other management letters we have issued. 
 
The management letter is the basis of a letter sent to the Minister and a briefing report sent to the select 
committee about the results of our audit. 
 
Please note that the Auditor-General may publicly report matters that are identified in the annual audit, 
in keeping with section 21 of the Public Audit Act 2001. 
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Next steps 

Please acknowledge receipt of this letter and the terms of the audit engagement by signing the enclosed 
copy of the letter in the space provided and returning it to me. The terms will remain effective until a 
new Audit Engagement Letter is issued. 

If you have any questions about the audit generally, or have any concerns about the quality of the audit, 
you should contact me as soon as possible. If after contacting me you still have concerns, you should 
contact the Director of Auditor Appointments at the Office of the Auditor-General on (04) 917 1500.  

If you require any further information, or wish to discuss the terms of the audit engagement further 
before replying, please do not hesitate to contact me.  

Yours sincerely 

Melissa Youngson  
for Deloitte Limited  
On behalf of the Auditor-General 

I acknowledge the terms of this engagement and that I have the required authority on behalf of the 
Board.  

Signature: 

Name: ………………………………………………………. 

Title: ………………………………………………………... Date: ……………………. 
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Annex 1 – Respective specific responsibilities of the Board and the Appointed Auditor 
 
Responsibilities for the financial statements and performance information 
Responsibilities of the Board Responsibilities of the Appointed Auditor 
You are required by legislation to prepare financial 
statements and performance information in accordance 
with legal requirements and financial reporting standards. 
 
You must also ensure that any accompanying information 
in the annual report is consistent with that reported in the 
audited financial statements and performance 
information. 
 
You are required by legislation to prepare the financial 
statements and performance information and provide that 
information to us before the statutory reporting deadline. 
It is normal practice for you to set your own timetable to 
comply with statutory reporting deadlines. To meet the 
reporting deadlines, we are dependent on receiving the 
financial statements and performance information ready 
for audit and in enough time to enable the audit to be 
completed. "Ready for audit" means that the financial 
statements and performance information have been 
prepared in accordance with legal requirements and 
financial reporting standards, and are supported by proper 
accounting records and complete evidential 
documentation. 
 

We are responsible for carrying out an annual audit, on 
behalf of the Auditor-General. We are responsible for 
forming an independent opinion on whether the financial 
statements: 
 
- present fairly, in all material respects: 

- the financial position as at 30 June 
2018; and 

- the financial performance and cash 
flows for the year then ended; 

- comply with generally accepted accounting 
practice in New Zealand in accordance with Public 
Benefit Entity Reporting Standards. 

 
We are also responsible for forming an independent 
opinion on whether the performance information: 
 
- presents fairly, in all material respects, the 

performance for the year ended 30 June 2018, 
including: 
- the performance achievements as 

compared with forecasts included in the 
statement of  performance expectations 
for the financial year; and 

- the actual revenue and expenses as 
compared with the forecasts included in 
the statement of performance 
expectations for the financial year. 

- complies with generally accepted accounting 
practice in New Zealand 

 
We will also read the other information accompanying the 
financial statements and performance information and 
consider whether there are material inconsistencies with 
the audited financial statements and performance 
information. 
 
Materiality is one of the main factors affecting our 
judgement on the areas to be tested and on the timing, 
nature, and extent of the tests and procedures performed 
during the audit. In planning and performing the annual 
audit, we aim to obtain reasonable assurance that the 
financial statements and performance information do not 
have material misstatements caused by either fraud or 
error. Material misstatements are differences or omissions 
of amounts and disclosures that, in our judgement, are 
likely to influence the audit report addressee’s overall 
understanding of the financial statements and 
performance information. 
 
If we find material misstatements that are not corrected, 
they will be referred to in the audit opinion. The Auditor-
General's preference is for you to correct any material 
misstatements and avoid the need for them to be referred 
to in the audit opinion. 
 
An audit also involves evaluating: 
- the appropriateness of accounting policies used 

and whether they have been consistently 
applied; 

- the reasonableness of the significant accounting 
estimates and judgements made by those 
charged with governance; 

- the appropriateness of the content and 
measures in any performance information; 
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Responsibilities for the financial statements and performance information 
Responsibilities of the Board Responsibilities of the Appointed Auditor 

- the adequacy of the disclosures in the financial 
statements and performance information; and 

- the overall presentation of the financial 
statements and performance information. 

 
We will ask you for written confirmation of representations 
made about the financial statements and performance 
information. In particular, we will seek confirmation that: 
- the adoption of the going concern basis of 

accounting is appropriate;  
- all material transactions have been recorded 

and are reflected in the financial statements and 
performance information;  

- all instances of non-compliance or suspected 
non-compliance with laws and regulations have 
been disclosed to us; and  

- uncorrected misstatements noted during the 
audit are immaterial to the financial statements 
and performance information.  

 
Any representation made does not in any way reduce our 
responsibility to perform appropriate audit procedures and 
enquiries. 
 
We will ensure that the annual audit is completed by the 
reporting deadline or, if that is not practicable because of 
the non-receipt or condition of the financial statements 
and performance information, or for some other reason 
beyond our control, as soon as possible after that. 
 
The work papers that we produce in carrying out the audit 
are the property of the Auditor-General. Work papers are 
confidential to the Auditor-General and subject to the 
disclosure provisions in section 30 of the Public Audit Act 
2001. 
 

 
Responsibilities for the accounting records 
Responsibilities of the Board Responsibilities of the Appointed Auditor 
You are responsible for maintaining accounting and other 
records that: 
- correctly record and explain the transactions of 

the public entity;  
- enable you to monitor the resources, activities, 

and entities under your control;  
- enable the public entity's financial position to be 

determined with reasonable accuracy at any 
time;  

- enable you to prepare financial statements and 
performance information that comply with 
legislation (and that allow the financial 
statements and performance information to be 
readily and properly audited); and  

- are in keeping with the requirements of the 
Commissioner of Inland Revenue. 

 

We will perform sufficient tests to obtain reasonable 
assurance as to whether the underlying records are 
reliable and adequate as a basis for preparing the financial 
statements and performance information. 
 
If, in our opinion, the records are not reliable or accurate 
enough to enable the preparation of the financial 
statements and performance information and the 
necessary evidence cannot be obtained by other means, 
we will need to consider the effect on the audit opinion. 
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Responsibilities for accounting and internal control systems 
Responsibilities of the Board Responsibilities of the Appointed Auditor 
You are responsible for establishing and maintaining 
accounting and internal control systems (appropriate to 
the size of the public entity), supported by written 
policies and procedures, designed to provide reasonable 
assurance as to the integrity and reliability of financial 
and - where applicable - performance information 
reporting. 

The annual audit is not designed to identify all significant 
weaknesses in your accounting and internal control 
systems. We will review the accounting and internal 
control systems only to the extent required to express an 
opinion on the financial statements and performance 
information. 
 
We will report to you separately, on any significant 
weaknesses in the accounting and internal control 
systems that come to our notice and that we consider may 
be relevant to you. Any such report will provide 
constructive recommendations to assist you to address 
those weaknesses. 
 

 
Responsibilities for preventing and detecting fraud and error 
Responsibilities of the Board Responsibilities of the Appointed Auditor 
The responsibility for the prevention and detection of 
fraud and error rests with you, through the 
implementation and continued operation of adequate 
internal control systems (appropriate to the size of the 
public entity) supported by written policies and 
procedures. 
 
We expect you to formally address the matter of fraud, 
and formulate an appropriate policy on how to minimise 
it and (if it occurs) how it will be dealt with. Fraud also 
includes bribery and corruption. 
 
We expect you to consider reporting all instances of 
actual, suspected, or alleged fraud to the appropriate law 
enforcement agency, which will decide whether 
proceedings for a criminal offence should be instituted. 
We expect you to immediately inform us of any suspected 
fraud where you, and/or any individuals within the 
MidCentral District Health Board with delegated authority 
have a reasonable basis that suspected fraud has 
occurred - regardless of the amount involved. 

We design our audit to obtain reasonable, but not 
absolute, assurance of detecting fraud or error that would 
have a material effect on the financial statements and 
performance information. We will review the accounting 
and internal control systems only to the extent required 
for them to express an opinion on the financial statements 
and performance information, but we will: 
- obtain an understanding of internal control and 

assess its ability for preventing and detecting 
material fraud and error; and  

- report to you any significant weaknesses in 
internal control that come to our notice.  

 
We are required to immediately advise the Office of the 
Auditor-General of all instances of actual, suspected, or 
alleged fraud. 
 
As part of the audit, you will be asked for written 
confirmation that you have disclosed all known instances 
of actual, suspected, or alleged fraud to us. 
  
If we become aware of the possible existence of fraud, 
whether through applying audit procedures, advice from 
you, or management, or by any other means, we will 
communicate this to you with the expectation that you will 
consider whether it is appropriate to report the fraud to 
the appropriate law enforcement agency. In the event that 
you do not report the fraud to the appropriate law 
enforcement agency, the Auditor-General will consider 
doing so, if it is appropriate for the purposes of protecting 
the interests of the public. 
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Responsibilities for compliance with laws and regulations 
Responsibilities of the Board Responsibilities of the Appointed Auditor 
You are responsible for ensuring that the public entity has 
systems, policies, and procedures (appropriate to the 
size of the public entity) to ensure that all applicable 
legislative, regulatory, and contractual requirements that 
apply to the activities and functions of the public entity 
are complied with. Such systems, policies, and 
procedures should be documented. 

We will obtain an understanding of the systems, policies, 
and procedures put in place for the purpose of ensuring 
compliance with those legislative and regulatory 
requirements that are relevant to the audit. Our 
consideration of specific laws and regulations will depend 
on a number of factors, including: 
 
- the relevance of the law or regulation to the audit; 
- our assessment of the risk of non-compliance; 
- the impact of non-compliance for the addressee of the 

audit report 
 
The way in which we will report instances of non-
compliance that come to our attention will depend on 
considerations of materiality or significance. We will report 
to you and to the Auditor-General all material and 
significant instances of non-compliance. 
 
We will also report to you any significant weaknesses that 
we observe in internal control systems, policies, and 
procedures for monitoring compliance with laws and 
regulations. 
 

 
Responsibilities to establish and maintain appropriate standards of conduct and personal integrity 
Responsibilities of the Board Responsibilities of the Appointed Auditor 
You should at all times take all practicable steps to ensure 
that your members and employees maintain high 
standards of conduct and personal integrity. You should 
document your expected standards of conduct and 
personal integrity in a "Code of Conduct" and, where 
applicable, support the “Code of Conduct” with policies 
and procedures. 
 
The expected standards of conduct and personal integrity 
should be determined by reference to accepted "Codes of 
Conduct" that apply to the public sector. 

We will have regard to whether you maintain high 
standards of conduct and personal integrity – particularly 
in matters relating to financial management and 
accountability. Specifically, we will be alert for significant 
instances where members and employees of the public 
entity may not have acted in accordance with the 
standards of conduct and personal integrity expected of 
them. 
 
The way in which we will report instances that come to our 
attention will depend on significance. We will report to you 
and to the Auditor-General all significant departures from 
expected standards of conduct and personal integrity that 
come to our attention during the audit. 
 
The Auditor-General, on receiving a report from us, may, 
at his discretion and with consideration of its significance, 
decide to conduct a performance audit of, or an inquiry 
into, the matters raised. The performance audit or inquiry 
will be subject to specific terms of reference, in 
consultation with you. Alternatively, the Auditor-General 
may decide to publicly report the matter without carrying 
out a performance audit or inquiry. 
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Responsibilities for conflicts of interest and related parties 
Responsibilities of the Board Responsibilities of the Appointed Auditor 
You should have policies and procedures to ensure that 
your members and employees carry out their duties free 
from bias. 
 
You should maintain a full and complete record of related 
parties and their interests. It is your responsibility to 
record and disclose related-party transactions in the 
financial statements and performance information in 
accordance with generally accepted accounting practice. 

To help determine whether your members and employees 
have carried out their duties free from bias, we will review 
information provided by you that identifies related parties, 
and will be alert for other material related-party 
transactions. Depending on the circumstances, we may 
enquire whether you have complied with any statutory 
requirements for conflicts of interest and whether these 
transactions have been properly recorded and disclosed in 
the financial statements and performance information. 
 

 
 

Responsibilities for publishing the audited financial statements on a website 
Responsibilities of the Board Responsibilities of the Appointed Auditor 
You are responsible for the electronic presentation of the 
financial statements and performance information on the 
public entity's website. This includes ensuring that there 
are enough security and controls over information on the 
website to maintain the integrity of the data presented. 
 
If the audit report is reproduced in any medium, you 
should present the complete financial statements, 
including notes, accounting policies, and any other 
accountability statements. 
 

Examining the controls over the electronic presentation of 
audited financial statements and performance 
information, and the associated audit report, on your 
website is beyond the scope of the annual audit. 
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Annex 2 – Health and safety of audit staff 
 
The Auditor-General and Audit Service Providers take seriously their responsibility to provide a safe 
working environment for audit staff. Under the Health and Safety at Work Act 2015 we need to make 
arrangements with you to keep our audit staff safe while they are working at your premises. We expect 
you to provide a safe work environment for our audit staff. This includes providing adequate lighting and 
ventilation, suitable desks and chairs, and safety equipment, where required. We also expect you to 
provide them with all information or training necessary to protect them from any risks they may be 
exposed to at your premises. This includes advising them of emergency evacuation procedures and how 
to report any health and safety issues. 
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We have prepared this report solely for the use of the Committee
and it would be inappropriate for this report to be made available
to third parties. If such a third party were to obtain a copy without
our prior written consent, we would not accept responsibility for
any reliance that they might place on it.

We would like to take this opportunity to extend our appreciation
to management and staff for their assistance and cooperation
during the course of our audit to date.

Yours faithfully

Melissa Youngson
for Deloitte Limited
On behalf of the Auditor-General

27 February 2018

The Finance Risk and Audit Committee Members
MidCentral District Health Board
PO Box 2056
PALMERSTON NORTH

Dear Committee Members

Planning Report to the Finance Risk and Audit Committee 
for the year ending 30 June 2018

In accordance with our normal practice, we include in the attached
report all planning matters arising from our audit of the financial
statements and non-financial performance information of
MidCentral District Health Board (“MidCentral DHB”) for the year
ending 30 June 2018 which we consider appropriate for the
attention of the Finance Risk and Audit Committee (“the
Committee”).

We look forward to the Committee meeting on 13 March 2018
where we will have the opportunity to discuss this report. In the
interim should you require clarification on any matter in this report
please do not hesitate to contact us.

This correspondence is part of our ongoing discussions as auditor
in accordance with our engagement letter dated 27 February 2018
and as required by auditing standards issued by the Auditor-
General that incorporate New Zealand auditing standards. The
ultimate responsibility for the preparation of the financial
statements and non-financial performance information rests with
the Board.

Deloitte refers to one or more of Deloitte Touche Tohmatsu Limited, a UK private company
limited by guarantee (“DTTL”), its network of member firms, and their related entities.
DTTL and each of its member firms are legally separate and independent entities. DTTL
(also referred to as “Deloitte Global”) does not provide services to clients. Please see
www.deloitte.com/about for a more detailed description of DTTL and its member firms.

Deloitte
24 Anzac Parade
Hamilton East
Hamilton 3216

PO Box 17
Waikato Mail Centre
Hamilton 3240
New Zealand

Tel:  +64 7 838 4800
Fax:  +64 7 838 4810
www.deloitte.co.nz
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Audit scope Our key audit objective is to obtain reasonable assurance to enable us to form and express an opinion on the
financial statements and non-financial performance information in accordance with the Public Audit Act 2001, the
Crown Entities Act 2004 and the Financial Reporting Act 2013.

The audit is to be completed under the terms of our contract with the Office of the Auditor-General (OAG) which
includes providing audit clearance to the OAG for the purpose of providing clearance on the Government Financial
Statements (FSG). We are required to report to the OAG any issues identified in relation to the audit.

Materiality levels are calculated on the basis of expenditure in accordance with OAG guidelines. We expect
materiality based on expected results for the year to be $6.5 million (2017: $6.2 million). We will report to the Audit
Committee on all unadjusted misstatements greater than $0.3 million (2017: $0.3 million) and other misstatements
where they are qualitatively material.

Areas of focus The areas of focus, which we have identified as part of our overall audit strategy are:

1. Carrying value of land and buildings

2. Procurement and Contract Management

3. Earnings Management

4. Statement of Service Performance

5. Progression of Regional Health Informatics Programme

6. Progression of National Oracle Solution

7. Public Sector specific procedures

Internal controls Our audit approach requires us to obtain an understanding of an entity’s internal controls, sufficient to identify and 
assess the risks of material misstatement of the financial statements whether due to fraud or error.

Executive summary 220



4HomeAudit scope Internal
controls

Areas 
of focus AppendicesOther 

communications
Executive 
summary Timetable Our team

Other 
communications

Various matters are communicated in accordance with the requirements of New Zealand auditing standards:

Timetable The approximate expected timing of our reporting and communication with the Finance Risk and Audit Committee. 

This years timetable has been outlined in the “Timetable” section of this report. 

Our team Our audit engagement team is outlined on page 16. 

Appendices Appendix A: Summary of prior year unadjusted differences

Executive summary - continued

• Independence

• Professional fees/Relationships

• Consideration of fraud

• Management override of controls
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Purpose of report 
This report has been prepared for MidCentral District Health Board’s
Finance Risk and Audit Committee (“the Committee”) and is part of
our ongoing discussions as auditor in accordance with our
engagement letter dated 27 February 2018 and as required by
auditing standards issued by the Auditor-General that incorporate
New Zealand auditing standards. This report includes only those
matters that have come to our attention as a result of performing our
audit procedures to date and which we believe are appropriate to
communicate to the Committee. The ultimate responsibility for the
preparation of the financial statements and non-financial performance
information rests with the Board.

Responsibilities

We are responsible for conducting an audit of MidCentral District
Health Board (“MidCentral DHB”) for the year ending 30 June 2018 in
accordance with auditing standards issued by the Auditor-General that
incorporate New Zealand auditing standards issued by the NZ Auditing
and Assurance Standards Board. Our audit is performed pursuant to
the requirements of the Public Audit Act 2001, the Crown Entities Act
2004 and the Financial Reporting Act 2013, with the objective of
forming and expressing an opinion on the financial statements and
non-financial performance information that have been prepared by
management with the oversight of the Board. The audit of the
financial statements and non-financial performance information does
not relieve management or the Board of their responsibilities.

The audit is to be completed under the terms of our contract with the
Office of the Auditor-General (OAG) which includes providing audit
clearance to the OAG for the purpose of the Government Financial
Statements (FSG).

Audit scope
Materiality

We consider materiality primarily in terms of the magnitude of
misstatement in the financial statements that in our judgement would
make it probable that the economic decisions of a reasonably
knowledgeable person would be changed or influenced (the
‘quantitative’ materiality). In addition, we also assess whether other
matters that come to our attention during the audit would in our
judgement change or influence the decisions of such a person (the
‘qualitative’ materiality). We use materiality both in planning the
scope of our audit work and in evaluating the results of our work.

For the 2018 financial statements, we have used the budgeted
expenditure of $649 million as the benchmark for our planning
materiality assessment.

We have applied 1% (2017: 1%) to this benchmark to determine a
planning materiality of $6.5 million (2017: $6.2 million). This
percentage takes into account our knowledge of the company, our
assessment of audit risks and the reporting requirements for the
financial statements.

Our materiality will be re-assessed at year end based on actual
expenditure to ensure that this level remains appropriate.

The extent of our procedures is not based on materiality alone but
also on the quality of systems and controls in preventing material
misstatement in the financial statements, and the level at which
known and likely misstatements are tolerated by you in the
preparation of the financial statements.
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Areas of focus 
Audit risk

Our audit scope and approach emphasises careful planning and risk
assessment to respond promptly to the risk of material misstatement,
including engagement risk, significant risk and fraud risk factors. This
approach helps to minimise year-end surprises and enhances the
effectiveness of our audit.

Rather than treating all business activities as if they present equal
risk, our procedures are designed to focus more attention on
significant risk areas.

The following tables summarise our preliminary assessment of:
• the significant risks of material misstatement for our audit whether

due to fraud or error; and
• other matters of significance which have not been identified as

significant audit risks.

We continually update our risk assessment as we perform our audit
procedures, so our areas of audit focus may change. We will report to
you on any significant changes to our assessment as part of our final
report to the Committee.

These areas of audit focus were identified as a result of:
• the risk assessment process undertaken during the planning phase

of our engagement;
• our understanding of the business risks faced by MidCentral DHB;
• discussions with management during the course of our audit;
• the significant risks and uncertainties previously reported in the

annual report and financial statements;
• The NZ PBE IPSAS 1 critical accounting estimates previously

reported in the annual report and financial statements;
• our assessment of materiality;
• the changes that have occurred in the business and the

environment it operates in since the last annual report and financial
statements; and

• our ongoing correspondence with the OAG, including training,
meeting attendance and public sector notifications.

Based on our initial assessment, we will concentrate specific audit
effort on the areas detailed below.
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Areas of focus - continued

Audit risk Significant risk Fraud risk Planned controls testing
approach

Level of management 
judgement
required

Revenue recognition – ACC OE

Management override of 
controls OE

Area of focus Significant risk Fraud risk Planned controls testing
approach

Level of management 
judgement
required

Carrying value of land and 
buildings OE

Procurement and Contract 
Management N/A

Earnings Management D+I

Statement of Service 
Performance D+I

Progression of Regional Health 
Informatics Programme N/A

Progression of National Oracle 
Solution N/A

Public Sector specific 
procedures D+I

D+I: Testing of the design and implementation of key controls
OE: Testing of the operating effectiveness of key controls

Level of management judgement required 

Low High
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Audit risk and proposed audit response

Areas of focus - continued

Land and buildings are carried at fair value with the last revaluation having
been performed at 30 June 2015. A full valuation is planned for 30 June
2018 in accordance with the planned revaluation timetable.

At each reporting date, MidCentral DHB must assess whether there are
indicators that make it likely that the carrying values of the land and
buildings differ materially from that which would be determined using fair
value at the end of the reporting period. Where this occurs a revaluation
should be undertaken.

Management make this assessment based on a number of factors including
engaging a quantity surveyor to undertake a review of the key
assumptions that may affect the fair value of land and buildings.

Our audit procedures will include:

• Assessing the work performed by management to determine whether the
fair value approximates the carrying value;

• Performing sensitivity analysis on the key assumptions in determining
the fair value of land and buildings; and

• Assessing and challenging as appropriate management’s overall
conclusions.

Carrying value of land and buildings

Procurement and Contract Management

The proposed theme for the 2018/19 work programme for the Officer of
the Auditor-General (OAG) is “Procurement and contract management”.
Given the amount that DHBs spend on buildings, equipment and services
from third parties, procurement is particularly significant for the sector.

Procurement continues to change in the health sector, particularly in
relation to shared procurement functions. In light of this, it is important
that MidCentral DHB keep their policies for procurement and contract
management up to date to reflect ongoing changes. Responsibility also lies
with MidCentral DHB to ensure the effectiveness and efficiency of their
procurement and contract management practices.

As part of our audit work we will update our understanding of the procurement
and contract management practices and policies employed by MidCentral DHB.

We will also keep Management up to date with the development of national
procurement activities and how these impact the DHB.

Audit response

Audit response
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Audit risk and proposed audit response - continued

Areas of focus - continued

We understand DHB’s operate in a tight financial environment and face
the risks posed by increasing costs and are under considerable pressure
to “live within their means”.

In the 2016/17 financial year, MidCentral DHB reported a profit of $0.7
million. The 2017/18 Annual Plan approved by the Ministry indicated that
MidCentral DHB has budgeted a deficit of $3.8 million. To date the DHB is
tracking behind budget. As such, the DHB continues to work with the
Ministry under a monitoring programme.

Across the sector there has been a greater focus on earnings
management. Under these types of pressures the OAG has noted that
some DHBs might manage towards a desired financial result and accept
incorrect accounting treatments for revenue and expenditure to achieve
this. This included DHBs accruing expenses inappropriately and/or not
accounting for revenue and revenue in advance as required by PBE
Accounting Standards to conceal the true reflection of their financial
performance for the year.

We note that within the 2017/18 Annual Plan MidCentral DHB is forecasting an
operating deficit on the basis of revenue increases but expenditure has
increased at a higher rate.

As part of our audit, we will continue to review how MidCentral DHB is tracking
against budget and obtain from management an understanding of how the
monitoring with the Ministry is progressing. This will be done through ongoing
communication with management and audit procedures performed.

From past audits, no indicators have come to our attention to suggest incorrect
accounting treatments that would impact significantly on MidCentral DHB’s
financial performance. We will pay close attention to accruals and the
application of PBE Accounting Standards for revenue and revenue in advance to
ensure that the financial statements are a true reflection of their financial
performance for the year.

We will also assess managements estimates and judgements for any evidence
of bias reflecting a preferred financial result.

Earnings Management Audit response
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Audit risk and proposed audit response - continued

Areas of focus - continued

Progression of Regional Health Informatics Programme

The project has fallen behind schedule and project timelines are again
being extended. These delays have resulted in increase in the cost to
complete. The delays have largely been a result of difficulties encountered
in obtaining agreement across the relevant DHB’s involved in the project.

The roll-out of regional systems is also now being completed in an
incremental way meaning there will be delays in achieving a key aspect of
the project which is consolidated regional patient information being readily
available to support patient care.

We will keep abreast of developments within this project and will work with
management to consider any resulting accounting implications. As part of our
audit processes at year end we will complete a review of management’s
assessment of impairment, testing key assumptions used in the assessment
and will consider any resulting adjustments that may be required.

Non-financial performance reporting is essential for ensuring that public
entities are accountable to Parliament and the public. There is a clear link
between improving service performance information and reporting and
improving the effectiveness and efficiency of the public sector – both in
actual performance and in demonstrating it through better accountability.

During the current year, an informal consistency review was performed
across a number of DHB’s. While MidCentral’s non-financial performance
information meets all requirements, a number of suggestions for
improvement were made:

- Performance framework diagram should provide an accurate map/guide
to the way the performance report detail is organised;
- Distinguishing outputs from impacts; and
- Improving the presentation and readability of the report to be clearer to
the readers. As part of this, consideration should be given to the number
of measures and level of detail provided in the Annual Report.

As part of our audit, we will discuss with management the possibility of
implementing the suggestions made for the 2017/18 year end.

We will also discuss the option of still tracking the same amount of performance
measures but reporting in the Annual Report at a higher more aggregated level.

Audit responseStatement of Service Performance

Audit response
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Audit risk and proposed audit response - continued

Areas of focus - continued

1. Accounting for sensitive expenditure - included but not limited
to:

• Board fees and expenses (including compliance with the cabinet fees
framework);

• Sensitive expenditure (travel, entertainment…etc.);
• Severance payments; and
• Chairperson, Chief Executive and Senior Management expenditure

(reimbursements).

2. Policy and procedures in relation to fraud – the Board needs to
ensure that MidCentral DHB’s current fraud policy continues to be in place
and implemented by managers and employees.

3. Related party transactions and conflicts of interest – the Board
needs to ensure that there are appropriate procedures in place to identify
and manage conflicts of interest and that related party disclosures in the
financial statements are complete.

4. Legislative compliance – the Board needs to ensure that there are
appropriate procedures and policies in place to identify, mitigate and
prevent breaches of legislation.

During the course of the audit we will:

• Continue to remain alert to issues and risks related to effectiveness and
efficiency, waste and a lack of probity or financial prudence;

• Check that MidCentral DHB has a current fraud policy in place and test that
managers and employees know about the policy and its contents;

• Make enquiries about fraud with the Board and senior management;
• Test related party transactions and disclosures within the financial

statements; and
• Gain an understanding of the legislative compliance processes in place and

test key aspects of these procedures.

We will report any areas of concern to the Board and the OAG.

Public Sector specific procedures Audit response

Progression of National Oracle Solution

The National Oracle Solution (NOS) is the sector-approved programme to
enable the delivery of procurement benefits, and replaces DHBs’ ageing
finance and supply chain systems. The program to replace DHBs finance
and supply chains has suffered from a number of costly budget overruns
and delays. The go live dates for DHBs have been pushed back by a
number of years with MidCentral DHB now expected to go live in the
financial year ending 30 June 2021.

As a result of these delays and overruns there is uncertainty as to when
or if NOS will deliver on the expected outcomes of the project.
Considering this the investment held on the balance sheet for some of the
funding provided for this project needs to be assessed for impairment.

We will keep abreast of developments within this project and will work with
management to consider any resulting accounting implications. As part of our
audit processes at year end we will complete a review of management’s
assessment of impairment, testing key assumptions used in the assessment and
will consider any resulting adjustments that may be required.

Audit response
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Internal controls
Objective

Our audit approach requires us to obtain an understanding of an entity’s internal controls, sufficient to identify and assess the risks of material
misstatement of the financial statements whether due to fraud or error.

Obtaining an understanding of internal control relevant to the audit
Our audit approach includes an evaluation of the ‘design and implementation’ of internal controls at the entity level irrespective of whether or not
we plan to rely on internal controls in performing the audit. This is because an understanding of the internal control environment is fundamental
to our assessment of audit risk. In addition, we will evaluate the ‘operating effectiveness’ of internal controls at the business cycle level to rely on
these underlying controls to address the risk of material misstatement of the financial statements.

Our understanding of the internal controls environment will include reviewing controls as applicable in the following areas:
• Entity level controls;
• Controls over the financial reporting process;
• Controls over the payroll and expenditure processes; and
• Controls over the IT systems and environment.

The results of our work in obtaining an understanding of controls and any subsequent testing of the operational effectiveness of controls will be
collated and the impact on the extent of substantive audit testing required will be considered.

Our audit is not designed to provide assurance as to the overall effectiveness of the controls operating within MidCentral DHB, although we will
report to management any recommendations on controls that we may have identified during the course of our audit work.

Liaison with internal audit
The audit team will evaluate whether the work of the internal audit function can be used by assessing the organisational status, objectivity,
competence and whether the internal audit function applies a systematic and disciplined approach (including quality control).

Following this assessment, the audit team will review the findings of internal audit and adjust the audit approach as is deemed appropriate.
This normally takes a number of forms including:
• a discussion of the work plan for internal audit;
• reliance placed on certain areas that have been made by internal audit during the course of the year; and
• where internal audit identifies specific material deficiencies in the control environment, we consider adjusting our testing so that the audit risk

is covered by our work.
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The following matters are communicated in accordance with the requirements of auditing standards issued by the Auditor General which 
incorporate New Zealand auditing standards:

Other communications

Independence We confirm that we have maintained our independence in accordance with the independence requirements of the Professional and
Ethical Standard 1 (Revised): Code of Ethics for Assurance Practitioners issued by the NZ Auditing and Assurance Standards Board;
and the independence requirements of the Auditor-General’s Statement on Professional and Ethical Standard 1 (Revised): Code of
Ethics for Assurance Practitioners issued by the Office of the Auditor-General and, in our professional judgement, we are independent
and the objectivity of the audit engagement partner and audit staff are not compromised.

Our fees for the year ending 30 June 2018 will be in accordance with our Audit Proposal Letter dated 16 December 2014.

In performing our audit of MidCentral DHB for the year ending 30 June 2018 no relationships or other matters exist between the firm,
network firms and MidCentral DHB that, in our professional judgement, may reasonably be thought to bear on independence.

The primary responsibility for the prevention and detection of fraud rests with management and the Board, including designing,
implementing and maintaining internal controls over the reliability of financial reporting, effectiveness and efficiency of operations
and compliance with applicable laws and regulations. As auditors, we obtain reasonable, but not absolute, assurance that the
financial statements as a whole are free from material misstatement, whether caused by fraud or error.

ISA (NZ) 240 The auditor’s responsibility to consider fraud in an audit of financial statements requires us to obtain an understanding
of how those charged with governance exercise oversight of management's processes for identifying and responding to the risks of
fraud in MidCentral DHB and the internal control that management has established to mitigate these risks.

We will make inquiries of management, internal audit and others within the entity as appropriate, regarding their knowledge of any
actual, suspected or alleged fraud affecting the group. In addition we are required to discuss the following with the audit committee:
• whether the audit committee has knowledge of any fraud, suspected fraud or allegations of fraud;
• the role that the audit committee exercises in oversight of MidCentral DHB’s assessment of the risks of fraud and the design and

implementation of internal control to prevent and detect fraud; and
• the finance risk and audit committee’s assessment of the risk that the financial statements may be materially misstated as a

result of fraud.

We will be seeking representations in this area from the Board in due course.

Independence

Professional fees/ 
Relationships

Consideration of 
fraud
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Other communications - continued

Independence
We are required to design and perform audit procedures to respond to the risk of management’s override of controls which will
include:
• having understood and evaluated the financial reporting process and the controls over journal entries and other adjustments

made in the preparation of the financial statements, test the appropriateness of a sample of such entries and adjustments and
make enquiries about inappropriate or unusual activities relating to the processing of journal entries and other adjustments;

• a review of accounting estimates for biases that could result in material misstatement due to fraud, including whether the
judgements and decisions made in making the estimates included in the financial statements, even if individually reasonable,
indicate a possible bias on the part of management. We will also perform a retrospective review of management’s judgements
and assumptions relating to significant estimates reflected in last year’s financial statements.

• obtain an understanding of the business rationale of significant transactions that we become aware of that are outside the normal
course of business or that otherwise appear to be unusual given our understanding of the entity and its environment.

Management 
override of 
controls
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Timetable
Set out below is the approximate expected timing of our reporting and communication with the Finance Risk and Audit Committee.

February/March June July/August

Planning Interim Final

Audit Procedures

Audit 
Debrief

September/October

Key Reporting Deliverables

Planning Report to 
the Finance Risk 

and Audit 
Committee 

- Present Planning
Report- Agree terms of 
engagement

- Test design and 
implementation of general 
computer controls, 
financial controls and non-
financial controls- Report any initial findings 
from controls work (if 
applicable)

- Complete testing of key 
areas identified in the 
planning report- Complete year end 
substantive procedures - Discuss observations 
found during the audit

- Finalise financial 
statements and 
statement of 
performance- Finalise Constructive 
Report to Management

Preliminary 
Observations from 

control testing 
(discussion)

Clearance for FSG 
(CFIS Schedules)

Constructive 
Report to 

Management

Audit Opinion

Report to the 
Finance Risk and 
Audit Committee
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Our team
We set out below our audit engagement team.

Client Service Team Role and Responsibilities
Melissa Youngson
Engagement Partner

• Appointed Auditor on behalf of the Auditor-General
• Provides oversight over the audit
• Ensures a quality audit service 
• Liaises with the Chair and the Finance, Risk and Audit 

Committee 

Komal Kumar
Manager

• Day-to-day oversight of the audit engagement and team
• Provides project management to ensure deadlines are 

being met
• Assists with technical and general queries 
• Liaises with management 

Lucy Nicol
Field Manager

• Onsite management of the team
• Ensures appropriate staff delegation and review
• Liaises with management and staff
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Our team - continued

Other Specialists

Engagement Quality Control Reviewer Mike Hoshek

IT Specialist Faris Azimullah

Technical Partner Denise Hodgkins
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Appendix A:  Summary of prior year unadjusted differences
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Appendix A: Summary of prior year unadjusted differences
Unadjusted differences
The following uncorrected misstatements were identified during the course of the prior year audit.

Prior Year unadjusted 
misstatements identified

Assets
Dr/(Cr) 
($ ‘000)

Liabilities
Dr/(Cr)
($ ‘000)

Equity
Dr/(Cr)
($ ‘000)

Profit or loss
Dr/(Cr)
($ ‘000)

Prior Year:

IDF Funder Accrual 1,031

IDF Funder Expense (1,031)

(Likely overstatement of funder accruals)

Funder Accruals (800)

Accrued Income 800

(Balance sheet reclassification of accrued income)

Total 800 231 (1,031)
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Deloitte refers to one or more of Deloitte Touche Tohmatsu Limited, a UK private company limited by
guarantee (“DTTL”), its network of member firms, and their related entities. DTTL and each of its member
firms are legally separate and independent entities. DTTL (also referred to as “Deloitte Global”) does not
provide services to clients. Please see www.deloitte.com/about for a more detailed description of DTTL and its
member firms.

Deloitte provides audit, consulting, financial advisory, risk management, tax and related services to public
and private clients spanning multiple industries. Deloitte serves four out of five Fortune Global 500®
companies through a globally connected network of member firms in more than 150 countries bringing world-
class capabilities, insights, and high-quality service to address clients’ most complex business challenges. To
learn more about how Deloitte’s approximately 225,000 professionals make an impact that matters, please
connect with us on Facebook, LinkedIn, or Twitter.

Deloitte New Zealand brings together more than 1200 specialist professionals providing audit, tax, technology
and systems, strategy and performance improvement, risk management, corporate finance, business
recovery, forensic and accounting services. Our people are based in Auckland, Hamilton, Rotorua, Wellington,
Christchurch and Dunedin, serving clients that range from New Zealand’s largest companies and public sector
organisations to smaller businesses with ambition to grow. For more information about Deloitte in New
Zealand, look to our website www.deloitte.co.nz.

© 2018. For information, contact Deloitte Touche Tohmatsu Limited.
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1. PURPOSE 
 
The purpose of this paper is to provide the Board with an update on the Business 
Improvement Programme.  This includes performance YTD 2017-2018 and 
planning work for 2018-2019.  This report was also reviewed by the Finance, Risk 
and Audit Committee on 13 March 2018.   
 
2.  BUSINESS IMPROVEMENT WORK PLAN 
 
Our approach to business improvement is now more integrated into the planning 
and budgeting cycle. This has seen reprioritisation of existing projects and 
streamlining of reporting to better reflect our combined efforts to achieve the 
planned budget result for 2017-2018 and plan for 2018-2019.  
 
At the March 2018 FRAC meeting, concerns were raised on a corrective action of 
holding administration vacancies.  Additional information will be provided in the 
next report to FRAC, but Management can confirm no clinical or business risk is 
currently associated with this action as part of the overall service project workplan.   
 
2.1  Workplan 2017-2018 
 
The budget target for 2017-2018 is a deficit of $3.8m with identified risks of $7.7m 
in addition to unexpected events of the year ahead may add, indicating a potential 
deficit of $11.5m if all of the risks eventuated.  
 
The workplan below (table 1) shows 57 projects with estimated savings of 
$6.177m.  
 

1. Horizon 1: Improvements built into the budget during the 2017-2018 
planning round 

2. Horizon 2: Identification of projects in quarter 1 2017-2018 to support the 
planned budget result  

3. Horizon 3: Identification of additional actions that will contain costs and 
improve revenue for the current year while providing the baseline for 2018-
2019 budget setting. 

 
Initiation Phase  Projects Target $’000 2017-2018 

Horizon 1   6  $1,212 
 

Horizon 2  
 
29  

 
$3,355 

 
Horizon 3  

 
22  
 

 
$1,610 

 
Total 

 
57  

 
$6,177 

 
Table 1: Business Improvement Workplan 2017-2018 
 
Horizon 3 projects are new opportunities that Cluster leadership teams with their 
services have identified to improve current and future year performance. There is 
some cross over with existing projects so they are been integrated into the 
workplan to start reporting from February 2018. This will lead to further 
refinement.  
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In addition to the “core” programme above, across the organisation there are 
innumerable discrete improvements that occur as business as usual activity, and 
for the most part these are not part of the formal BIP unless they need significant 
resources or are otherwise significant. These are tracked and support provided as 
required. 
 
Workplan Performance 2017-2018 YTD 
 
Performance YTD is based on projects that have come on stream as per 
“time to value” start date. This means each month additional projects and 
targets are included in the results. The actual performance for January YTD 
2018 is $936k against a target of $1,388 (67.4 percent).  
 

Initiation Phase Projects Actual $’000 
YTD 

Target $’000 
YTD 

Horizon 1   6  $328 $603 
 

Horizon 2  
 
29 

 
$608 

 
$785 

 
Horizon 3  

 
22  
 

  

 
Total 

 
57  

 
$936 

 
$1,388 

 
Table 2: Performance YTD 2017-2018 
 
Note: Horizon 3 projects are phased from February 2018. See appendix 1 for a 
detailed view of current projects providing benefits. 
 
The continuing stand out performance areas are: 
 

• Procurement opportunities $233k actual against a target of $225k 
• Pharmacy Cancer Treatments (PCT) was $145k actual against a target of 

$172k and Other Pharmacy Compounding efforts of $93k actual against a 
target of $31k 

• Insurance savings are achieving 100% of their planned target with $145k 
YTD 

 
Corrective Actions 
 
The current month result is a reduction from 72% in December 2017 mirroring 
overall financial performance YTD. The Clusters are taking further corrective 
actions by: 
 

• Maintaining budgeted and non-budgeted bed closures (Medimorph) 
• Clinically appropriate tightening of 1 to 1 patient care start and end times 
• RMO overtime requests 
• Delivering on electives targets (Optimise) 
• Holding administrative vacancies 
• Increased focus on IDF revenue capture and flow 
• Targeted focus on transitioning long-term patients into community care.  
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All items are closely monitored by the applicable Service with their Business 
Advisor/Management Accountant (BA/MA). All actions are being taken to ensure 
these savings are achieved in an effective and sustainable manner.  
 
Continuous improvement process 
 
The work (Horizons 1-3) undertaken in the current year to optimise our workforce 
and business processes, implement choosing wisely into our clinical decision 
making processes, and improve system wide patient flow will support 2018-2019 
planning and budget decisions. Many of the existing projects will became business 
as usual and be monitored through regular reporting. When the final DHB 2018-
2019 plan is confirmed, the business improvement projects and actions will be 
outlined. It is expected significant pieces of work underway will continue:  
 

• Theatre productivity and hospital patient flow 
• Pharmaceuticals 
• 1 on 1 care 
• Medical and Senior Nursing workforce optimisation 
• Outpatient models of care 
• Equipment and technology procurement   
• Choosing Wisely endorsed projects.  

 
2.2 Workplan 2018-2019 
 
The business improvement projects implemented in the 2017-2018 year (Horizons 
1-3) are designed to help achieve the planned budget result. This approach will 
enable the Clusters to target their efforts and focus in 2018-2019 to fully realise 
the benefits of our strategic vision for the future.  
 
The planning and budgeting process for 2018-2019 is well underway with the 
Clusters presenting on the 1st of March 2018 their revised operating plans and 
budgets with a particular emphasis on initiatives to achieve financial sustainability.  
 
The key messages were: 
 

• Deliver key programmes and commitments currently in flight 
• Defer commitments where it is clinically appropriate 
• Realise benefits within 6 to 12 months 
• Systematic approach based around clusters 
• Activities must demonstrate benefit to consumers and whanau 
• Live within your means. 

 
Clusters will need to collectively design saving plans of $22.082m based on current 
planning assumptions. At this point in the planning cycle we are still seeking out 
opportunities to close a significant gap in savings required. 
  
In addition to expanding the range of opportunities for improvement, refinement 
will occur over the coming weeks before the savings targets are confirmed as part 
of the final plan for 2018-2019. The Business Improvement Workplan will bring 
together the confirmed projects and report performance ongoing.  
 
This integrated approach enables much earlier identification of 
opportunities from staff, reduce the time-to-value and ultimately support 
better patient experience/outcomes, and improved financial performance. 
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This also includes providing greater clarity on budgetary vs non-budgetary 
items and providing assurance on the underlying measurement 
methodology. 
The FRAC Chair noted that linking this work to the Budget and Planning 
process was central to the pursuit of operating efficiency and for 
Management to reflect on strength of methodology for capturing savings in 
the Business Improvement model. 
 
 
3.  PROJECT OF NOTE 
 
For each report, various projects are highlighted. 
 
3.1  Clinical Pharmacy Post Discharge Project 
 
Background 
 
Patients in the community may have limited opportunity to access 
comprehensive medicine management services due to the providers 
available to them. Evidence shows poor medicine management contributes 
to patient harm, reduced quality of life and poor health outcomes, 
unnecessary hospital admissions, extended hospital stays and death. This 
has an obvious detrimental impact on the patient and their families as well 
as the impacts on the healthcare system. 

A two year commitment with potential for continuation has been approved to 
extend the current hospital clinical pharmacy service into the community to 
assist with facilitation of medicine management. This has the potential to 
improve medicine adherence, reduce medicine related harm, reduce medicine 
related admissions to hospital and facilitate the discontinuation of 
unnecessary medicines.  
 
Approach 
 
This project was given high priority by ELT at their 10 January 2018 
workshop due to the potential clinical and financial benefit for our system.  
 
The target population for this pilot is those with an acute presentation into hospital 
services where medicine management related issues have been raised previously 
or indicated during assessment. This will be done in conjunction with clinical 
pharmacists working with the medical teams, and especially the Frailty team. This 
can include (and is not an exhaustive or comprehensive list of medicine related 
problems): 

 
• Issues of health literacy associated with medicine 
• Issues of concordance with medicines 
• Adverse events from medicines, especially those that have resulted in a 

hospital admission 
• Medicine issues identified in hospital that cannot be reviewed or completely 

attended to during admission as not related to the acute admission 
• Problematic polypharmacy issues that require tapering and monitoring.  
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A clinical pharmacist will work with patients, their carers, secondary and primary 
care clinicians to facilitate medication changes that are specific to each patient and 
their circumstance. The pharmacist will meet formally with hospital Clinical 
Pharmacists weekly and with secondary care clinicians as required. The Chief 
Pharmacist will facilitate meetings with clinicians where progress with patients' 
medication management requires further support. 
 
 
Current progress and next steps 
 
The proposal has been approved and the establishment process has started with 
the project scheduled to start 01 April 2018. 
 
The General Manager for Strategy, Planning and Performance is the Executive 
Sponsor with a subgroup of Choosing Wisely providing governance support. 
 
3.2 Telehealth  
 
Background 
 
Telehealth is the use of information and communication technologies to 
deliver health care when patients and care providers are not in the same 
physical location. For example, illnesses can be diagnosed and treatment 
provided via secure video conference. 
 
Some benefits are: 
 

• For patients: Faster access to care and shorter wait times. Remote 
patients can remain close to home, making consultations more 
convenient and reducing travel 

• DHBs: Fairer health system because of better access to care. More 
educational options for DHB staff via specialist video training 

• Specialists/consultants: Less time spent travelling for consultations. 
Greater control over scheduling. Closer working relationship between 
specialists and primary care 

• Aged care workers/nurses: Reduced need to transfer older patients. 
Increases nurses' knowledge through more exposure to specialist 
consultations 

• General practitioners: GPs who serve rural health facilities need to 
travel less frequently. Store and forward allows for accessible 
referrals and second opinions 

• Allied health workers: Rehabilitation and physiotherapy can take 
place via videoconference, meaning less time and budget spent on 
traveli. 

 
A pilot has been started to measure the benefits for both our patients, 
community and staff. This will determine if the investment required is 
offset by the benefits. Based on evidence from other DHBs this mode of 
delivery can significantly improve the patient experience while reducing 
travel logistical challenges for clinicians’ subsequently maximising their 
clinical time. 
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Approach 
 
A small group has been formed to discuss and scope the consumer, clinical, 
operational and technical requirements to undertake a pilot. This will 
involve a medical/surgical service working with our Tararua community.  
 
Current progress and next steps 
 
The pilot will be established in quarter 4 2017-2018. If successful, further 
roll-out will considered in 2018-2019.  
The General Manager for Strategy, Planning and Performance is the 
Executive Sponsor for this work with the Programme Manager for Business 
Improvement providing project support.    
 
4.  RECOMMENDATION 
 
It is recommended: 
 

that the update on the Business Improvement Programme be noted. 
 
 
 
 
John Manderson 
Programme Manager 
Business Improvement  
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Appendix 1: Active Performance View of phased projects January 2018 
YTD 
 

Projects Actual ($'000) Target ($'000) 
Procurement opportunities $233 $225 

Workforce Optimisation $54 $233 
Optimise $0 $54 

IT Maintenance Contracts Rationalisation $61 $60 
PCT Compounding $145 $172 

Installation of new Computed Tomography 
(CT) scanner 

$60 $105 

Mental Health Intensive Rehab Service  $6 $38 
Reduction of MidCentral Fleet Vehicles $0 $53 

Renal-Haemodialysis supply agreement 
renewal 

$116 $105 

Star 1 Beds $0 $129 
High intensity Mental Health $23 $37 

Insurance Savings $145 $145 
Hospital Pharmacy Other Compounding $93 $31 

 $936 $1,388 
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Appendix 2: List of Projects 
 

Initiation Phase Title  Executive Sponsor Total 
Horizon 1 Installation of new Computed Tomography (CT) scanner Cushla Lucas  

 Mental Health Intensive Rehab Service  Chris Nolan  
 Reduction of MidCentral Fleet Vehicles Neil Wanden  
 Renal-Haemodialysis supply agreement renewal Lyn Horgan  
 Star 1 Beds Chris Nolan  

  PCT Compounding Lyn Horgan 6 
Horizon 2 Clinical Equipment Maintenance rationalisation Neil Wanden & Ken Clark  

 Clinical Records Storage Steve Miller  
 Community Mental Health initiatives Craig Johnston, Chiquita Hansen and Chris Nolan   
 Cost Structure Benchmarking Neil Wanden  
 Disability Support Scott Ambridge and Chris Nolan  
 Expanded truncated supply Scott Ambridge  
 IDF Flows Craig Johnston  
 Innovation re-frame Neil Wanden  
 Insurance Savings Neil Wanden  
 Intervention Rates Craig Johnston  
 IT Maintenance Contracts Rationalisation Steve Miller  
 Leave Management Optimisation  Keyur Anjaria   
 Maternity Service Optimisation Operations Executive, Child and Women's Health  
 Non-hospital pharmaceuticals Craig Johnston  
 Non-Resident revenue Neil Wanden  
 Optimise Lyn Horgan  
 Patient Flow Lyn Horgan  
 PPP&R Act Gabrielle Scott   
 Preload Reduction 1  Craig Johnston and Chiquita Hansen  
 Preload Reduction 2 Craig Johnston and Chiquita Hansen  
 Procurement opportunities Neil Wanden  
 Radiology Storage Steve Miller  
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Initiation Phase Title  Executive Sponsor Total 
 Red Tape reduction Stephanie Turner  
 Service Orders Neil Wanden  
 Short Term Loan Scott Ambridge  
 Systematic review of all contracts Craig Johnston  
 Timely facilitated discharge Deborah Davies   
 Workforce Optimisation Keyur Anjaria   

  Hospital Pharmacy Other Compounding Lyn Horgan 29 
Horizon 3 Hold administration vacancies Chris Nolan  

 Optimise SMO Costs Chris Nolan  
 Optimise MOSS Costs Chris Nolan  
 Optimise RMO Overtime Chris Nolan  
 Improve Ward 21 demand/work with staff ACC claims Chris Nolan  
 EIS staffing reduction Chris Nolan  
 Improve personnel costs Debbie Davis  
 District Nursing Pharmaceuticals Debbie Davis  
 Seek reimbursement for High Court appeal legal fees Debbie Davis  
 Explore cost efficiency options Debbie Davis  
 Optimise BIP to achieve elective revenue Lyn Horgan  
 Improve nursing/midwifery costs Lyn Horgan  
 Child flight revenue Lyn Horgan  
 Minimise losses in BSCC revenue Cushla Lucas  
 Improve personnel costs (overtime and vacancies) Cushla Lucas  
 Improve outsourced costs Cushla Lucas  
 Maintain savings clinical supplies Cushla Lucas  
 Optimise operating costs Cushla Lucas  
 1 on 1 Care Lyn Horgan  
 RMO Overtime Lyn Horgan  
 Choosing Wisely Lyn Horgan  
 Follow-ups Lyn Horgan 22 

Total    57 
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i https://www.health.govt.nz/our-work/ehealth/other-ehealth-initiatives/telehealth  
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Unconfirmed minutes 

MIDCENTRAL DISTRICT HEALTH BOARD 

Minutes of the Meeting of the Finance, Risk & Audit Committee, held on 
Tuesday, 13 March 2018 at 10.00am in the Boardroom, MidCentral DHB 

Board Office, Gate 2, Heretaunga Street, Palmerston North 

Part I 

PRESENT: 

Tony Hartevelt (Chair) 
Ann Chapman 
Nadarajah Manoharan 
Dot McKinnon  
Karen Naylor 
Barbara Robson  
Anne Kolbe (part meeting) 

IN ATTENDANCE: 
Brendan Duffy, Board Member (part meeting) 
Diane Anderson, Board Member (part meeting) 
Oriana Paewai, Board Member  
Kathryn Cook, CEO 
Nicki Williamson, Committee Secretary 
Craig Johnston, General Manager, Strategy, Planning & Performance  
Cushla Lucas, Acting Service Director, Regional Cancer Treatment Service 
Lyn Horgan, Operations Director Hospital Services  
Keyur Anjaria, General Manager, People & Culture  
Neil Wanden, General Manager, Finance & Corporate Services 
Jared McGillicuddy, Central TAS (part meeting) 
Judith Catherwood, GM Quality & Innovation (part meeting) 
Melissa Youngson, Deloitte (part meeting) 
Darren Horsley, Emergency Manager/Planner  
Darryl Purdy, Manager Analytics & Financial Advisory (part meeting) 
John Manderson, Programme Manager, Improvement (part meeting) 
Dr Greig Russell, Principal Adviser to CEO 
Chris Channing, Manager Finance 
Jill Matthews, PAO (part meeting) 

1. ADMINISTRATIVE MATTERS

The order of business was changed to accommodate travel for people: 

Items 5.4 and 5.5 to follow Item 2.3. 
Item 4.7 to follow Item 3.1. 

It was agreed that audit reports would be scheduled earlier in future agendas. 

1.1. Apologies 

There were no apologies. 
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1.2. Late Items 

There were no late items. 

1.3. Conflict and/or Register of Interests Update 

The following amendment to the Register of Interests was advised: 

Tony Hartevelt is an Independent Director of Otaki Family Medicine Ltd, no longer a 
Director designate. 

Anne Kolbe advised of a potential conflict of interest regarding a contractual matter 
with the Ministry of Justice that could impact DHBs. 

2. MINUTES

2.1. Minutes 

It was recommended: 

that the minutes of the previous meetings held on 30 January 2018 be 
confirmed as a true and correct record.   

2.2. Recommendations to Board 

The Committee noted that all recommendations contained in the minutes were noted 
by the Board. 

2.3. Matters Arising from the Minutes 

There were no matters arising from the minutes. 

Comment was made regarding the Planning workshop held, that whilst useful it had not 
allowed for in-depth discussion.  Management agreed. 

It was noted that no DHBs have yet received the Minister of Health letter of expectation 
but indication from the Minister was that it was imminent.  

5. AUDIT

5.4 External Audit – Engagement Letter and Audit Plan 

The GM, Finance & Corporate Services introduced the auditor from Deloittte on behalf 
of the Auditor-General.    

The auditor advised that no issues of concern had been identified in the last audit.  

A Consistency Review was also performed this year.  There were no issues raised during 
the review and a few recommendations around potentially reducing the number of 
measures that are reported on had been made.   

In the 2017/18 audit areas that would be looked at were Informatics and the National 
Oracle Solution (NOS), Fraud policies, expenditure and the high level controls. 
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Members were pleased to see progress on Informatics and Oracle.  Members noted that 
Sensitive Expenditure and media focus had sharpened their awareness of expenses and 
what was reasonable or not.  The Office of Auditor General had some guidelines around 
expenditure and would send these through.   
 
The Ministry were receiving an independent report this week on NOS which the 
auditors would report back on. 
 
It was recommended that the Committee: 
 
 endorse the audit engagement letter for approval by the Board; 
 and signed by the Chair on behalf of the Board.  (Moved Karen Naylor; 

seconded Ann Chapman).  
 
5.5  Auditor General’s Report to the Minister of Health 
 
It was recommended the Committee: 
 
 note that the advice is consistent with that previously provided to the 

Committee by Deloitte; 
 
 note that there were no matters of concern raised.  (Moved Dot McKinnon; 

seconded Nadarajah Manoharan).   
 
 
3. STRATEGIC & ANNUAL PLANNING 

 
3.1. Progress Report – Ward 21 Facilities 
 
The GM, Finance & Corporate Services spoke to this report. 
 
Upgrading the existing facilities to an acceptable level to provide the desired model of 
care is a possibility with lots of detail to work through.  There was also a need to work 
with Treasury regarding whether a one or two stage business case process was required.   
 
Management confirmed that the cost of decanting would be included in the costs.  If the 
existing facilities were modified there would be minimal decanting required. 
Management also confirmed that whilst the design of the facility was not specifically for 
Mother & Baby and other population cohorts, the requirements of these was being 
considered in the thinking and planning.  All options were being fully considered.  The 
facility would suit the requirements of patients admitted under The Mental Health Act.  
Forensic patients were sent to Wellington for care.  This project was not looking at 
extending the services currently offered by Ward 21.   
 
It was recommended:  
 
 that the Progress Report – Ward 21 Facilities be noted (Moved Karen Naylor; 

seconded Dot McKinnon). 
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4. PERFORMANCE REPORTING 
 
4.7 MDHB Board Members’ Expense Policy 
 
It was suggested that due to privacy issues, this matter be considered with staff and the 
public excluded. 
 
It was resolved:   
 

that the public be excluded from the meeting in accordance with the Official 
Information Act 1992, Section 9, to protect personal privacy 9 (2) (a) for 
discussion of item 4.7 MDHB Board Member’s Expense Policy. 

 
The meeting moved into “in committee” at 10.30am and resumed in open meeting at 
11.20am. 
 

4.1. Finance Report for MidCentral  DHB – January 2018  

The GM Finance & Corporate Services spoke to this report.  The overall result for 
January was a lesser deficit than previous months. 
Surgical Services had struggled to get electives through theatre and this along with staff 
costs and clinical supplies had put pressure on the budget. 
February: Not a published result yet, in surplus but a larger deficit to budget for the 
month.  Year To Date $3.8m deficit.   
 
Management clarified that MidCentral were using Crest theatres for some electives with 
our own clinical staff.     Management were also investigating the net costs of not doing 
work e.g. revenue minus costs incurred.  The main issue is eight theatres were needed at 
PN Hospital but only had seven.  Management were looking at how theatre capacity 
could be optimised e.g. whole day lists etc.   
 
Management clarified ESPIs and the elective targets revenue.   
 
It was recommended:  
 
 that the Finance Report for January 2018 be noted  (Moved Tony Hartevelt; 

seconded Ann Chapman). 
 
4.2. Business Improvement update 
 
The Programme Manager, Business Improvement spoke to this paper.  He clarified that 
he was not aware of any business risk associated with holding back appointments to 
administrative positions and that he would follow up for the next meeting.   
 
The Chair noted that to link this work to the Budget and Planning process was central to 
the pursuit of operating efficiency.  He wanted the Management team to reflect on 
strength of methodology for capturing savings in the business improvement model, 
noting the need to ensure it would withstand criticism.   
 
Management noted that the DHBs collectively would be working on understanding cost 
pressure issues.   
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It was recommended: 
 
 that the update on the Business Improvement Programme be noted  

(Moved Ann Chapman; seconded Karen Naylor). 
 
4.3. Clinical Projects update 
 
It was recommended: 
 
 that the updates on the progress of the Cardiac Catheterisation Facility, the 

Emergency Department Refurbishment Programme and Radiation Oncology 
CT Scanner be noted   (Moved Dot McKinnon; seconded Karen Naylor). 

 
4.4. Information Systems Projects update 
 
It was recommended: 
 
 that the update on the Information Systems projects be noted.   (Moved Karen 

Naylor; seconded Nadarajah Manoharan).  
 
4.5. Enterprise Risk update 
 
The Manager, Risk and Emergency Planning spoke to this paper.   
 
Of the 12 Enterprise risks identified by FRAC, 10 were now complete.  The remaining 
two would be reported at the next FRAC.  FRAC was also advised that the 
thermographic testing mitigation implemented to reduce the likelihood of a failure of a 
substation had provided an early identifier of an overheating issue.  An engineering 
intervention was undertaken with no loss of service. 
 
It was recommended:  
 
 that the risk update report be noted.   (Moved Ann Chapman; seconded Tony 

Hartevelt). 
 
 
John Manderson left the meeting 
 

4.6. Infrastructure Resilience Seismic Assessment of Buildings 
 
It was recommended: 
 
 that the Infrastructure Resilience Seismic Assessment of Buildings report be 

noted.   (Moved Karen Naylor; seconded Dot McKinnon). 
 
 
4.8. Committee’s Work Programme 
 
The GM, Finance & Corporate Services spoke to this report.    
 
All items covered in paper had been discussed during the meeting.   
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It was recommended:  
 
 that progress against the Committee’s 2017/18 work programme be noted.  

(Moved Tony Hartevelt; seconded Dot McKinnon). 
 
5. AUDIT 
 
5.1. Internal Audit update 
 
The CTAS Auditor spoke to this report.   A substitution was requested to the start date 
of the Vulnerable Children’s Act Compliance review to accommodate additional audits 
this year.  This was supported. 
 
Members queried if the table “MidCentral DHB IA Programme Update” (Page 129) 
could also reflect resource demands and have some weighting shown.  Management 
agreed that additional columns showing number of audit days allocated and number of 
audit days completed would be added. 
 
It was recommended:  
 
 the update on the progress on the internal audit programme for the 2017/18 

year be noted.  (Moved Tony Hartevelt; seconded Nadarajah Manoharan).   
 
5.2. ED Shorter Stays Health Targets Review 
 
The CTAS Auditor spoke to this report.  One deficiency had been identified around 
reporting logic for treatment of ED observation beds.  Methodology had now been 
adjusted.  A trend analysis could be provided over the relevant period to compare 
results between reported and corrected. 
 
Anne Kolbe left the meeting  
 
It was recommended:  
 
 the report be noted.  (Moved Karen Naylor; seconded Ann Chapman).   
 
5.3. Te Whare Rapuaro Cash Receipting Review 
 
The CTAS Auditor spoke to this report.   Overall assessment was satisfactory with a few 
improvements being recommended.  A further assessment of wider cash handling 
practices would be undertaken and reported to FRAC. 
 
Members asked if the opportunities to limit cash were available e.g. EFTPOS on mobile 
phones etc.  Management advised that the level of cash involved was minimal and 
largely Koha.  The risk level was low, however Management always looked to minimise 
the use of cash and to appropriately locate EFTPOS facilities. 
 
It was recommended:  
 
 the report be noted.  (Moved Karen Naylor; seconded Ann Chapman).   
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LATE ITEMS 
 

There were no late items. 
 
6. DATE OF NEXT MEETING 
 
Tuesday, 24 April 2018, Boardroom, MidCentral District Health Board, Gate 2 
Heretaunga Street, Palmerston North 
 
7. EXCLUSION OF THE PUBLIC 
 
It was recommended:  
 

that the public be excluded from this meeting in accordance with the Official 
Information Act 1992, Section 9, for the following reasons. 

 
 

Item Reason Ref 
“In committee” minutes of the 
previous meeting. 

For reasons set out in the order 
paper of 13.03.2018  

 

Strategic & Annual Planning 
• Annual planning and 

budgeting 
• Security risk assessment & 

site security review 

 
Subject of negotiation 
To maintain security of 
MDHB’s property and systems 

 
9(2)(j) 
9(2)(k) 

Governance Matters 
• Insurance update 2018/19 

financial year 
 

 
Subject of negotiation 

 
9(2)(j) 

 
 
Confirmed this 24th day of April 2018 
 
 
 
 
………………………………………… 
Chairperson 
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MidCentral District Health Board 
Minutes of the Quality & Excellence Advisory Committee meeting held on Tuesday 
20 March 2018 at 9am at MidCentral District Health Board Offices, Board Room, 
Palmerston North. 

PRESENT 

Diane Anderson (Chair) 
Karen Naylor (Deputy Chair) 
Dot McKinnon (ex officio) 
Barbara Robson 
Oriana Paewai 
Anne Kolbe 
Dennis Emery 
Cynric Temple-Camp 

IN ATTENDANCE 
Brendan Duffy, Board Member 
Adrian Broad, Board Member,  (part meeting) 
Ann Chapman, Board Member, (part meeting) 
Barbara Cameron, Board Member, (part meeting) 
Kathryn Cook, Chief Executive 
Carolyn Donaldson, Committee Secretary 
Celina Eves, Executive Director, Nursing &  Midwifery 
Chris Nolan, Service Director, Mental Health Services 
Craig Johnston, General Manager, Strategy, Planning & Performance 
Cushla Lucas, Service Manager, Regional Cancer Treatment Service 
Deborah Davies, Acting Service Manager, Community Services 
Gabrielle Scott, Executive Director, Allied Health (part meeting) 
Judith Catherwood, General Manager, Quality & Innovation 
Ken Clark, Chief Medical Officer 
Keyur Anjaria, General Manager, People & Culture 
Lyn Horgan, Operations Director, Hospital Services 
Marcel Westerlund, Clinical Director, Mental Health 
Muriel Hancock, Director, Patient Safety & Clinical Effectiveness 
Neil Wanden, General Manager, Finance & Corporate Services 
Stephanie Turner, General Manager, Maori & Pacific 
Communications (1) 

OTHER 

Public: (2) 
Media (1) 
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1 ADMINISTRATION MATTERS 

A welcome was extended to Judith Catherwood, General Manager, Quality & 
Innovation. 

1.1 Apologies 

An apology was received from Michael Feyen. 
 

1.2 LATE ITEMS 

There were no late items. 
 

1.3 CONFLICT AND/OR REGISTER OF INTERESTS UPDATE 

a. Amendment to the Register of Interests 

There were no amendments to the register of interests. 
 

b. Declaration of Conflicts in Relation to Today’s Business 

 
Anne Kolbe advised of a potential conflict of interest regarding a contractual matter 
with the Ministry of Justice that could impact DHBs. 
 
Karen Naylor advised of her conflict in terms of her role in Women’s Health and item 
7.1. 
 

1.4 Minutes of the previous meeting 

It was recommended  

 that the minutes of the previous meeting held on 13 February 2018 be 
confirmed as a true and correct record. 

1.5 Matters arising from the minutes 

Barbara Robson clarified the reference in the minutes under the Child Adolescent & 
Oral Health Services item regarding extractions of permanent teeth. She clarified she 
was referring to extractions due to dental caries. She also noted that further 
discussion on this topic has not happened yet. 

Diane Anderson referred to the joint committee minutes item 6.2 and the comment 
regarding spirometers. She said instead of increasing the number of spirometers, it 
was about ensuring there was access to them. 

1.6 Recommendations to Board 

It was noted that the Board approved all recommendations contained in the minutes. 
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2 STRATEGIC & ANNUAL PLANNING 

2.1 Progress Report – Ward 21 Facilities 

Management confirmed that all consultants fees involved with this work were 
capitalised as part of the work.  
 
It was recommended: 
 
 that the Committee note progress on Ward 21 facility design and business 

case. 
 

2.2 Mental Health and Addictions service – Model of Care 

This model would ensure everyone had access to the same services. Developing them 
was a work in progress, but the national enquiry into mental health services would be 
an excellent platform to get this underway. It was noted that maternal mental health 
was advisory.  Management hoped to confirm the appointment to the charge nurse 
roles shortly. Therapeutic issues were a core part of the relationship together with 
other tools, like observation and interaction processes. It was not common to identify 
one intervention over another. The DBT has become ‘business as usual’. 
 
It was recommended that: 
 

this update on the Model of Care be noted. 

 

3 PERFORMANCE REPORTING 

3.1 Operational Report 

 
Members were advised the January financial result for the provider services was 
adverse to budget by $866k for the month. The result had continued a similar 
pattern to recent months with difficulty in delivering electives targets reducing 
revenue, and unbudgeted cost in both personnel and in clinical supplies. The 
provider result was now $4.5m adverse to budget for the year to date. It was noted 
that the preliminary February result for the DHB was again unfavourable. 
 
It was noted that whilst the length of stay was reducing, the input to hospital was not 
reducing and management were asked whether the budget needed to be reset to 
reflect that. The CEO acknowledged this could be the case but not at that level. There 
was a range of work being undertaken to help optimise the workforce, eg work 
around the clinical nurse specialists and CCDM.  
 
Ann Chapman arrived. 
 
The assistance provided by Francis Health in improving process and systems was 
acknowledged. The company have worked with a number of neighbouring DHBs and 
it was good to be able to share information and knowledge and to have clinicians own 
processes. A request that around September, it would be good to look at the whole 
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process including a net cost benefits analysis, from the exercise with Francis Health. 
It was suggested the Chair of the Perioperative Leadership Group could attend a 
meeting to present the report. 
 
The ability to increase theatre capacity by utilising capacity at Crest Hospital or 
Whanganui Hospital was raised. Management advised this had been explored and 17 
hip and joint procedures were offered at Whanganui Hospital last year. Only one 
patient accepted the offer. The reasons for declining were that patients did not want 
to travel for surgery and follow up and they preferred to stay with their current 
surgeon. They valued continuity of care.  Crest Hospital had some capacity at the 
moment though, and were being used for two half sessions a week.  
 
Management advised confirmed dates for the Women’s Health Clevermed (formerly 
MCIS) system had been received for 7/8 May. This would be a key piece of work, and 
the committee would be kept updated as it progressed. It was noted this system 
would be the national system, and although there had been problems, if it was 
abandoned now it would mean reverting to a paper based system.  
 
Management advised one of the linear accelerators (LA5) had broken down. Staff 
were working overtime so that patient treatment journeys were not interrupted.  The 
service was expected to return to normal after Easter.  
 
Management advised the stock take for the Child Adolescent and Oral Health was 
being defined, and should be completed at the end of April.  
 
The committee were advised there had been a meeting between the CPHO and ICT to 
discuss technology required by district nursing, and a plan was now in place to 
accelerate the required technology for those nurses.  
 
It was recommended: 
 

that the Operations Report for January 2018 be noted. 
 
Adrian Broad arrived. 
 

3.2 Progress against MidCentral  Health Diabetes Specialist Services 
configuration project recommendations 

Management advised that now the additional clinical nurse specialist FTE has been 
provided, there would be a focused effort to implement planning and delivery of the 
recommendations.  Expressions of interest for a diabetes specialist midwife have now 
gone out. Whilst no additional SMO had been appointed, it was likely someone 
would be appointed to assist at an SMO level.   
 
It was noted there would be regular updates against progress in future operations 
reports.  
 
It was recommended: 
 

that this report be noted. 
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3.3 Committee’ Work Programme 

It was recommended: 

 that progress against the 2017/18 work programme be noted. 

 

4 DATE OF NEXT MEETING 

1 May 2018  

5 EXCLUSION OF THE PUBLIC 

It was recommended: 
  

that the public be excluded from this meeting in accordance with the Official 
Information Act 1992, section 9 for the following items for the reasons 
stated: 
 

Item  Reason Reference 
“In Committee” minutes of 
previous meeting 

For reasons stated in the 
previous agenda 

 

Potential Serious Adverse 
Events and Complaints 

 
To protect personal privacy 

 
9(2)(a) 
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MidCentral District Health Board 
Minutes of the joint Healthy Communities Advisory Committee and Quality & 
Excellence Advisory Committee meeting held on Tuesday 20 March 2018 at 11.05am 
at MidCentral District Health Board Offices, Board Room, Palmerston North. 

This section of the meeting was chaired by Brendan Duffy, Chair, Healthy 
Communities Advisory Committee. 

PRESENT 

HCAC Members 
Brendan Duffy (Chair) 
Adrian Broad (Deputy Chair) 
Ann Chapman 
Barbara Cameron 
Dot McKinnon  
Vicki Beagley 
Donald Campbell 

QEAC Members 
Diane Anderson (Chair) 
Barbara Robson 
Oriana Paewai 
Dennis Emery 
Cynric Temple-Camp 
Anne Kolbe 

IN ATTENDANCE 

Kathryn Cook, Chief Executive 
Chris Nolan, Service Director, Mental Health Services 
Craig Johnston, General Manager, Strategy, Planning & Performance 
Neil Wanden, General Manager, Finance & Corporate Services 
Stephanie Turner, General Manager, Maori & Pacific 
Judith Catherwood, General Manager, Quality & Innovation 
Cushla Lucas, Service Manager, Regional Cancer Treatment Service 
Deborah Davies, Acting Service Manager, Community Services 
Gabrielle Scott, Executive Director, Allied Health  
Lyn Horgan, Operations Director, Hospital Services 
Ken Clark, Chief Medical Officer 
Marcel Westerlund, Clinical Director, Mental Health 
Claudine Nepia-Tule, Portfolio Manager, Mental Health & Addictions 
Jo Smith, Senior Portfolio Manager 
Vivienne Ayres, Manager, DHB Planning & Accountability 
Jonathon Howe, Communications Manager 
Darryl Purdy, Manager, Analytics & Financial Advisory 
Steve Tanner, Financial Planning Manager 
Megan Doran, Committee Secretary 
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OTHER 
 
Public: (2) 
Media: (1)  
 
1 ADMINISTRATION MATTERS 

 
1.1 Apologies  
 
There were apologies from members Nadarajah Manoharan, Tawhiti Kunaiti & 
Michael Feyen. 
 
1.2 LATE ITEMS 
 
There were no late items. 
 
1.3 CONFLICT AND/OR REGISTER OF INTERESTS UPDATE 

 
1.4 Amendment to the Register of Interests 
 
Barbara Cameron advised she is now involved with Sport Manawatu. 
 
1.5 Declaration of Conflicts in Relation to Today’s Business 
 
There were no declarations of conflicts of interest. 
 
2 STRATEGIC & ANNUAL PLANNING 
2.1 2018/19 Operational Plan and Budgeting 
 
The General Manager, Strategy, Planning & Performance introduced this report and 
advised that key planning guidelines and information from the Ministry have not 
been received other than the demographic data which has already been reported to 
the Board. 
 
The operational planning and budgeting processes were underway, however it was 
important to note that this was occurring within a very challenging planning 
environment. 
 
(Vicky Beagley joined the meeting). 
 
It was recommended: 
 
 that the Committees note this report 

 
2.2 Joint Report Mental Health and Addictions Update 
 
The Service Director of Mental Health and Addictions advised that this report 
provided an update on the Operational Plan. The Portfolio Manager, Mental Health 
and Addictions noted the good progress on priority areas within the plan.   
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A Committee member sought more information on the maternal mental health 
services provided in the district.  The CE advised that a further report would be 
provided on this subject at the next meeting.  

A member sought clarification as to whether the locality planning activities reported 
under section 4.1 were part of the DHB’s Locality Planning programme or whether 
they were something different. Management confirmed that they were one and the 
same.   

There was discussion about the Mental Health Inquiry. This is starting to gather 
some pace and the Board Chair reported that there was an initial meeting of the 
Inquiry Team with DHB chairs and chief executives in Wellington over a week ago. 

There had been some communication that had been provided to District Health 
Boards and there is a range of activities happening locally around how we as a joined 
up community wish to engage with the Inquiry. A workshop is planned for 26 March 
and although the CE would not be attending due to conflicting appointments, there 
will be representatives attending from the other partners involved. Marcel 
Westerlund, Clinical Director, Mental Health and Addiction Services will be leading 
the engagement from MDHB into that process.  

Somewhere towards the end of April there will be an open submission process for the 
Inquiry.  It is expected that there will be a wide range of documents that MDHB will 
be providing, however our submission would be as a collective district and a 
collective range of voices. A further update would be provided at the May meeting.   

It was recommended: 

that the update on Mental Health and Addiction services across the district 
be noted 

3 PERFORMANCE REPORTING 

3.1 2017/18 Annual Plan Implementation and Non-Financial 
Performance – Quarter 2 

A member inquired as to whether the Minister of Health had ‘approved’ the DHB’s 
annual plan or whether it was ‘accepted’ and whether there was a difference.  It was 
confirmed that the Minister of Health had approved the annual plan. 

It was noted there was an error reported for the Immunisation for 8 year olds. This 
target was not achieved.  

It was recommended: 

that the Committees note this report and endorse the progress being made 
in advancing delivery of MidCentral DHB’s Annual Plan for the 2017/18 
year. 
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The meeting closed at 11.26am. 

Confirmed this 1st day of May 2018. 

 

……………………………………………………………………….Chairperson  
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MidCentral District Health Board 
Minutes of the Healthy Communities Advisory Committee meeting held on Tuesday, 
20 March 2018 at 1.30pm at MidCentral District Health Board Offices, Board Room, 
Gate 2, Heretaunga Street, Palmerston North 

PART 1 

PRESENT 

 Brendan Duffy (Chair)
 Adrian Broad (Deputy Chair)
 Barbara Cameron
 Ann Chapman
 Dot McKinnon (ex Officio)
 Vicki Beagley
 Donald Campbell

IN ATTENDANCE 

Kathryn Cook, Chief Executive 
Diane Anderson, Chair, Quality & Excellence Advisory Committee 
Oriana Paewai, Committee Member, Quality & Excellence Advisory Committee 
Craig Johnston, General Manager, Strategy, Planning & Performance 
Neil Wanden, General Manager, Finance & Corporate Services 
Stephanie Turner, General Manager, Maori & Pacific 
Judith Catherwood, General Manager, Quality & Innovation 
Deborah Davies, Acting Service Manager, Community Services 
Gabrielle Scott, Executive Director, Allied Health  
Kelly Isles, Project Manager 
Angela Rainham, Project Manager 
Jo Smith, Senior Portfolio Manager 
Jonathon Howe, Communications Manager 
Megan Doran, Committee Secretary 

OTHER 

Public: (0) 
Media: (0) 

1. ADMINISTRATION MATTERS

1.1 APOLOGIES 

There were apologies from members Nadarajah Manoharan and Tawhiti Kunaiti. 

265



Unconfirmed Minutes 

1.2. Notification of Late Items 
 
There were no late items 
 
1.3. Conflict and/or Register Of Interests Update 
 
Amendment to the Register of Interests 
 
Barbara Cameron advised she is now involved with Sport Manawatu. 
 
Declaration of Conflicts in Relation to Today’s Business 
 
No declarations were advised in relation to the meeting. 
 
1.4.  MINUTES OF THE PREVIOUS MEETING 
 
It was recommended: 
 

that the minutes of the previous meeting held on 13 February 2018 be 
confirmed as a true and correct record. 

 
1.5 Recommendations to Board  

 
It was noted that the Board approved all recommendations contained in the minutes. 
 
1.6 Matters Arising from the Minutes 
 
There were no matters arising from the minutes. 
 
2.  STRATEGIC AND OPERATIONAL PLANNING 
 
2.1 Kainga Whanau Ora & Presentation 
 
Materoa Mar CEO Te Tihi o Ruahine Whanau Ora Alliance presented to the 
Committee.  This presentation was well received and the Committee asked to receive 
regular updates. 
 
2.2 Locality Plans 
  
The Project Manager, Strategy, Planning and Performance introduced the report 
which included the full plan for Manawatu (as an example), which were an ‘inward 
facing’ document, and the Action Plans for all four localities, which are ‘community 
facing’ documents.  The action plans document were tangible actions that the 
community can see, feel or experience and is written in a community friendly 
manner.  The action plans have been checked with the local advisory group, 
community members and relevant health professionals and were now in the final 
draft stage.  
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It was reported that the Otaki Locality Plan was slightly behind the other three plans 
but would be completed in time to be presented alongside the others to April meeting 
of the Board. 
 
Members noted that it was important that the plans are well socialised out in the 
communities. There was discussion about the amount of work detailed in the action 
plans, particularly given the current environment of constraint.  Management 
pointed out that the actions in the action plans were often similar across plans, and 
that they were spread across a range of agencies, not just the DHB.  Also, that all the 
actions have been worked through with the relevant providers.   
 
The CE advised the meeting that the Clusters would be taking the lead on the 
implementation of the Locality Plans and that the actions in the Locality Plans would 
be taken through into the Clusters operational plans etc. 
 
It was recommended: 

 
That the progress in the development of health and wellbeing plans be noted 
and; the committee endorse the final drafts being submitted to the Board. 

  
3. PERFORMANCE REPORTING 
 
3.1 Strategy, Planning & Performance Operating Report 
 
4.3.1 – Update on Manawatu Gorge Closure 
 
The preferred route for the Manawatu Gorge replacement was discussed.   The 
Committee expressed pleasure that a decision had been made but noted that work on 
the new route is not scheduled to start until 2020 with a completion date in 2024. 
 
It was recommended: 
 
 that this report be noted. 
 
4. COMMITTEES’ WORK PROGRAMME 
 
It was recommended: 
 

that progress against the 2017/18 work programme be noted. 
 
5. LATE ITEMS 
 
There were no late items. 
 
 
6. DATE OF NEXT MEETING 
 
1 May 2018 
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7. EXCLUSION OF THE PUBLIC

It was recommended: 

that the public be excluded from this meeting in accordance with the Official 
Information Act 1992, section 9 for the following items for the reasons 
stated: 

Item Reason Reference 
“In Committee” minutes of the meeting 
held on 13 February 2018 

For reasons stated in the 
previous agenda 

Confirmed this 1st day of May 2018 

………………………………………… 
Chairperson 
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MIDCENTRAL DISTRICT HEALTH BOARD 

Minutes of the Meeting of the Enable New Zealand Governance Group, 
held on Tuesday, 13 March 2018 at 1.30 pm 

in the Conference Room, Enable New Zealand, 585 Main Street, Palmerston North 

PRESENT 

Diane Anderson (Chair) 
Adrian Broad (Deputy Chair) 
Kathryn Cook 
Brendan Duffy 
Ewen Kirkcaldie 

IN ATTENDANCE 

Scott Ambridge (General Manager, Enable New Zealand) 
Neil Wanden (General Manager Finance & Corporate Services) 
David Andrews (Operations Director, Enable New Zealand) 
Di Traynor (Committee Secretary) 

1. ADMINISTRATIVE MATTERS

1.1 Apologies 

Dot McKinnon (Chair, MDHB) 

1.2 Late Items 

There were no late items identified. 

1.3 Conflict and/or Register of Interest 

There were no conflicts or amendments to the Register of Interest declared. 

2. MINUTES OF THE PREVIOUS MEETING

2.1 Minutes 

It was recommended: 

that the minutes of the previous meeting held on 28 November 2017 be 
confirmed as a true and correct record. 
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2.2 Recommendations to Board 
 

The Governance Group noted all recommendations contained in the minutes 
had been approved by the Board. 

 
3.  MATTERS ARISING FROM THE MINUTES 
 

The Operations Director provided a brief update on the recent cases where 
concerns were raised during visits to two properties requiring housing 
modifications.  No further incidents have been reported since the two initial 
cases.  The issue is currently being progressed with ACC, with a view to 
establishing protocols for dealing with instances where a hazardous substance is 
suspected or known to be present. Interim arrangements are in place until the 
protocols have been put in place. 
 

4.  WORK PROGRAMME 
 
The General Manager, Enable New Zealand, spoke briefly to the work 
programme, noting that the final budget and annual plan will be presented at 
the June Governance Group meeting.     
 
He also indicated the likelihood that the final findings from the Phase Two 
Ownership and Governance review may be delayed until the August Governance 
Group meeting given that the DSS transformation paper is now being presented 
to Cabinet later than originally anticipated. 
 
It was recommended: 
   

that the Committee’s work programme be noted. 
 
5. OPERATIONAL REPORTS 
 
5.1 General Manager’s Operational Report 1 
 

The General Manager, Enable New Zealand, provided a verbal update of 
activities during the period 1 October 2017 to 31 January 2018.  
 
The Phase Two Ownership and Governance arrangements were discussed at 
length.  It was agreed that the work will progress as noted in the report. A 
further piece of work, along the lines of an environmental scan will be 
undertaken to better understand any potential implications as a result of the 
change in government. This will considered as part of the Phase two review.   
 
The Disability Support System Transformation was discussed.   Mr Ambridge 
noted that the presentation of the paper to Cabinet had been delayed to late 
March – possibly to allow the transformation work to become socialized 
amongst incoming Ministers.  His understanding was that the Cabinet paper will 
make recommendations on three significant aspects, seeking agreement to 
progress with the prototype for the MidCentral Region, confirming the funding 
arrangements (including funding from other agencies) and identifying the 
rollout for the rest of the country. 
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Work on the organisation’s desired future state, the Techno-broker process is 
ongoing.  This has involved a rapid discovery process, working with customers, 
stakeholders and the supply chain to test desirability of the proposed solution. 
This work is planned to continue, which involves testing a prototype that can be 
further validated. 
 
In respect of EASIE Living retail, Mr Ambridge commented that feedback from 
customers about the new retail layout had been very positive, and that sales are 
slowly growing but were not yet at a desired level.   The committee agreed that 
the EASIE Living Centre is a ‘destination’ experience, and were pleased to hear 
that the mobile van is performing very well.   
 
Scott made the observation that the EASIE Living Centre has been a strategically 
important focal point for the work being done in respect of the DSS 
transformation.   
 
The Operations Director spoke about attending the EASTIN meeting in London, 
and concluded that it had been an excellent networking opportunity to find out 
what is happening in the assistive technology space in other countries.   It was 
agreed that a debriefing paper will be provided to the Chief Executive.   
 
The Operations Director noted that the Tertiary Education Commission training 
had concluded in the last month.  Overall, the experience for staff had been very 
positive and there was much value gained, despite the huge commitment.   He 
noted that there had been some impact on service due to the intense 
commitment to training; but this had been managed with overtime where 
essential. 
 
Scott brought the meeting up to date on progress relating to the installation of 
Office 365 by Spark.  The Chief Executive noted that she was hoping to have a 
high level meeting with Spark very shortly to discuss the District Health Board’s 
needs moving forward. 
 
It was recommended: 
 
  that the General Manager’s Operational Report 2 be noted. 
 

5.2 Enable New Zealand – Risk Plans 
 
 The General Manager, Enable New Zealand, spoke to this report.  
 

 There were no changes to the strategic risks.  Given the slightly uncertain 
landscape around the DSS transformation, the General Manager indicated that 
that the organization was planning to hold a strategic risk workshop in the next 
quarter, the results of which would be presented to the Governance Group’s next 
meeting. 

 
It was recommended: 
 
  that the Enable New Zealand Risk Report be noted. 
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LATE ITEMS 
 

There were no late items. 
 
6. DATE OF NEXT MEETING 

 
Tuesday, 5 June 2018, 1.30 pm. 
Venue:   Conference Room, Enable New Zealand, 585 Main Street, Palmerston 
North. 

 
8. EXCLUSION OF PUBLIC  

 
It was recommended: 
 

that the public be excluded from this meeting in accordance with the 
Official Information Act 1992, section 9 for the following items for the 
reasons stated: 
 

Item Reason Ref 
“In Committee” minutes of the 
previous meeting  

For reasons stated in the 
previous agenda 

 

General Manager’s Operational 
Report 2:  
- DSS Transformation 
- Commercial initiatives 

Subject of negotiation  9 (2) (j) 

2018/19 Draft Annual Plan and 
Budget 

Subject of negotiation 9 (2) (j) 

 
 
 
 
 
 
…………………………………………………….. 
Chairperson 
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