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1.

KARAKIA

09.00

He Karakia Timata
Kia hora te marino
Kia whakapapa pounamu te moana
Hei huarahi ma tatou I te rangi nei
Aroha atu, aroha mai
Tatou I a tatou I nga wa katoa
Hui e taiki e
May peace be widespread
May the sea be smooth like greenstone
A pathway for us all this day
Give love, receive love
Let us show respect for each other
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Reason

Ref

“In committee” minutes of the previous Board
meetings
2019/20 Draft Annual Report and Financial
Statements
Facilities Maintenance and Hotel Services
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HDAC meeting
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For reasons set out in the order
paper of 1 September 2020
To protect patient privacy
For reasons set out in the order
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9(2)(j)
9(2)(j)

Subject to contract negotiations

9(2)(j)

9(2)(a)

9(2)(j)
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MIDCENTRAL DISTRICT HEALTH BOARD
Minutes of the MidCentral District Health Board meeting
held on 18 August 2020 from 9.00am
PART 1
MEMBERS
Brendan Duffy, Board Chair
Heather Browning (via Zoom until 11.15am)
Vaughan Dennison
Lew Findlay
Norman Gray (via Zoom)
Muriel Hancock

Materoa Mar
Karen Naylor
Oriana Paewai (via Zoom)
John Waldon
Jenny Warren

IN ATTENDANCE
Kathryn Cook, Chief Executive
Kelvin Billinghurst, Chief Medical Officer
Celina Eves, Executive Director Nursing and Midwifery
Rory Matthews, Interim Director of the Office of the Chief Executive
Gabrielle Scott, Executive Director, Allied Health
Tracee Te Huia, General Manager Māori Health
Margaret Bell, Board Secretary
IN ATTENDANCE (part meeting)
Simon Allan, Clinical Council Chair
Keyur Anjaria, General Manager People and Culture
Doug Barnes, Programme Director, Enterprise Project Management Office
Judith Catherwood, General Manager Quality and Innovation
Jonathon Howe, Corporate Communications Manager
Gail Munro, Consumer Council Chair
Carrie Naylor-Williams, Integrated Operations Centre Lead
Stephen Paewai, Consumer Council Deputy Chair
Darryl Ratana, Deputy Chief Financial Officer
Rachael Timutimu, CCDM/TrendCare Coordinator
Neil Wanden, General Manager, Finance and Corporate Services
Media – 1
Public – 0
The Board Chair welcomed Kelvin Billinghurst, Chief Medical Officer to his first Board
meeting.
The Chief Executive introduced Rory Matthews, who had been seconded to the role of
Interim Director of the Office of the Chief Executive for a three-month period.
1.

KARAKIA

The meeting opened with the organisational karakia.
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2.

ADMINISTRATIVE MATTERS

2.1

Apology

Heather Browning advised she would need to leave the meeting early.
2.2

Late items

There were no late items.
2.3

Register of Interests Update

There were no amendments to the Register of Interests.
2.4

Minutes of the 7 July 2020 meeting

It was resolved that:
the Part One minutes of the 7 July 2020 Board meeting be approved as a true
and correct record. (Moved Karen Naylor; seconded Lew Findlay)
2.5

Minutes of the 28 July 2020 meeting

It was resolved that:
the Part One minutes of the 28 July 2020 Board meeting be approved as a true
and correct record. (Moved Lew Findlay; seconded Muriel Hancock)
2.6

Matters arising from previous Minutes

There were no matters arising.
3.

PERFORMANCE REPORTING

3.1

Chief Executive’s Report for August 2020

The Chief Executive presented this report, which was taken as read. Ministerial
approval of the SPIRE project had not yet been received, but preparatory work was
progressing.
Regarding the update on industrial matters, Karen Naylor noted her previously declared
interest as a NZ Nurses Organisation (NZNO) member and workplace delegate. It was
agreed this did not constitute a conflict in this discussion.
The Board Chair acknowledged the efforts by management and staff in achieving a
financial year-end result that was $204k under budget. He also noted the significantly
increased participation rate in the staff survey.
It was resolved that the Board:
note the update of key local, regional and national matters. (Moved Vaughan
Dennison; seconded Materoa Mar)
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3.2

Finance Update – June 2020

The Chief Executive presented this report, which was taken as read. She noted that
after excluding the impacts of COVID-19 and the Holidays Act Remediation Project, the
financial result was within the target set for the 2019/20 year. The Sustainability Plan
included specific pieces of work to improve outcomes for patients, as well as improve
financial performance. Areas that were over budget last year were being closely
monitored. The strong performance by Enable New Zealand had been incorporated into
the budget for the 2020/21 financial year.
The decline in cashflow reserves was inevitable due to the capital projects that were
underway, but there were sufficient reserves to meet the going concern assumption in
2020/21. A separate accounting process was in place to capture costs related to
COVID-19, including testing carried out last weekend for NZ Defence Force staff who
had been working in managed isolation facilities. All COVID-19 costs were reported to
the Ministry of Health on a weekly basis.
The General Manager, Finance and Corporate Services and the Deputy Chief Financial
Officer joined the meeting.
Some savings had been achieved in nursing, which was staffed to CCDM requirements.
The Executive Director Nursing and Midwifery identified that trend data on ‘specialling’
was part of reporting on the Sustainability Plan.
The General Manager People and Culture and the General Manager Quality and
Innovation joined the meeting.
The Chief Executive noted that while staff were encouraged to take annual leave, it
could be difficult during the winter months when the hospital was busy.
It was resolved that the Board:
note that the June 2020 financial report was endorsed for Board consideration
by FRAC at their July 2020 meeting
note that the result for the month of June 2020 is a deficit of $3.771m, which is
$2.047m adverse to budget
note that the result for June 2020 includes a net impact of $1.468m of COVID19 related impacts
note that the year-end result is a deficit of $17.680m and is $5.580m adverse
to budget and includes $5.785m of related COVID-19 event impacts
observe that total available cash and equivalents of $26.984m as at 30 June
2020 is sufficient to support liquidity requirements
approve the June financial report. (Moved Oriana Paewai; seconded Vaughan
Dennison)
3.3

Finance Update – May 2020

It was resolved that the Board:
note that the May 2020 financial report was endorsed for Board consideration
by FRAC at their July meeting
note that the result for May 2020 is a deficit of $0.242m, which is $0.543m
favourable to budget for the month
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note that the result for May 2020 includes a net impact of $0.236m of COVID19 related impacts
note that the year to date result is a deficit of $13.909m and is $3.534m
adverse to budget with $4.317m of related COVID-19 event impacts
note that the year-end financial forecast for an underlying operating deficit of
$12.1m will be impacted by any unfunded COVID-19 costs, with a downside
risk estimated deficit of $16.916m
observe that total available cash and equivalents of $29.892m as at 31 May
2020 is sufficient to support liquidity requirements
approve the May financial report. (Moved Oriana Paewai; seconded Vaughan
Dennison)
The General Manager, Finance and Corporate Services and the Deputy Chief Financial
Officer left the meeting.
3.4

Update by Manawhenua Hauora to MDHB on its 29 June hui

The Chair of Manawhenua Hauora, Oriana Paewai, presented this report, which was
taken as read. She noted the emphasis on environmental issues and the development
of iwi health and wellbeing plans. These were important for the DHB and iwi were
excited by this new approach. All Board members and staff would benefit from training
on the difference between the Treaty of Waitangi and Te Tiriti o Waitangi, with a focus
on the Articles rather than the Principles of the document. This training would be the
second of two sessions for Board members.
The General Manager Māori Health agreed to provide a report to a future Board meeting
with further details on the content and timing of Te Tiriti o Waitangi training for Board
members.
The Programme Director, Enterprise Project Management Office (EPMO) joined the
meeting.
It was resolved that the Board:
note the contents of this update from June’s Manawhenua Hauora hui
approve the recommendation by Manawhenua Hauora, that all Board members
are trained in Te Tiriti o Waitangi training provided by MidCentral DHB.
(Moved Jenny Warren; seconded Muriel Hancock)
3.5

Quarterly Health, Safety and Wellbeing Report

The General Manager People and Culture presented this report, which was taken as
read. He outlined the pastoral care and other resources that were in place to support
staff during the COVID-19 recovery period.
The reduction in the number of workplace claims over the last two quarters could be
related to having a reduced number of hospital patients during that time.
The General Manager People and Culture offered to follow up on providing Health and
Safety training from Tregaskis Brown for Board members.
The revised Nutrition and Physical Activity Policy would be presented to the September
Board meeting.
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It was resolved that the Board:
approve the quarterly Health, Safety and Wellbeing report. (Moved John
Waldon; seconded Heather Browning)
The Integrated Operations Centre Lead and the CCDM/TrendCare Coordinator joined
the meeting.
Tribute to two Resident Medical Officers (RMOs)
The Chief Medical Officer acknowledged the passing of two RMOs, Dr James Huang and
Dr Vinay Angadi Rudresh, who died in a motor vehicle accident last week. Both doctors
worked in the Emergency Department and had worked in other DHBs in New Zealand.
Support had been provided to their families. Colleagues had been offered pastoral
support and counselling, and were able to put messages in a Memory Book. A
memorial service would be held in the hospital chapel on Wednesday 19 August.
Those present stood for a karakia, led by John Waldon, as a mark of respect for the two
doctors.
3.6

Performance Improvement Plan (PIP)

The General Manager Quality and Innovation and the Programme Director, EPMO
presented this report, which was taken as read.
A Board member noted that following the recent resurgence of COVID-19 and
reinstatement of Alert Level 2, there could be an increase in DNAs (Did Not Attend) for
outpatient clinics, including those delivered by virtual means. Management indicated
that staff continued to receive training on how to interact with patients in a virtual
setting. Barriers for access to technology were always considered when making a
decision on whether to offer a face-to-face or virtual consultation.
The Chief Executive noted that telehealth was a key priority for next year’s plan and
that the Board would be kept informed of plans and progress.
The Board Chair asked that the Board receive information on the increased surgical
interventions that were underway. The General Manager Quality and Innovation noted
that an update would be provided in the next Health and Disability Advisory Committee
(HDAC) meeting papers.
The Chief Executive outlined her expectation that each cluster function would report
performance through to HDAC.
The Chair and Deputy Chair of the Consumer Council joined the meeting.
It was resolved that the Board:
note that the Performance Improvement Plan was endorsed by FRAC at their
July 2020 meeting
note progress made to date in the delivery of the Performance Improvement
Plan 2019/20
note the performance of the Savings Plan (Initiatives in Progress)
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approve the report and the mitigation plans in place to improve performance.
(Moved Vaughan Dennison; seconded Karen Naylor)
3.7

Sustainability Plan 2020-2023

The General Manager Quality and Innovation and the Programme Director, EPMO
presented this report, which was taken as read. Each project was being built into the
planning framework to enable monitoring and reporting. The Organisational Leadership
Team (OLT) had agreed that every project registered with the EPMO must outline how
it would improve MidCentral DHB’s two key priorities of equity for Māori and digital
enablement. This information would be reported to OLT each month.
It was resolved that the Board:
note that the Sustainability Plan was endorsed by FRAC at their July 2020
meeting
approve the Sustainability Plan 2020-23. (Moved Norman Gray; seconded
Muriel Hancock)
The Programme Director, EPMO left the meeting.
4.

DISCUSSION/DECISION PAPERS

4.1

Staff Engagement and Safety Culture Survey Report

The General Manager People and Culture presented this report, which was taken as
read. The overall response rate had improved by 11 percent from a similar survey
conducted in 2018. Any variation above 3 percent was considered significant. The
survey findings were aligned to the People Plan, and actions identified would continue
to be reported to the Board.
A Board member asked that further analysis be carried out by age group on incidents of
bullying (for example, people aged over 60 years). The General Manager People and
Culture agreed to report this to the Board. He noted that some responses regarding
bullying may be incidents of inappropriate behaviour, which required education and
training for staff.
It was resolved that the Board:
endorse the release of the results of the survey to all staff
note the MDHB Staff Engagement and Safety Culture Survey 2020 report
note the next actions and next steps that the District Health Board is intending
to take to progress team-based action planning, to further enhance the
engagement and culture across the District Health Board. (Moved Heather
Browning; seconded John Waldon)
4.2

Clinical Council Report

The Clinical Council Chair presented this report, which was taken as read. The Council
was focused on Māori Health initiatives. A self-review had identified the need to use
the clinical governance structure to improve interaction with clinicians, and the need to
improve the website to enable a two-way exchange with clinicians. Telehealth had
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lessened some stress in facilities pressure, although some departments worked better
in a face-to-face environment with patients.
It was resolved that the Board:
endorse the work of the Clinical Council and the Chairman’s report. (Moved
Muriel Hancock; seconded John Waldon)
4.3

Consumer Council Report

The Consumer Council Deputy Chair introduced the new Consumer Council Chair. They
jointly presented this report, which was taken as read.
The Consumer Council Deputy Chair acknowledged the support received from Board
members and senior management. The DHB’s response COVID-19 had increased the
use of technology for consultations. It was important to ensure that groups who were
unable to access technology were not disadvantaged, including the elderly, Pasifika,
Māori and refugee communities. While Māori had a responsibility to access health
services, those working in the health sector also needed to change their attitudes. He
suggested that when planning their day, people should ask “What am I going to do for
Māori health today?” and at the end of the day, ask “What have I done to assist Māori
health?”.
The Consumer Council Chair acknowledged the work done by the late John Hannifin in
establishing the Consumer Council, as well as the support from the Deputy Chair and
the senior management team.
The Clinical Council Chair left the meeting.
The General Manager Quality and Innovation provided an update on the project for
improving communication with consumers and between clinicians in the primary and
secondary sector. The MidCentral DHB’s Consumer Engagement and Payment Policy
outlined remuneration for consumers who assisted the committees.
The Deputy Chief Financial Officer joined the meeting.
It was resolved that the Board:
endorse the work of the Consumer Council and the Chairman’s report. (Moved
Jenny Warren; seconded Lew Findlay)
The Board Chair acknowledged the work of Stephen Paewai and thanked him for his
commitment to the Consumer Council.
The Consumer Council Chair, Deputy Chair and the General Manager Quality and
Innovation left the meeting.
4.4

Care Capacity Demand Management Programme (CCDM)

The Executive Director Nursing and Midwifery, CCDM/TrendCare Coordinator and the
Integrated Operations Centre Lead presented this report, which was taken as read. The
Executive Director Nursing and Midwifery acknowledged the work of the CCDM team
and noted that the programme’s targets were expected to be achieved by 2020/21.
The CCDM/TrendCare Coordinator advised that most of the work due for
implementation in July 2018 had been completed. Dates related to the impact of
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COVID-19 had been transitioned into the new annual plan. Data on matching capacity
to demand was reviewed every day. Details of the monthly variance in each clinical
area on a shift-by-shift basis would be reported to the Board.
Heather Browning left the meeting.
The Board Chair thanked the presenters and their team for their efforts.
It was resolved that the Board:
endorse the progress with Care Capacity Demand Management (CCDM) and the
Safer Staffing Accord. (Moved Vaughan Dennison; seconded John Waldon)
The CCDM/TrendCare Coordinator and the Integrated Operations Centre Lead left the
meeting.
4.5

Car Parking

The General Manager, Finance and Corporate Services presented this report, which was
taken as read.
The Board Chair noted there would be no debate on this issue until the next report was
presented to the Board in December 2020.
It was resolved that the Board:
note the proposed plan to review car parking arrangements, including
readdressing all carpark feedback and suggestions prior to the expiry of the
Wilson Parking contract in February 2021. (Moved Materoa Mar; seconded
Muriel Hancock)
The Corporate Communications Manager and the Media representative left the meeting.
4.6

NZ Health Partnerships Statement of Performance Expectations
2020/21

The General Manager, Finance and Corporate Services presented this report, which was
taken as read.
Board members noted that the NZ Health Partnerships (NZHP) document did not
provide details of achieving equity of outcomes for Māori and Pacific peoples; and that
the Board of Directors did not reflect diversity. Management agreed to provide this
feedback to NZHP.
It was resolved that the Board:
approve the NZ Health Partnerships Statement of Performance Expectations
2020/21. (Moved Norman Gray; seconded Oriana Paewai)
The General Manager, Finance and Corporate Services left the meeting.
4.7

Board and Committee Meeting Calendar for 2021

The Chief Executive presented this report, which was taken as read.
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It was resolved that the Board:
approve the 2021 Board and Committee Meeting Calendar. (Moved Muriel
Hancock; seconded Materoa Mar)
5.

INFORMATION PAPERS

5.1

Minutes of the 21 July 2020 HDAC meeting

It was resolved that the Board:
note the unconfirmed Part One minutes of the 21 July 2020 Health and
Disability Advisory Committee (HDAC) meeting. (Moved John Waldon;
seconded Vaughan Dennison)
5.2

Minutes of the 28 July FRAC meeting

It was resolved that the Board:
note the unconfirmed Part One minutes of the 28 July 2020 Finance, Risk and
Audit Committee (FRAC) meeting. (Moved Vaughan Dennison; seconded John
Waldon)
5.3

Enterprise Risk Management Workshop – Pre-reading

It was resolved that the Board:
note the Enterprise Risk Management Workshop pre-reading material. (Moved
Brendan Duffy; seconded Materoa Mar)
6.

LATE ITEMS

There were no late items.
7.

DATE OF NEXT MEETING

Tuesday, 29 September 2020 – Boardroom, MidCentral District Health Board, Gate 2
Heretaunga Street, Palmerston North
8.

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 Board
meetings
Insurance Update 2020/21 Financial Year
Holidays Act Compliance Project Vendor
Partner

For reasons set out in the order paper of
7 July 2020 and 28 July 2020
Contract negotiations
Contract negotiations

9(2)(j)
9(2)(j)

Unconfirmed Minutes

13
Minutes of Remuneration Committee meeting
CEO’s Performance and Remuneration Reviews
CEO’s Performance Measures 2020/21
Remuneration Strategy for Staff on IEAs
Board only time
“In committee” minutes of the previous
HDAC meeting
Serious Adverse Events (SAC 1) from February
2020 to May 2020
Health and Disability Commission (HDC)
Complaints from May 2019 to May 2020
“In committee” minutes of the previous
FRAC meeting
2020/21 Annual Plan and Budget
Integrated Pharmacy, Palmerston North
Hospital

To protect personal privacy
To protect personal privacy
To protect personal privacy
Contract negotiations
No decision sought
For reasons set out in the order
paper of 21 July 2020
To protect patient privacy

9(2)(a)
9(2)(a)
9(2)(a)
9(2)(j)

To protect patient privacy

9(2)(a)

For reasons set out in the order
paper of 28 July 2020
Subject to contract negotiations
Subject to contract negotiations

9(2)(j)
9(2)(j)

(Moved Brendan Duffy; seconded Jenny Warren)
Part One of the meeting closed at 11.25am

Confirmed this 29th day of September 2020

…………………………………….
Chairperson
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Board of MidCentral DHB
 Schedule of Matters Arising, 2020/21 as at 17 September 2020
Matter
Review of Remuneration Strategy & Policy
Board meetings with professional staff groups scheduling on work programme
Review of Board membership, capability and
capacity
Review internal audit options and speak with other
out of region DHBs
Māori health dashboard to be reported to the Board
quarterly, with improvement plans reported sixmonthly
Future six-monthly workforce reports to include an
overview of the various contracted services and their
staffing numbers; and, if possible, include reporting
on employees with a disability
Ensure the salaries of Spotless workers did not
decrease if the supplier changed; find out whether
length of service would continue for transferring
workers; during tender process, consider what
equity providers had around employment
opportunities
Report back with further details on the content and
timing of the second of two Te Tiriti o Waitangi
training sessions
Report details from CCDM of the monthly variance
from each clinical area on a shift-by-shift basis
COMPLETED
Ensure Board induction programme is re-started
following interruption due to COVID-19
Enable NZ ownership

Raised
Dec 19
Dec 19

B Duffy

Form
Report
Inc in work
programme report
Report

Status
Scheduled
Postponed due to
COVID-19
Scheduled

Feb 21

N Wanden

Report

Scheduled

T Te Huia

Report

July 20

Sept 20 Nov 20
(d/board)
Dec 20 (plan)
March 21

K Anjaria

Report

Scheduled –
Dashboard going to
HDAC October 20
Scheduled

July 20

Ongoing

N Wanden

Report

Part of contract
negotiations –
ongoing

August 20

Nov 20

T Te Huia

Report

Scheduled

August 20

March 21

C Eves

Report

Scheduled

August 20

Sept 20

R Matthews

Report

Dec 18

July 19
May 20
Sept 20
September 20

D Andrews
M Riwai

Report

S Fenwick

Report

Completed – report
to 29 Sept meeting
Completed –
presentation to 29
Sept 2020 meeting
Completed –
Reported to HDAC;
will now be provided
six-weekly. Growth
rate consideration is
part of project.

Provide information to the board on the number of
women who had to be transferred during labour
from a primary birthing option; also asked to
consider the growth rate of the Horowhenua
community

July 20

Feb 20 FRAC
Mar 20 Board
April 20
May 20

Scheduled
Dec 20
March 20
TBC
Nov 20

Responsibility
K Anjaria
K Cook
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Matter

Raised

Scheduled

Responsibility

Form

Status

Check whether there should be more than two
meetings per year of the Remuneration Committee

August 20

September 20

K Cook

Report

Follow up on provision of health and safety training
for Board members
Provide analysis by age group on incidents of staff
bullying

August 20

December 20

K Anjaria

Report

August 20

September 20

K Anjaria

Report

Include two additional performance measures for the
Chief Executive in 2020/21
Check whether presentation from NZHP to Board
Chairs on the Health System Catalogue Business
Case was available to share with Board members
Provide feedback to NZ Health Partnerships
regarding lack of diversity on their Board of
Directors; lack of outcomes for Māori and Pacific
peoples in the SPE; and that the Health System
Catalogue business case did not link to the Treaty of
Waitangi or explain how it would benefit Māori
health
Internal auditors having difficulties engaging
someone with appropriate experience to conduct
equity and fairness audit. General Manager, Maori
Health to discuss with internal auditors
Performance improvement plan – provision of
available ethnicity data
Send a letter of congratulations and recognition to
Dr Garry Forgeson for his Queen’s Birthday Honour
for his services to oncology
Review of car parking arrangements PNH (including
readdressing all carpark feedback and suggestions)
Update financials in the integrated hospital and
community pharmacy and improved front of hospital
report and return to the Board
Advise the Board on the Corporate and Other figures
without Enable New Zealand included

August 20

September 20

K Anjaria

Report

Completed – ToR
require two
meetings per year
Completed –
scheduled 10 Nov 20
Completed –
included in CEO’s
report Sept 20
Completed

August 20

September 20

N Wanden

Report to be
distributed

Completed –
emailed 26 August

August 20

September 20

N Wanden

Letter to NZHP

Completed – letter
sent 21 August

April 20

ASAP

T Te Huia

Discussion with
internal auditors

Dec 19

J Catherwood

Include in PIP report

July 20

March 20
July 20
August 20

Completed – review
ToR signed by CEO
and auditor started
on 10 August
Completed

B Duffy

Letter

Completed

April 17

Aug 20

N Wanden

Report

Completed

July 20

Aug 20

N Wanden

Report

Completed

July 20

Aug 20

K Anjaria

Report

Completed
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For:
Approval
Endorsement
X

Noting

To

Board

Author

Kathryn Cook, Chief Executive

Endorsed by
Date

17 September 2020

Subject

Chief Executive’s Report for August 2020

RECOMMENDATION
It is recommended that the Board:


note the update of key local, regional and national matters.

Strategic Alignment
This report is aligned to the District Health Board’s (DHB’s) Annual Plan,
setting out performance results across the District Health Board (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.
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1.

PURPOSE

This report provides the Board with an update of key local, regional and
national matters. No decision is required.
2.

LOCAL MATTERS

2.1

Financial Performance

The 2020/21 fiscal year is off to a positive start with the performance for July
and August 2020 positive to the budgeted position, resulting in variance of
$0.21m.
2.2

Major Projects

2.2.1 SPIRE
The Minister of Health and the Minister of Finance have signed off the SPIRE
business case as part of the Government’s Health Infrastructure Programme
which was announced earlier this year. Work now continues to progress these
works.
2.2.2 Emergency Department Observation Area (EDOA)/Medical Assessment
and Planning Unit (MAPU) Pods
Procurement of the prefabricated pods is underway with detailed design
commencing shortly. It is anticipated these will be operational by winter 2021.
2.2.3 Mental Health Inpatients
A letter from the Minister of Health has confirmed that MidCentral District Health
Board’s (MDHB’s) business case for a new acute mental health facility had the
Government’s approval. Work to finalise tender specifications is underway prior
to going to market for an architect. The architect will work closely with the
mental health and infrastructure teams to turn the concept design into a detailed
design.
2.3

MDHB Strategy Refresh Workshop

A Strategy refresh workshop was held on 8 September, with over 50 attendees
from Manawhenua Hauora, Clinical and Consumer Councils, the MDHB Board
and Organisation Leadership Team (OLT). This workshop was part of our wider
engagement approach.
To comply with COVID-19 level 2 restrictions, a ‘world café’ style workshop was
modified to ensure the health and wellbeing of all attendees. We received
feedback from some attendees they appreciated the measures that had been
taken, while still allowing for a productive workshop environment.
The workshop focused on how we should update our Strategy to ensure it
reflects areas of priority which have been identified as “missing” or “not strong
enough” in our current Strategy. These are as follows:
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Our commitment to Te Tiriti o Waitangi



Improving Māori health outcomes and reducing inequities



Improving access to timely, appropriate health care when and where our
community need it.

The workshop provided insightful discussions and some good ideas about how we
can better incorporate the priority areas above. It also identified challenges and
opportunities for collective aspirations. Feedback from attendees was very
positive.
The emerging themes included:


Need for minor adjustment to better reflect what we are trying to achieve.
However, the essence of the imperatives is still relevant



Need to be bolder and not passive



“Equity for Māori will drive equity for everyone, everywhere”



Culturally competent workforce – build and develop workforce



Iwi, hapū, whānau and Māori communities’ leaders as active partners in
improving their own health



Be explicit about improving Māori Health and the obligations under Te Tiriti



Work more with and within communities – expand locality model



Everyone has the right to quality care – everyone feels welcome and valued



People and whānau have the choice and control



Importance of understanding the difference between Te Tiriti and The Treaty



More focus on the wider determinants of health



All four strategic imperatives need to be connected



Iwi have their own connections, leadership, control – enable iwi to be
connectors



Holistic, not individual health – whānau team with multi-disciplinary team



Digital enablement needed



Build up front capacity and capability – move care beyond the walls of the
hospital



Cross sector collaboration.
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A working group has been established with representation from Strategy,
Planning and Performance, Pai Ora Paiaka Whaiora Hauora Māori Health
Directorate, facilitators from the workshop and the CEO’s office.
The working group will run two to three sessions to reflect upon the key
themes and areas of priority and how we can authentically use the
information from the workshop to update the Strategy document. The aim is
to ensure our Strategic imperatives, Objectives and Koru’s purposely reflect
these priority areas.
The proposed wording for the refreshed Strategy will be circulated to OLT
and Manawhenua Haoura for feedback prior to the November Board
meeting. Once the content has been endorsed, it will be sent to our graphic
designers to complete the refreshed Strategy document.
2.4

Integrated Service Model (ISM) Health Check

The ISM has been in place for over two years. It was agreed that once the
model was recruited to and had a chance to embed, it would be reviewed to
ensure it was optimised. Martin Jenkins was commissioned by the DHB to
undertake a health check of the model and concluded their interviews of the
wider OLT on 4 September 2020.
A draft report of their findings and recommendations is expected this month.
2.5

Health and Safety Training to Board Members

Tregaskis Brown have confirmed they do not have the health and safety
component within their training programme for Board members. We have now
engaged Hamish Kynaston from Buddle Findlay, who will be delivering this
training via a workshop following the 10 November Board meeting. A
questionnaire seeking input from Board members which will inform the
workshop, has been sent to all Board members. Keyur Anjaria, GM People and
Culture, who has overall oversight of health and safety matters, will also be
present at the workshop to respond to any questions that may emerge.
2.6

Speaking Up for Safety

MDHB partnered with the Cognitive Institute from Australia to deliver a staff
safety culture programme. The programme commenced late in 2018 with the
Speaking Up for Safety (SUFS) roll out where staff attended a mandatory
education session on how to use the Safety CODE as the first mechanism to alert
any safety concerns. Over 82 percent of staff have attended a SUFS session.
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This was followed by Promoting
Professional Accountability (PPA), which
was rolled out to the organisation at
the end of July 2019. This programme
allows staff to anonymously make a
notification relating to a safety or
professional issue when the use of the
Safety CODE is not possible. Thirtyeight anonymous reports have been
raised via the PPA reporting system with 32 of these formally investigated. Those
not investigated were followed up through other DHB processes.
The results from the Staff Engagement and Safety Culture Survey showed
improvement in ‘speaking up’ and MDHB’s safety culture. These are examples of
the success of the programme and supportive of the investment the DHB has
made to improve in this area.

2.7

Board Request: Survey Analysis of Staff Over 60 Bullying in the
Workplace

At the August Board meeting, a Board member had asked for the DHB
management to analyse the survey results to identify whether respondents who
identified as over the age of 60 years reported greater rates of bullying and
harassment in the workplace, and if their responses provided any significant
areas of concern.
At the time of writing this report, MDHB has approximately 2800 staff (numbers)
employed. Of these, 515 (18 percent) identify as being over 60 years. Fortythree respondents to the staff survey identified as being over the age of 60.
This amounts to 8.3 percent of the DHB’s ‘over the age of 60’ group. A response
rate below 30 percent is considered low. This should be kept in mind in the
analysis below, as it is less likely to offer conclusive evidence.
In analysing the responses, the percentage of respondents over the age of 60
who believe they have witnessed or experienced bullying in the workplace is
marginally higher than the overall DHB’s response (26 percent as compared to
the DHB’s response of 22 percent).
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Bullying and Harrassment Response Comparison
54
26

63
Over 60

22

Agree

20

Full DHB

15

Neither Agree nor Disagree

Disagree

Further analysis across all other indices related to bullying and harassment in
the workplace, reported by respondents aged over 60, are not dissimilar to the
responses provided by all DHB respondents to those questions. Most
respondents believe that the behaviour has been going on for over a year; it
happens once or twice a year and is demonstrated by a senior colleague. Most
respondents report that they have spoken with the person who has
demonstrated this behaviour. These responses are consistent with the DHB’s
overall responses across this index.
2.8

Medlab strike – 16 September 2020

On Wednesday 16 September, Medlab Central were involved in a nationwide
industrial action under the APEX union. Medlab had contingency plans in place
which meant no disruption to inpatient or urgent services and minimal delays for
outpatient and community work.
There were no reported incidents from the action and access has returned to
normal. MDHB have been advised that the negotiations continue, and agreement
has not been reached. A further notice for another 48 hours of industrial action
is pending. Medlab are managing this ongoing action internally and will advise
MDHB of any changes to service provision as, and if, these are confirmed.
2.9

Failure of the Uninterruptable Power Supply

On Tuesday 1 September 2020, MDHB experienced failure of the Uninterruptable
Power Supply (UPS) protecting ED, Theatres, ICU and CCU. This type of failure is
extremely rare with simultaneous loss of both the primary and the back-up
bypass systems in the UPS. It is suspected to be due to ingress of dust into an
otherwise highly reliable system.
The failure was promptly mitigated through deploying back-up generators
overnight until a pre-installed cable could be utilised to bridge from the second
UPS. A new UPS is being obtained and will be installed in a secure configuration
which provides redundant capacity for any possible future failure of either UPS,
with additional dust protection measures implemented.
3

REGIONAL MATTERS

Chairs and Chief Executives, together with the Chair of Te Whiti ki te Uru, of the
central region met via Zoom on 10 September 2020.
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The meeting focused on progressing the regional services priority programmes:

Each programme has a chief executive lead who is working with Technical
Advisory Services (TAS) to establish the work programme purpose and future
goals, deliverables, timeframes, oversight and resource requirements.
4
4.1

NATIONAL MATTERS
Pay Equity and Multi-Employer Collective Agreement (MECA)
Bargaining Update

Pay equity claims have been received by the DHB negotiating team across various
workforces and unions. The overall process for managing these claims follows.


Agreeing overall process



Gathering claimant information



Gathering and assessing comparator work information and remuneration
data to establish undervaluation



Develop bargaining strategy and seek approval



Negotiate and conclude claims.

An update on progress made across various claims received by the DHB bargaining
teams is provided below.
4.1.1 Clerical and Administration Claim – Public Service Association (PSA)
The Crown Negotiator and the DHB team met with the PSA bargaining team for a
third week of bargaining during the week commencing 7 September. Key actions
so far for pay equity include:


Agreeing principles for a pay system, its structure and contemporary
practices



Potential grouping of job clusters within pay bands



Including a gender-neutral job evaluation system



Placement, pay progression and development of the administrative
workforce.

23

The parties have withdrawn to confer with their stakeholders. Currently there are
no further bargaining dates in the diary.
4.1.2 Nurses & Midwives Claim (New Zealand Nurses Organisation [NZNO] and
Midwifery Employee Representation and Advisory Service [MERAS])
The DHB team is working with both unions to get a better understanding of their
claims. Key actions so far include:


Developing a national strategy



Understanding the extent of gender-based evaluation



Data gathering and completing an initial work assessment.

4.1.3 Allied, Scientific & Technical Workforces (Public Service Association [PSA]
and Association of Professional and Executive Employees [APEX])
Discussions are taking place with both unions for the groups they represent. ey
actions include:


Bipartite oversight group meetings held



Terms of reference and overall process are being agreed.

4.2

MECA Bargaining

The DHBs/NZNO Nurses and Midwives Multi-Employer Collective Agreement
expired on 31 July 2020. Negotiations have been underway over the past three
months with discussions held around a short-term settlement to include a
restrained remuneration offer. However, efforts to agree a short-term settlement
have not been successful. NZNO have been scheduling meetings to discuss the
outcomes with their members. Following these meetings, both parties have also
agreed to meet to consider feedback from the NZNO members’ meetings and
identify claims that can be progressed within the existing mandate.
DHBs/PSA Allied, Public Health and Technical MECA expires on 31 October 2020.
The PSA has initiated bargaining and both parties are currently preparing for
negotiations which are expected to commence in mid-October.
DHBs/PSA Nursing MECA expires on 30 September 2020 (covers MDHB’s Public
Health Nurses). The PSA has initiated bargaining and both parties are currently
preparing for negotiations which are expected to commence in mid-October.
APEX currently has Single Employer Collective Agreements (SECA) with 10 DHBs
including MDHB, covering anaesthetic technician roles. APEX has initiated
bargaining for a MECA to cover these roles across the 10 DHBs. DHBs have agreed
that the Technical Advisory Service (TAS) employment relations team will lead the
negotiation of this MECA on their behalf. Initial data gathering is underway.
4.3

Holidays Act Remediation Project

An update on this project was provided to the Board (via the Finance, Risk and
Audit Committee) in July 2020. The project continues to progress at pace and
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following approval from the Board. The following key activities have occurred:


Ernst & Young (EY) has been formally engaged as MDHB’s vendor partners
to assist with this project



Most payroll elements and the way they will be interpreted for the purposes
of remediation have been agreed by the unions



A workshop with all union partners in attendance that outlined the payroll
process and MDHB’s application of the MECA has been held



Payroll data has been provided to EY via a secure portal



EY are currently confirming the sample set with the unions



Update on progress made has been provided to the national governance
group and Ministry of Business Innovation and Employment (MBIE) as
required.

MDHB’s current payroll provider, PS Enterprise, has provided notice to MDHB
that they will no longer be supporting an ‘on premise’ hosted version of the
software from March 2021. The DHB’s project steering committee, comprising
members from Finance and Corporate Services, Enterprise Performance
Management Office, Digital Services and People and Culture are negotiating with
the vendor to work out the best suited option that would be acceptable to both
parties.
4.4

Individual Employment Agreement Remuneration

Parameters

There remains a strong expectation that public sector agencies and Crown
entities continue to meet the expectations of pay restraint. As such, DHBs
remain cognisant of this in their approach to bargaining and remuneration
decisions.
Following its meeting on 8 September 2020, the Employment Relations
Governance Group (ERGG) has endorsed the following guidelines for the 2020
Individual Employment Agreement (IEA) Remuneration Round.




An annualised ongoing cost of settlement (AOCS) of 1.5 percent of total
employment cost for eligible employees for 2020, on the following provisos:


That a simple general increase of 1.5 percent to all eligible employees is
avoided



That salary adjustments are nuanced and targeted toward:


Addressing lower paid workers and any gender and ethnic pay gaps



Retention pressure – risk of losing key people



Recognising performance.

No increases to be paid to IEA staff earning greater than $100,000 per
annum, except in circumstances where specific retention, internal relativity
or other issues are identified for individual employees.

MDHB has about 205 staff on IEAs, of which about 121 receive a salary less than
$100k per annum. The DHB will develop its IEA remuneration parameter for the
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2020 year based on these guidelines and use them to address areas of risk and
workforce pressures. However, as with other state sector agencies, these will be
applied prudently and equitably. A paper outlining the DHB’s approach will be
provided to the Board for approval at its next meeting. Any recommendations
approved by the Board will be applied following endorsement from the Ministry
of Health.
The ERGG comprises of the Director-General, Associate Deputy Director-General
Health Workforce, the Chair of DHB Chairs and two DHB Chief Executives and is
advised by the TAS Employment Relations Director and the Ministry of Health’s
General Manager Employment Relations. It is responsible for monitoring the
implementation of the Government’s employment relations policy settings across
the DHB and where appropriate, the wider health sector; and advising the
Minister of Health accordingly.
5
5.1

ORGANISATIONAL LEADERSHIP TEAM AND STAFFING MATTERS
General Manager Strategy and Performance

Craig Johnston, General Manager Strategy, Planning and Performance has
resigned to take up a role as the Chief Executive of Kauri Healthcare. Craig’s last
working day will be Friday 23 October 2020. We will await the outcome of the
health check of the Integrated Service Model before making any decisions on
managing the responsibilities of the role going forward.
Craig has worked for the DHB for 31 years. I would like to acknowledge the
work he has done over the years with the DHB and specifically the support he
has provided me, over the last couple of years as we implemented the
Integrated Service Model.
The OLT joins me in wishing Craig the very best for the future.
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Date
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Subject

Finance Report – July 2020

RECOMMENDATION
It is recommended that the Board:


note that the July 2020 financial report was endorsed for Board consideration
by FRAC at their September 2020 meeting



note that the month and year to date result for July 2020 is a deficit of
$0.823m, which is $0.147m favourable to budget.

 note that the result for July 2020 includes COVID-19 related net costs of
$0.069m and unbudgeted Holidays Act related costs of $0.335m. Net of these
costs the month variance to budget would be an operating favourable variance
of $0.551m.
 note that total available cash and equivalents of $26.866m as at 31 July 2020
is sufficient to support liquidity requirements.
 approve the July 2020 financial report.

Strategic Alignment
This report is aligned to the DHB’s strategy and key enabler, “Stewardship”.
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1.

REPORT AT A GLANCE

The result for July 2020 is a deficit of $0.823m, which is $0.147m favourable to the
budgeted deficit of $0.970m.

Month to Date

Year to Date

Year End

Highlights

Surplus/(Deficit)

Surplus/(Deficit)

Surplus/(Deficit)

Month Successes

($0.8M)

($0.8M)

($4.9M)

Budget Variance

Budget Variance

Budget Variance

$0.147M

$0.147M

$0.0M

15.2%

15.2%

0.0%

FTEs

FTEs

FTEs

2,320

2,320

2,410

Budget Variance

Budget Variance

Budget Variance

63

63

0

2.7%

2.7%

0.0%

Cash & Deposits

Cash & Deposits

Cash & Deposits

$26.9M

$26.9M

$7.7M

Budget Variance

Budget Variance

Budget Variance

$3.07M

$3.07M

$0.0M

12.9%

12.9%

0.0%

‐ Favourable Planned Care
‐ Breast Screening revenue up
‐ Personnel Costs/FTEs on track
‐ High level of Annual Leave taken
‐ Positive Enable NZ contribution
‐ Cash higher than expected
‐ Reduced COVID‐19 costs

Month Challenges
‐ ACC revenue below target
‐ High Acute and Elective demand
‐ High Ward 21 demand
‐ High Specialling usage
‐ Capex behind budget

1

1

The reference to Exceptional Items in the graph above largely refers to the Holidays Act and COVID‐19 which previously
resided in Corporate and Professional Services
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2. FINANCIAL COMMENTARY
Note that amounts are in $’000 and adverse variances are in brackets unless stated
otherwise. At the time of writing, the 2020/21 Annual Plan has yet to be approved by
the Minister of Health. Consequently, the budget remains in draft.
2.1 Financial Performance
The MidCentral District Health Board (MDHB) result for July 2020 is a deficit of
$0.823m, which is $0.147m favourable to the budgeted deficit of $0.970m.
The Statement of Financial Performance is shown in the table below. Net revenue for
the month is $0.874m favourable to budget and is offset by adverse expenditure of
$0.769m. A year-end forecast has not yet been prepared as it is early in the financial
year. At this stage, we are expecting to achieve the budgeted deficit of $4.914m.

$000

Net Revenue

Jul-19
Actual

Jul-19
Actual

Actual

Jul-20
Budget
(Draft)

Variance

Year to date
Actual
Budget Variance
(Draft)

56,287

61,449

60,575

874

56,976

61,449

60,575

19,495

20,817

21,793

975

19,495

20,817

711

1,044

352

(692)

711

1,044

20,206

21,861

22,145

283

20,206

21,861

Year End
Budget
(Draft)

874

729,112

21,793

975

261,186

352

(692)

3,788

22,145

283

264,974

Expenditure
Personnel
Outsourced Personnel
Sub-Total Personnel
Other Outsourced Services

2,101

2,782

2,181

(601)

2,101

2,782

2,181

(601)

24,540

Clinical Supplies

4,319

5,272

5,353

81

5,008

5,272

5,353

81

64,181

Infrastructure & Non-Clinical

5,890

5,812

5,961

149

5,890

5,812

5,961

149

71,151

27,417

26,683

26,002

(681)

27,417

26,683

26,002

(681)

310,890

Total Operating Expenditure

59,933

62,410

61,641

(769)

60,622

62,410

61,641

(769)

735,736

Operating Surplus/(Deficit)

(3,646)

(961)

(1,066)

105

(3,646)

(961)

(1,066)

105

(6,624)

119

138

96

42

119

138

96

42

(1,710)

(3,527)

(823)

(970)

147

(3,527)

(823)

(970)

147

(4,914)

Provider Payments

Enable Contribution
Surplus/(Deficit)

FTE
Medical

340.0

333.2

373.6

40.4

340.0

333.2

373.6

40.4

378.4

Nursing

1,031.9

1,092.7

1,078.5

(14.2)

1,031.9

1,092.7

1,078.5

(14.2)

1,085.7

384.5

412.6

421.0

8.4

384.5

412.6

421.0

8.4

428.8

30.9

29.9

32.3

2.4

30.9

29.9

32.3

2.4

32.3

452.9

451.2

477.6

26.4

452.9

451.2

477.6

26.4

484.7

2,240.1

2,319.6

2,383.0

63.3

2,240.1

2,319.6

2,383.0

63.3

2,409.8

Allied Health
Support
Management / Admin

Favourable to Budget

Unfavourable to Budget but within 5%

Unfavourable to Budget outside 5%
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Major variances to budget for the month drove the result as indicated in the graph
below.

The month variance includes impacts of the COVID-19 pandemic which are largely
offset by available COVID-19 event funding; the resulting net cost being $0.069m
which is unbudgeted. In addition, the variance includes unbudgeted costs associated
with the Holidays Act of $0.335m. Note that the Ministry of Health required all DHBs
to remove Holidays Act costs from their 2020/21 budgets. In this report, COVID-19
and Holidays Act costs have been separated from Corporate and Professional Services
and are now incorporated into a new business grouping referred to as Exceptional
Items.
Revenue variances of significance for the month are as follows:


An increase in Planned Care activity resulted in elective revenue that was
favourable to budget by $0.490m. This variance more than offset the extra
expenditure incurred in undertaking Planned Care initiatives.



Other significant favourable revenue variances were related to breast screening
due to higher than anticipated screening volumes, community provider contracts
and COVID-19. Community provider contracts and COVID-19 were both more
than offset by related expenditure.



ACC revenue was adverse to budget for the month by $0.124m. This is despite
the annual 2020/21 budget for ACC revenue having been reduced by $0.631m
when compared to the 2019/20 budget. The reduction was an acknowledgement
that last year’s budget was too ambitious. Based on last year’s actual
performance, this year’s re-set budget appears achievable; albeit it is phased
more aggressively in the first quarter of the year.
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Personnel variances of significance and points of note are identified below:


FTEs2 were favourable by 63 for the month, which resulted in favourable
personnel costs. This was despite a more aggressive approach to the phasing of
the budgeted profile for FTEs during the beginning of the financial year. All major
job types were favourable with the exception of nursing which was 14 FTE
adverse (or $0.099m of adverse expenditure). The table below shows total FTEs
by month.
TOTAL STAFF FTES BY MONTH



Insourced Personnel costs were partially offset by adverse Outsourced Personnel
costs. We estimate that this variance equates to an adverse FTE variance of
approximately 39. Therefore, this resulted in a net favourable variance of 25 FTE
when all personnel costs (Outsourced and Insourced) are considered.



Average salary costs were in line with budget expectations in July, albeit slightly
favourable to budget. There were no settlements affecting financial performance
during the month. The current Nursing MECA expired at the end of July.



Outsourced Nursing costs, which largely represent specialling of patients, are
adverse to budget by $0.069m. July contracted specialling hours totalled 5,641
and expenditure was 17 percent higher than last year’s monthly average,
although this is only the first month of the year. The full year budget for
Outsourced Nursing expenditure has increased since last year but is $0.635m
less than last year’s actual expenditure as savings are targeted. This reduction
suggests that the average monthly hours budgeted for this year is 3,178 hours
signifying a significant gap for the month.



The majority of favourable Insourced FTE related to Medical staff, which was 40
FTE favourable. This coincided with the majority of adverse Outsourced FTE
where Locums were estimated to be 23 FTE adverse. Both of these FTE variances
are reflected in the associated costs with a net favourable variance of $0.445m
when favourable Medical staff costs and adverse Locum costs are combined.

2

Refers to employed FTEs or Insourced as opposed to Outsourced Personnel
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Medical staff FTEs are shown in the table below. Locums are engaged to bridge
the gap between budgeted and actual Medical staff identified in this table. Locum
levels have been increasing to fill this void with a $2.35m increase (or 51
percent) between 2018/19 and 2019/20. Given this trend, the high locum use in
2020/21 is likely to continue.
MEDICAL STAFF FTES BY MONTH



There was a noticeable increase in annual leave taken during July as staff took
advantage of school term break and the opportunity to travel freely after a long
period of restrictions.



Expenditure on courses, conferences and staff professional fees were $0.145m
favourable to budget for the month and largely related to continuing medical
education (CME). This continues a trend seen since April that is likely to continue,
despite a loosening of domestic travel restrictions.

Other variances of significance for the month are outlined as follows:


Adverse Outsourced Service expenditure related to theatre expenditure at Crest
Hospital and outsourced radiology that were $0.293m and $0.068m adverse
respectively.



Clinical Supply costs were favourable to budget for the month due to lower than
anticipated expenditure on pharmaceuticals for cancer treatment ($0.126m
favourable). These costs were partially offset by adverse implant costs ($0.041m
adverse) due to additional orthopaedic volumes.



Community provider contract payments were $0.681m adverse for the month
and largely offset by favourable funding received of $0.453m. These budget
variances are due to the timing of contracted activity.



Depreciation is $0.107m favourable to budget as the timing of clinical equipment
(largely in Te Uru Mātai Matengau - Cancer Screening, Treatment and Support
Services) and facilities investment is behind that planned due to the border
restrictions delaying technicians’ availability to install the new LINAC.
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2.2 Financial Performance by Service
The Statement of Net Revenue and Expenditure by Service is shown in the table
below. When COVID-19 and the Holidays Act are excluded, all services achieved a
favourable variance to budget with the exception of Te Uru Whakamauora - Healthy
Ageing and Rehabilitation Services, which had a small adverse variance.
$000

Jul-20
Actual

Acute & Elective Specialist Services

(12,820)

Actual

Jul-20
Budget
(Draft)

(13,719) (13,726)

Variance

Jul-20
Actual

Year to date
Actual
Budget Variance
(Draft)
(13,719) (13,726)

Year End
Budget
(Draft)

6

(12,820)

6

(161,682)

Healthy Women, Children and Youth Services

(2,707)

(2,614)

(2,803)

189

(2,707)

(2,614)

(2,803)

189

(33,575)

Cancer Screening, Treatment & Support

(2,892)

(3,628)

(3,650)

22

(3,033)

(3,628)

(3,650)

22

(43,813)

Healthy Ageing & Rehabiliation Services

(9,003)

(9,037)

(9,017)

(20)

(9,003)

(9,037)

(9,017)

(20)

(108,692)

Primary, Public & Community Services

(6,730)

(5,958)

(6,089)

131

(6,730)

(5,958)

(6,089)

131

(72,492)

Mental Health & Addictions

(4,336)

(4,224)

(4,237)

13

(4,336)

(4,224)

(4,237)

13

(48,298)

Pae Ora - Paiaka Whaiora Directorate
Corporate & Professional Services
Exceptional Items
Enable NZ
Surplus (Deficit)

(308)

(536)

(570)

34

(308)

(536)

(570)

34

(6,838)

(16,736)

13,351

13,227

124

(16,736)

13,351

13,227

124

159,262

52,014

25,455

25,849

(394)

52,078

25,455

25,849

(394)

310,105

(12)

88

46

42

69

88

46

42

1,110

(3,527)

(823)

(970)

147

(3,527)

(823)

(970)

147

(4,914)

Favourable to Budget

Unfavourable to Budget but within 5%

Unfavourable to Budget outside 5%

Items of note that impacted service financial performance for the month are outlined
below. Further details are provided in Appendix One – Financial Performance by
Service.


Favourable Planned Care and Inter-District Flow revenue of $0.479m for Te Uru
Arotau - Acute and Elective Specialist Services. This was the result of the delivery
of additional volumes which also drove increased outsourced theatre expenditure
for Crest Hospital, outsourced radiology and orthopaedic appliance costs that
were all above budget. Bed occupancy for this service was 10 percent greater
than July last year and higher than any other month last year. Average Length
of Stay of 3.6 was 0.4 higher than July last year and similar to the average for
last year. The service also experienced a larger than planned number of highcost respiratory and stroke patients.



Favourable Planned Care revenue of $0.078m for Te Uru Pā Harakeke - Healthy
Women, Children and Youth Services that are partially offset by outsourced costs
for Crest Hospital. Staff for this service were favourable by 12 FTEs during the
month in Medical, Nursing and Midwifery. Medical staff costs (both Insourced
and Outsourced) were $0.080m favourable with more annual leave taken than
budgeted. Nursing and Midwifery costs were $0.030m favourable to budget due
to lower patient volumes in paediatrics.



Te Uru Mātai Matengau - Cancer Screening, Treatment and Support Services had
strong breast screening revenue which was $0.146m favourable to budget.
Despite this, total net revenue for this service was $0.115m adverse due to net
Inter-District Flow under-achievement. Adverse net revenue was more than
offset by favourable pharmaceutical expenditure.



ACC revenue in Te Uru Whakamauora – Healthy Ageing and Rehabilitation
Services was adverse to budget by $0.052m. This was largely offset by personnel
costs which were favourable by five FTE (including an estimated two Outsourced
FTE). ACC processes are being reviewed to ensure all revenue is being captured.
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A favourable result for Te Uru Kiriora - Primary, Public and Community Services
was driven by favourable staffing expenditure. Higher annual leave was taken in
Dental, Public Health and District Nursing than budgeted.



Acute Mental Health was $0.200m adverse for the month. This was driven by
higher than expected Nursing costs with overtime and FTEs that were 14 higher
than budget being a factor. Ward 21 is running over its resourced bed numbers
due to demand and this is likely to continue into August. Despite this adverse
variance, Te Uru Rauhī – Mental Health and Addictions Services was close to
budget for the month due to a favourable result in Community Mental Health
that was driven by lower personnel expenditure. A number of medical vacancies
exist in the Community Mental Health team.



Corporate and Professional Services comprises all Executive and Enabler
functions. The result for the month was $0.124m favourable to budget. The key
drivers of this variance are favourable facilities costs (including facilities
depreciation) of $0.148m and favourable transport costs of $0.084m.
Outsourced Services is adverse to budget by $0.067m due to the timing of
Central Region Technical Advisory Services.



Exceptional Items contains all organisational wide activities of which COVID-19
and Holidays Act are the most significant. Both of these are unbudgeted. The
budget assumption is that the Ministry of Health (MoH) will fund any significant
COVID-19 expenditure. In addition, the MoH required all DHBs to remove
Holidays Act costs from their 2020/21 budgets.



The July 2020 result for Enable New Zealand is due to favourable income from
trading activities and procurement rebates. Trading activities include direct
sales, equipment hire, equipment refurbishment and freighting of complex
equipment.

A Statement of Net Revenue and Expenditure by Division is shown in the table below.
$000

Jul-19
Actual

Funding Division
MidCentral Provider
Enable NZ
Governance
Total DHB

2.3

Jul-19
Actual

Actual

Jul-20
Budget
(Draft)

Variance

Year to date
Actual
Budget Variance
(Draft)

Year End
Budget
(Draft)

1,108

(1,458)

(1,761)

(303)

1,108

(1,458)

(1,761)

(303)

2,693

2,563

2,776

213

2,693

2,563

2,776

213

28,546

(69)

(88)

(46)

42

(69)

(88)

(46)

42

(1,110)

(205)

(194)

0

194

(205)

(194)

0

194

0

3,527

823

970

147

3,527

823

970

147

4,914

(22,522)

COVID-19

Unfunded expenditure due to the COVID-19 response was relatively minimal during
July when compared to previous months. The unbudgeted net expenditure of
$0.069m had an adverse impact on the July result and related to clinical supply costs
(personal protective equipment) of $0.030m and personnel costs of $0.022m.
No additional COVID–19 funding was received during July. However, an additional
$1.254m of funding was paid in August. This funding is ringfenced to COVID-19 event
activities in relation to surveillance planning and testing strategy for the region.
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2.4

Sustainability and Savings Plan

A number of sustainability and savings initiatives were confirmed as part of the
2020/21 Annual Plan. These are summarised in the table below with further detail
provided in Appendix Two.
Sustainability Plan Initiatives
Excluded from Budget

$0.45m

Included in Budget

$0.80m

Total Sustainability Plan Initiatives

$1.25m

2020/21 In-budget Savings

$7.05m

2019/20 In -budget Savings Enduring

$3.54m

Total Sustainability and Savings Plan

$11.84m

Reporting actual performance against these targets will commence in August and
focus on the Sustainability Plan Initiatives (also reported to FRAC by the Programme
Director, Enterprise Project Management Office) and the In-budget Savings. The
2019/20 In-budget Savings reflect those savings initiatives from last year that have
been recognised as having an ongoing benefit to the DHB.3
Note that the Sustainability Plan covers a programme of initiatives which come on
stream over multiple years. Not all initiatives have an impact on financial performance
this year and consequently will not feature in this report.
2.5

Year-end Forecast

The current year-end forecast assumption is that MDHB will achieve the Board
approved budget of a $4.9m deficit. In addition, the projected year-end cash and
deposit balances remain as budgeted at $7.666m. It is early in the year and there is
nothing to suggest any other outcome at this point.
A number of potential risks were identified and communicated during the budget
process. If realised, these will affect our ability to achieve this year’s budget targets.
These risks are outlined in the table below4 and are given the follow ratings:

3
4

Low Risk

Risk Unknown

No concerns to
date

No evidence of
risk to date. Keep
in view

Approach endorsed by the MoH
Additional risks will be added as these come to light

Risk
Emerging

Risk
Materialised
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Status

Potential Budget Risk

Achieving Sustainability Plan Objectives
While the financial impacts of some sustainability
initiatives are not specifically budgeted, it is
important that these are achieved to help absorb
any unplanned shocks to the DHB.

Ongoing Impacts of COVID-19
The impact of a second outbreak would be
disruptive to the DHB and its budget. Staff annual
leave will need to be carefully managed from both
a staff wellbeing and financial perspective.

Timing of staff recruitment
The budget includes vacancy pools based on the
assumption that not all positions will be recruited
to. It also includes phasing adjustments on the
basis that the desire to fill positions will occur
gradually throughout the year.

Future MECA settlements
The budget assumption is for a modest 1.5
percent increase in wage settlements based on
Governments expectation of restraint in the Public
Sector given COVID-19 and its impact on the
economy.

Achieving Planned Care targets
MoH proposed targets require an increase in
output from MidCentral in order to achieve similar
revenue levels as in 2019/20.

Hospital Capacity
Hospital bed capacity was increased during the
past year in order to accommodate growing
demand.
For 2020/21, a number of projects will commence
being the SPIRE, MAPU and PODS projects.
While the long-term benefit is an increase to future
capacity, the short-term impact will lead to some
disruption.

Holidays Act
Work to further define the financial impact is
ongoing and will be revised during the 2020/21
year as the project comes to a better
understanding of the liability. The risk is that the
liability will move because of that work, thereby
affecting the planned deficit.

WebPAS SaaS
A proposal to move from the current Regional
instance of WebPAS to a Software as a Service
(SaaS) offering is being developed for
consideration. Any move away from the current
instance will trigger the need to consider
impairment.

Current Status
An Executive Management lead has been
assigned to each initiative to ensure they
receive the appropriate level of attention
and accountability. Regular reporting and
monitoring of progress is in place.
The DHB is now better prepared for
further outbreaks due to investments in
facilities, clinical and digital equipment
during the first outbreak. This will lessen
the impact of initial expenditure if/when
further outbreaks occur. While a second
outbreak has occurred, the net financial
impact on the DHB to date has been
minor.
For July the estimated FTE variance is
favourable to budget by 18 FTE when all
personnel costs (Outsourced and
Insourced) are taken into account.

For July, average salary costs were in line
with budget expectations. The Nurses
MECA has recently expired and is being
re-negotiated with the NZNO.

For July, an increase in Planned Care
activity resulted in elective revenue that
was favourable to budget by $0.490m.
High bed occupancy experienced during
July.
These projects are currently in the
planning phases and are not expected to
have an impact on operations until later in
the year. An experienced Project
Manager has been employed to help
manage these projects.
Ernst Young has been recently engaged
and is working with the project team to
expedite delivery on all phases of the
project.

While work on the business case
continues, the timing and outcome of any
proposal is uncertain at this point.
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2.6

Financial Position

The Balance Sheet at 31 July 2020 is presented in the table below. The main budget
variances in the Balance Sheet at 31 July 2020 relate to timing differences in
contractor payments resulting in a higher than budgeted level of current liabilities
and the timing of capital expenditure being later than anticipated resulting in lower
than budgeted non-current assets. Overall this has resulted in higher than budgeted
cash on hand and deposits in current assets.

$000

Jun-20
Actual

Actual

Jul-20
Budget
(Draft)

Variance

Non Current Assets
Current Assets

213,669
58,699

213,593
58,871

214,771
52,833

(1,178)
6,038

Total Assets

272,368

272,464

267,603

4,861

Equity
Non Current Liabilities
Current Liabilities

158,340
7,713
106,315

158,522
7,680
106,262

158,721
7,673
101,209

199
(7)
(5,053)

Total Equity and Liabilities

272,368

272,464

267,603

(4,861)

TOTAL ASSETS

TOTAL EQUITY AND LIABILITIES

As at 31 July 2020 the total available cash and deposit balances were $26.866m. The
projected year-end cash and deposit balances remains as budgeted at $7.666m.
2.7

Cash Flows

Overall cash flows reflect a favourable variance to budget of $3.074m as at 31 July
2020. Operating cash flows are favourable due to the net impact of working capital
movements, and investing cash flows are favourable due to the timing of capital
expenditure being later than budgeted.
$000

Net Cash Flow from Operating Activities
Net Cash Flows from Investing Activities
Net Cash Flows from Financing Activities
Net increase / (decrease) in cash
Cash at beginning of year
Closing cash

Jun-20
Actual

Actual

Jul-20
Budget
(Draft)

Variance

15,541
(19,204)
1,632
(2,031)
29,015
26,984

660
(1,759)
981
(118)
26,984
26,866

(1,448)
(3,072)
1,328
(3,192)
26,984
23,792

2,108
1,313
(347)
3,074
3,074
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2.8

Cash, Investments and Debt

Cash and Investments
Trust and Special Funds are held in a separate BNZ account. These fall outside the
Shared Banking Arrangement with the BNZ that NZ Health Partnerships Limited
sweeps daily. Surplus liquidity from the Enable NZ operating account is channelled
through the main DHB accounts to obtain those benefits.
Jul-20

Rate

NZHP Sweep Balance
Cash in Hand and at Bank
Trust Accounts
Enable New Zealand
Cash Balances

0.56%

Value
$000
23,745
2
2,686
433
26,866

Short Term Investments
-

Total Cash Balance

26,866

Cash Reconciliation tables below show how cash has moved during the month.
Cash Reconciliation
Cash at June 2020

Jul-20
$000
26,984

Cash Reconciliation
Cash at June 2020

Year to date
$000
26,984

Surplus / (Deficit) for mth

(823)

Surplus / (Deficit) to date

(823)

Depreciation / Amortisation
Working capital movement

1,844
(341)

Depreciation / Amortisation
Working capital movement

1,844
(341)

Capital expenditure
Loan/finance lease repayments
Trusts movement
Equity injections - capital
Cash Balance at month end

(1,768)
(16)
(17)
1,003
26,866

Capital expenditure
Loan/finance lease repayments
Trusts movement
Equity injections - capital
Cash Balance at month end

(1,768)
(16)
(17)
1,003
26,866

The chart below indicates the DHB’s cash balance, excluding investment and Trust
Accounts.
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The DHB sector as a whole is experiencing liquidity pressure due to the continuation
of operating deficits. The forecast cash deficiency will exceed overdraft facilities
before June without further capital injections to the sector. New Zealand Health
Partnerships, on the DHBs’ behalf, has been in ongoing discussion with the Ministry
and Treasury on ways to resolve this and the need for urgent deficit support equity
injections to those DHBs who are insolvent. These pressures have not affected MDHB
operations to date. However, a resolution is necessary to enable the collective
treasury management and optimisation to remain viable.
The MoH has provided reassurance to the sector on the liquidity impacts of COVID19. Despite this, COVID-19 will influence the ability to fund other initiatives in the
sector in the near term.
Net MDHB liquidity continues to be sufficient in the near term with steady levels.
However, continuing operating deficits and planned capital investments are reducing
the overall liquidity. Current projections indicate that MDHB may require additional
funding support beyond a three-year time horizon to allow delivery of the intended
capital programme.
The Ministry’s advice of a funding allocation of $30m towards the $35m budget for
the Mental Health Unit replacement and $27.5m for an expanded perioperative suite
(SPIRE programme) substantially alleviates that risk, with the increased funding
commencing in this financial year.
Treasury Policy and Ratios
Performance and compliance with Treasury Policy parameters is set out below:
Actual

Policy /
target

0m

0m

None

None

Fixed

Fixed

Capital expenditure hedged

None

Conditional

Operational expenditure hedged over $50k pm

None

Conditional

None

< $10.0m

Jul-20
Policy compliance requirements
Liquidity risks
Term deposits
Short term borrowings
Interest rate risk
Rate
Foreign exchange risk

Counterparty credit risk exposure

Debt
Debt is held 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 for
the purchase and installation of equipment in this regard and are interest-free.
Lender
EECA

Maturity

$'000

Rate

Type

74

0.00%

Fixed

% of Loans maturing per year
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Finance Lease
The MRI finance lease is held with MCL Capital which is a New Zealand owned and
operated company offering leasing solutions to New Zealand public sector
organisations.
Finance Leases
MCL Capital

Start Date

Maturity

$'000

Equipment

Jun-19

May-26

1,298

MRI Scanner

The finance lease allows the DHB to spread the cost of an asset over the term of the
lease and preserves capital, minimises the draw on cash reserves and provides
budget certainty with ownership at the expiry of the lease.
2.9

Statement of Capital Expenditure

Capital expenditure is at a level below the overall budget; a trend that has continued
from last year. Expenditure in July included continuation of the Substation
Replacement Project, the second Linear Accelerator replacement and a number of
Information Technology projects as part of the Te Awa Strategy. Further detail is
provided in Appendix Three – Capital Expenditure.
YTD
$000

Jul-19
Actual

Actual

Jul-20
Budget
Variance

Jul-19
Actual

Actual

Year to Date
Budget Variance

Capital Expenditure
Buildings
Plant, Equipment & Vehicles
Information Systems

Total

862
355
93

553
654
561

1,434
901
731

(881)
(247)
(170)

862
355
93

553
654
561

1,434
901
731

(881)
(247)
(170)

1,310

1,768

3,066

(1,298)

1,310

1,768

3,066

(1,298)
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APPENDIX ONE – FINANCIAL PERFORMANCE BY SERVICE
Te Uru Arotau – Acute and Elective Specialist Services
$000

Net Revenue

Jul-19
Actual

Actual

Jul-19
Actual

Jul-20
Budget Variance

542

1,850

1,428

8,371

8,891

229

390

Sub-Total Personnel

8,599

Other Outsourced Services
Clinical Supplies

Year to date
Ac tual
Budget

Variance

421

478

1,850

1,428

421

9,239

348

8,371

8,891

9,239

348

83

(307)

229

390

83

(307)

9,281

9,322

41

8,599

9,281

9,322

41

1,044

1,457

1,128

(328)

1,044

1,457

1,128

(328)

2,884

3,353

3,263

(90)

2,884

3,353

3,263

(90)

Infrastructure & Non-Clinic al

440

560

529

(31)

440

560

529

(31)

Total Operating Expenditure

12,967

14,651

14,242

(409)

12,967

14,651

14,242

(409)

Expenditure
Personnel
Outsourced Personnel

Provider Payments

125

28

29

1

125

28

29

1

Corporate Services

895

890

883

(7)

895

890

883

(7)

(13,719) (13,726)

6

(13,510)

(13,719)

(13,726)

6

Net Expenditure

(13,446)

FTE
Medical

208.3

214.1

230.3

16.1

208.3

214.1

230.3

16.1

Nursing

454.7

470.3

469.5

(0.7)

454.7

470.3

469.5

(0.7)

Allied Health

111.6

119.5

121.1

1.6

111.6

119.5

121.1

1.6

Management / Admin

115.9

117.8

121.6

3.8

115.9

117.8

121.6

3.8

908.0

937.3

961.4

24.2

908.0

937.3

961.4

24.2

Favourable to Budget

Unfavourable to Budget but within 5%

Unfavourable to Budget outside 5%

FTE Below Budget

FTE Higher than Budget but within 5%

FTE Higher than Budget

Te Uru Pā Harakeke – Healthy Women, Children and Youth Services
$000
Net Revenue

Jul-19
Actual

Actual

Jul-20
Budget Variance

227

541

463

1,862

2,026

26

115

1,888

2,141

Jul-19
Actual

Year to date
Actual
Budget Variance

78

227

541

463

78

2,237

211

1,862

2,026

2,237

211

23

(92)

26

115

23

(92)

2,259

118

1,888

2,141

2,259

118
(29)

Expenditure
Personnel
Outsourced Personnel
Sub-Total Personnel
Other Outsourced Services

70

105

76

(29)

70

105

76

266

271

294

23

266

271

294

23

Infrastructure & Non-Clinical

93

172

169

(3)

93

172

169

(3)

Total Operating Expenditure

2,316

2,689

2,798

109

2,316

2,689

2,798

109

Provider Payments

602

453

454

2

602

453

454

2

Corporate Services

16

14

14

0

16

14

14

0

(2,707)

(2,614)

(2,803)

189

(2,707)

(2,614)

(2,803)

189

4.9

Clinical Supplies

Net Expenditure

FTE
Medical

44.3

40.2

45.1

4.9

44.3

40.2

45.1

Nursing

124.7

140.6

148.9

8.2

124.7

140.6

148.9

8.2

12.4

15.7

14.8

(0.9)

12.4

15.7

14.8

(0.9)

Allied Health
Support
Management / Admin

0.0

0.0

0.0

0.0

0.0

0.0

0.0

0.0

19.3

21.3

20.8

(0.5)

19.3

21.3

20.8

(0.5)

200.7

217.9

229.6

11.7

200.7

217.9

229.6

11.7

Favourable to Budget

Unfavourable to Budget but within 5%

Unfavourable to Budget outside 5%

FTE Below Budget

FTE Higher than Budget but within 5%

FTE Higher than Budget
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Te Uru Mātai Matengau – Cancer Screening, Treatment and Support Services
$000

Net Revenue

Jul-19
Actual

Actual

Jul-20
Budget Variance

1,527

919

1,034

1,733

1,915

7

6

1,740

1,922

Jul-19
Actual

Year to date
Actual
Budget Variance

(115)

1,527

919

1,034

(115)

1,933

18

1,733

1,915

1,933

18

4

(3)

7

6

4

(3)

1,936

15

1,740

1,922

1,936

15

Expenditure
Personnel
Outsourced Personnel
Sub-Total Personnel
Other Outsourced Services
Clinical Supplies

643

629

629

(0)

643

629

629

(0)

1,248

1,243

1,370

127

1,389

1,243

1,370

127

Infrastructure & Non-Clinical

142

141

135

(5)

142

141

135

(5)

Total Operating Expenditure

3,773

3,934

4,071

136

3,914

3,934

4,071

136

Provider Payments

420

393

394

0

420

393

394

0

Corporate Services

227

219

219

0

227

219

219

0

(2,892)

(3,628)

(3,650)

22

(3,033)

(3,628)

(3,650)

22

Medical

39.1

40.4

39.9

(0.5)

39.1

40.4

39.9

(0.5)

Nursing

49.7

56.0

52.1

(3.8)

49.7

56.0

52.1

(3.8)

Allied Health

55.2

64.1

63.0

(1.2)

55.2

64.1

63.0

(1.2)

Net Expenditure

FTE

Support
Management / Admin

0.0

0.0

0.0

0.0

0.0

0.0

0.0

0.0

29.9

29.4

28.7

(0.7)

29.9

29.4

28.7

(0.7)

173.9

189.8

183.7

(6.2)

173.9

189.8

183.7

(6.2)

Favourable to Budget

Unfavourable to Budget but within 5%

Unfavourable to Budget outside 5%

FTE Below Budget

FTE Higher than Budget but within 5%

FTE Higher than Budget

Te Uru Whakamauora – Healthy Ageing and Rehabilitation Services
$000

Net Revenue

Jul-19
Actual

Actual

Jul-20
Budget Variance

494

405

475

1,567

1,705

32

71

1,599

1,776

Jul-19
Actual

Year to date
Actual
Budget Variance

(71)

494

405

475

(71)

1,763

58

1,567

1,705

1,763

58

42

(28)

32

71

42

(28)

1,805

29

1,599

1,776

1,805

29

Expenditure
Personnel
Outsourced Personnel
Sub-Total Personnel
Other Outsourced Services
Clinical Supplies

71

45

54

9

71

45

54

9

127

155

161

6

127

155

161

6

Infrastructure & Non-Clinical

112

113

118

5

112

113

118

5

Total Operating Expenditure

1,909

2,089

2,138

49

1,909

2,089

2,138

49

7,498

7,264

7,266

2

7,498

7,264

7,266

2

91

89

89

0

91

89

89

0

(9,003)

(9,037)

(9,017)

(20)

(9,003)

(9,037)

(9,017)

(20)

Provider Payments
Corporate Services
Net Expenditure

FTE
Medical

16.0

14.3

17.2

2.9

16.0

14.3

17.2

2.9

Nursing

104.7

107.3

104.7

(2.6)

104.7

107.3

104.7

(2.6)

81.8

93.3

94.3

1.0

81.8

93.3

94.3

1.0

0.0

0.0

0.0

0.0

0.0

0.0

0.0

0.0

Allied Health
Support
Management / Admin

12.5

8.8

14.6

5.8

12.5

8.8

14.6

5.8

215.1

223.7

230.8

7.1

215.1

223.7

230.8

7.1

Favourable to Budget

Unfavourable to Budget but within 5%

Unfavourable to Budget outside 5%

FTE Below Budget

FTE Higher than Budget but within 5%

FTE Higher than Budget
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Te Uru Kiriora – Primary, Public and Community Services
$000

Net Revenue

Jul-19
Actual

Actual

Jul-20
Budget Variance

833

699

711

1,158

1,200

0

6

1,158

1,206

Year to date
Actual
Budget Variance

Jul-19
Actual

(11)

833

699

711

(11)

1,291

91

1,158

1,200

1,291

91

0

(5)

0

6

0

(5)

1,291

85

1,158

1,206

1,291

85

Expenditure
Personnel
Outsourced Personnel
Sub-Total Personnel
Other Outsourced Services
Clinical Supplies

51

66

76

10

51

66

76

10

331

227

251

24

331

227

251

24

Infrastructure & Non-Clinical

152

157

171

15

152

157

171

15

Total Operating Expenditure

1,692

1,656

1,790

134

1,692

1,656

1,790

134

Provider Payments

5,763

4,905

4,906

1

5,763

4,905

4,906

1

Corporate Services

108

97

104

7

108

97

104

7

(6,730)

(5,958)

(6,089)

131

(6,730)

(5,958)

(6,089)

131

0.6

Net Expenditure

FTE
Medical

3.7

3.2

3.8

0.6

3.7

3.2

3.8

Nursing

72.9

77.0

82.1

5.1

72.9

77.0

82.1

5.1

Allied Health

66.0

67.7

65.0

(2.7)

66.0

67.7

65.0

(2.7)
0.0

Support
Management / Admin

0.0

0.0

0.0

0.0

0.0

0.0

0.0

19.9

17.5

20.6

3.1

19.9

17.5

20.6

3.1

162.6

165.5

171.4

6.0

162.6

165.5

171.4

6.0

Favourable to Budget

Unfavourable to Budget but within 5%

Unfavourable to Budget outside 5%

FTE Below Budget

FTE Higher than Budget but within 5%

FTE Higher than Budget

Te Uru Rauhī – Mental Health and Addictions Services
$000

Net Revenue

Jul-19
Actual

Actual

Jul-20
Budget Variance

23

41

22

2,218

2,266

342

373

2,560

2,639

Year to date
Actual
Budget Variance

Jul-19
Actual

19

0

41

22

19

2,582

316

2,218

2,266

2,582

316

138

(235)

342

373

138

(235)

2,720

81

2,560

2,639

2,720

81
(54)

Expenditure
Personnel
Outsourced Personnel
Sub-Total Personnel
Other Outsourced Services

69

97

44

(54)

69

97

44

Clinical Supplies

18

25

22

(3)

18

25

22

(3)

Infrastructure & Non-Clinical

227

225

194

(30)

227

225

194

(30)

Total Operating Expenditure

2,875

2,986

2,980

(6)

2,875

2,986

2,980

(6)

Provider Payments

1,469

1,265

1,265

(0)

1,469

1,265

1,265

(0)

Corporate Services

14

14

14

0

14

14

14

0

(4,336)

(4,224)

(4,237)

13

(4,336)

(4,224)

(4,237)

13

Net Expenditure

FTE
Medical

17.3

14.1

26.1

12.0

17.3

14.1

26.1

12.0

Nursing

181.7

190.4

178.1

(12.3)

181.7

190.4

178.1

(12.3)

51.6

47.1

54.6

7.5

51.6

47.1

54.6

7.5

0.0

0.0

0.0

0.0

0.0

0.0

0.0

0.0

Allied Health
Support
Management / Admin

38.6

40.1

41.9

1.8

38.6

40.1

41.9

1.8

289.2

291.6

300.6

9.0

289.2

291.6

300.6

9.0

Favourable to Budget

Unfavourable to Budget but within 5%

Unfavourable to Budget outside 5%

FTE Below Budget

FTE Higher than Budget but within 5%

FTE Higher than Budget
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Pae Ora – Paiaka Whaiora Directorate
$000

Net Revenue

Jul-19
Actual

Actual

Jul-20
Budget Variance

Jul-19
Ac tual

Year to date
Ac tual
Budget Varianc e

0

126

126

0

0

126

126

0

80

85

114

29

80

85

114

29

0

0

0

0

0

0

0

0

80

85

114

29

80

85

114

29

Expenditure
Personnel
Outsourced Personnel
Sub-Total Personnel
Other Outsourced Services

0

0

0

0

0

0

0

0

Clinical Supplies

0

0

0

(0)

0

0

0

(0)

Infrastructure & Non-Clinical

6

7

12

5

6

7

12

5

Total Operating Expenditure

86

92

126

34

86

92

126

34

(86)

34

0

34

(86)

34

0

34

222

570

570

(0)

222

570

570

(0)

0

0

0

0

0

0

0

0

(308)

(536)

(570)

34

(308)

(536)

(570)

34

Medical

0.5

0.5

1.2

0.7

0.5

0.5

1.2

0.7

Nursing

1.9

1.0

2.0

1.0

1.9

1.0

2.0

1.0

Allied Health

2.2

0.1

2.2

2.6

2.7

0.1

Support

0.0

0.0

0.0

0.0

0.0

0.0

Operating Surplus/(Deficit)
Provider Payments
Corporate Services
Surplus/(Deficit)

FTE

Management / Admin

2.6
0.0

2.7
0.0

5.4

6.2

6.7

0.5

5.4

6.2

6.7

0.5

10.1

10.3

12.6

2.3

10.1

10.3

12.6

2.3

Favourable to Budget

Unfavourable to Budget but within 5%

Unfavourable to Budget outside 5%

FTE Below Budget

FTE Higher than Budget but within 5%

FTE Higher than Budget

Corporate and Professional Services
$000

Net Revenue

Jul-19
Actual

Actual

Jul-20
Budget Variance

52,641

56,869

56,316

2,506

2,729

76

82

2,582

Jul-19
Ac tual

Year to date
Ac tual
Budget Varianc e

553

52,705

56,869

56,316

553

2,634

(95)

2,506

2,729

2,634

(95)

62

(20)

76

82

62

(20)

2,811

2,696

(115)

2,582

2,811

2,696

(115)

153

382

174

(208)

153

382

174

(208)

(8)

(3)

(9)

(6)

(8)

(3)

(9)

(6)

Infrastructure & Non-Clinical

4,718

4,439

4,632

194

4,718

4,439

4,632

194

Total Operating Expenditure

7,445

7,629

7,494

(136)

7,445

7,629

7,494

(136)

Expenditure
Personnel
Outsourced Personnel
Sub-Total Personnel
Other Outsourced Services
Clinical Supplies

Provider Payments

11,319

11,805

11,118

(686)

11,319

11,805

11,118

(686)

Corporate Services

(1,401)

(1,372)

(1,372)

0

(1,401)

(1,372)

(1,372)

0

35,278

38,806

39,076

(269)

35,342

38,806

39,076

(269)

Net Surplus

FTE
Medical

10.7

6.5

10.2

3.7

10.7

6.5

10.2

3.7

Nursing

41.5

50.2

41.1

(9.1)

41.5

50.2

41.1

(9.1)

Allied Health
Support
Management / Admin

3.6

2.5

5.6

3.0

3.6

2.5

5.6

3.0

13.3

14.4

13.4

(1.0)

13.3

14.4

13.4

(1.0)

211.5

210.1

222.7

12.6

211.5

210.1

222.7

12.6

280.6

283.7

292.9

9.3

280.6

283.7

292.9

9.3

Favourable to Budget

Unfavourable to Budget but within 5%

Unfavourable to Budget outside 5%

FTE Below Budget

FTE Higher than Budget but within 5%

FTE Higher than Budget
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Exceptional Items
$000

Net Revenue

Jul-19
Ac tual

Actual

Jul-20
Budget Varianc e

Year to date
Actual
Budget Varianc e

Jul-19
Actual

52,739

26,617

26,618

(1)

52,803

26,617

26,618

(1)

89

451

120

(331)

89

451

120

(331)

0

20

0

(20)

0

20

0

(20)

89

472

120

(351)

89

472

120

(351)

Expenditure
Personnel
Outsourc ed Personnel
Sub-Total Personnel
Other Outsourced Servic es

2

0

0

0

2

0

0

0

Clinical Supplies

0

30

6

(24)

0

30

6

(24)

Infrastructure & Non-Clinic al

10

43

26

(17)

10

43

26

(17)

Total Operating Expenditure

100

545

152

(392)

100

545

152

(392)

Provider Payments

0

0

0

0

0

0

0

0

624

617

617

0

624

617

617

0

52,014

25,455

25,849

(394)

52,078

25,455

25,849

(394)

Corporate Services
Net Surplus

FTE
Medical

0.0

0.0

0.0

0.0

0.0

0.0

0.0

0.0

Nursing

0.0

1.5

0.0

(1.5)

0.0

1.5

0.0

(1.5)

Allied Health

0.0

0.3

3.0

2.7

0.0

0.3

3.0

2.7

Support

0.0

0.0

0.0

0.0

0.0

0.0

0.0

0.0

Management / Admin

0.0

0.0

0.0

0.0

0.0

0.0

0.0

0.0

0.0

1.9

3.0

1.1

0.0

1.9

3.0

1.1

Favourable to Budget

Unfavourable to Budget but within 5%

Unfavourable to Budget outside 5%

FTE Below Budget

FTE Higher than Budget but within 5%

FTE Higher than Budget

Enable New Zealand
$000

Revenue

Jul-19
Actual

Actual

Jul-20
Budget Variance

3,425

3,718

2,998

741

780

48

37

790

818

Jul-19
Ac tual

Year to date
Ac tual
Budget Varianc e

720

3,425

3,718

2,998

720

793

13

741

780

793

13

29

(9)

48

37

29

(9)

822

4

790

818

822

4

Expenditure
Personnel
Outsourced Personnel
Sub-Total Personnel
Other Outsourced Services

7

0

9

9

7

0

9

9

Clinical Supplies

6

6

6

0

6

6

6

0

Infrastructure & Non-Clinical

2,584

2,756

2,066

(691)

2,503

2,756

2,066

(691)

Total Operating Expenditure

3,387

3,580

2,902

(678)

3,306

3,580

2,902

(678)

50

50

50

0

50

50

50

0

(12)

88

46

42

69

88

46

42

Medical

0.0

0.0

0.0

0.0

0.0

0.0

0.0

0.0

Nursing

0.0

0.0

0.0

0.0

0.0

0.0

0.0

0.0

Allied Health

24.7

22.1

31.1

9.0

24.7

22.1

31.1

9.0

Support

14.7

18.1

16.0

(2.1)

14.7

18.1

16.0

(2.1)

Corporate Services
Net Expenditure

FTE

Management / Admin

83.3

81.7

68.3

(13.4)

83.3

81.7

68.3

(13.4)

122.7

121.8

115.4

(6.4)

122.7

121.8

115.4

(6.4)

Favourable to Budget

Unfavourable to Budget but within 5%

Unfavourable to Budget outside 5%

FTE Below Budget

FTE Higher than Budget but within 5%

FTE Higher than Budget
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APPENDIX TWO – 2020/21 SUSTAINABILITY AND SAVINGS PLANS

Sustainability Plan Initiatives

Mental Health Community Models of Care
Enhanced Stewardship of Blood
Clinical Equipment Library
ST Loan Equipment Management
Clinical documentation, coding and case weight capture
Fleet consolidation and management

$0.80m
$0.10m
$0.10m
$0.10m
$0.10m
$0.05m
$1.25m

2020/21 Budget Savings

Specialling
Community contract savings
FTE Reductions ‐ Position Removed
Reduction in Contracted Beds
Reduction in Digital Services expenditure
Outsourced services
Security Costs
Travel & Training
Enable NZ

$0.50m
$1.55m
$1.98m
$0.32m
$1.54m
$0.35m
$0.20m
$0.10m
$0.51m
$7.05m

2019/20 Budget Savings Enduring

Total

$3.54m
$11.84m
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APPENDIX THREE – CAPITAL EXPENDITURE
Month of July 2020

Approved

2020/21
Budget
Prior
Years

Strategic Projects
Sub Station Replacements
Acute Services Block
Mental Health Redevelopment
Linear Accelerator Replacements (Equip & Bldg
Work)
SPIRE
Renal Move
Emergency Department Pods
Children's Pressure Room
Decarbonisation Project
Front Door Project
RHIP
Clinical-Monitors
Laparoscopic Equipment
SSU Washers, Cardiograph Image Vault, Fundus
Camera & Microscope
CT Scanner
Website Upgrade
Health Catalogue
Management Delegation
Other Commercial Support Work
IT Projects
Clinical & Other Capex
Enable
Covid-19
Capex re-proritisation/timing to manage budget
allocation
Total

2,281
700
8,290
4,344
9,266
600
4,191
400
414
314
1,623
1,100
670
1,810

YTD

Spend
Total

Remainder
2020/21

Year End
Spend

Year End
Forecast
Spend

347

347

1,934
700
8,281
4,063

2,281
700
8,290
4,344

2,281
700
8,290
4,344

2,281
700
8,290
4,344

9,246
508
4,191
400
385
314
1,544
1,100
670
1,810

9,266
600
4,191
400
414
314
1,623
1,100
670
1,810

9,266
600
4,191
400
414
314
1,623
1,100
670
1,810

9,266
600
4,191
400
414
314
1,623
1,100
670
1,810

1,740
425
600

1,740
425
600

1,740
425
600

1,740
425
600

7,011
6,094
3,721
1,000
651
(4,681)

7,024
6,574
4,076
1,000
714
(4,681)

7,024
6,574
4,076
1,000
714
(4,681)

4,681

7,024
6,574
4,076
1,000
714
0

51,707

53,475

53,475

4,681

58,156

8,290
4,344

9
281

9
281

9,266

9,266

20
92

20
92

4,191

4,191

414
314
1,623

414
314
1,623

29

29

79

79

670

670

53,475

3,656

1,025
714

4,681

29,826

1,025

13
480
355

13
480
355

714

63

63

34,507

Total

YTD

8,290
4,344

3,656

CAPEX in
Outer
Years

Mth

1,740
425
600

3,368
6,574
3,051
1,000
714

Total Reconciliation

1,768

1,768
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For:
Approval
Endorsement
X

Noting

To

Board

Author

Darryl Ratana, Deputy Chief Financial Officer

Endorsed by

Neil Wanden, General Manager, Finance & Corporate Services

Date

14 September 2020

Subject

Finance Update – August 2020

RECOMMENDATION
It is recommended that the Board:


note that this is an update paper and the full August 2020 Finance Report will
be provided to FRAC’s November 2020 meeting



note that the month result for August 2020 is a surplus of $0.194m, which is
$0.063m favourable to budget.

 note that the result for August 2020 includes COVID-19 related net costs of
$0.015m and unbudgeted Holidays Act related costs of $0.111m. Net of these
costs the month variance to budget would be an operating favourable variance
of $0.185m.
 note that the YTD result to 31 August 2020 is $0.210m favourable to budget.
 note that total available cash and equivalents of $32.024m as at 31 August
2020 is sufficient to support liquidity requirements.

Strategic Alignment
This report is aligned to the DHB’s strategy and key enabler, “Stewardship”.
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1.

REPORT AT A GLANCE

The result for August 2020 is a surplus of $0.194m, which is $0.063m favourable to
the budgeted deficit of $0.194m.

Month to Date

Year to Date

Year End

Highlights

Surplus/(Deficit)

Surplus/(Deficit)

Surplus/(Deficit)

Month Successes

$0.2M

($0.6M)

($4.9M)

Budget Variance

Budget Variance

Budget Variance

$0.063M

$0.210M

$0.0M

48.3%

25.1%

0.0%

FTEs

FTEs

FTEs

2,315

2,318

2,410

Budget Variance

Budget Variance

Budget Variance

65

64

0

2.7%

1.3%

0.0%

Cash & Deposits

Cash & Deposits

Month Challenges

$32.0M

$7.7M

Budget Variance

Budget Variance

$10.8M

$0.0M

50.9%

0.0%

‐ IDF Volumes
‐ High Acute and Elective demand
‐ High Ward 21 demand
‐ Adverse Nursing Personnel
‐ High Specialling usage
‐ Unbudgeted Holidays Act

Capex

Capex

Capex

$1.3M

$3.1M

$53.2M

Budget Variance

Budget Variance

Budget Variance

$2.0M

$3.3M

$0.0M

60.5%

51.7%

0.0%

‐ Favourable Planned Care
‐ ACC Revenue on budget
‐ Personnel Costs on track with
the exception of Nursing
‐ Favourable Clinical Supplies
‐ Positive Enable NZ contribution
‐ Reduced COVID‐19 costs

‐ Cash higher than expected
(timing)

‐ Capex behind budget

49

2. FINANCIAL COMMENTARY
Amounts are in $’000 and adverse variances are in brackets unless stated otherwise.
At the time of writing, the 2020/21 Annual Plan is yet to be approved by the Minister
of Health. Consequently, the budget remains in draft.
2.1 Financial Performance
The MidCentral District Health Board (MDHB) result for August 2020 is a surplus of
$0.194m, which is $0.063m favourable to the budgeted surplus of $0.131m.
The Statement of Financial Performance is shown in the table below. Net Revenue for
the month is $0.488m favourable to budget and is offset by adverse expenditure of
$0.484m. In addition, there is a favourable variance to budget by Enable NZ of
$0.060m. A year-end forecast has not yet been prepared as it is early in the financial
year. At this stage, we are expecting to achieve the budgeted deficit of $4.914m.

$000

Net Revenue

Actual

Aug-20
Budget
(Draft)

Variance

54,948

60,940

60,452

488

112,609

122,390

121,028

19,368

21,036

21,127

91

38,864

41,853

809

1,071

331

(740)

1,520

2,115

20,177

22,107

21,458

(649)

40,383

43,968

Aug-19
Actual

Aug-19
Ac tual

Year to date
Actual
Budget Varianc e
(Draft)

Year End
Budget
(Draft)

1,362

729,112

42,920

1,066

261,186

683

(1,432)

3,788

43,603

(365)

264,974

Expenditure
Personnel
Outsourced Personnel
Sub-Total Personnel
Other Outsourced Services

1,954

2,702

2,109

(593)

4,055

5,484

4,290

(1,194)

24,540

Clinical Supplies

4,004

4,958

5,082

124

9,697

10,231

10,435

204

64,181

Infrastructure & Non-Clinical

5,477

5,812

5,876

64

11,367

11,624

11,837

213

71,151

26,675

25,433

26,002

570

54,092

52,116

52,004

(112)

310,890

Total Operating Expenditure

58,287

61,013

60,528

(484)

119,594

123,423

122,169 (1,254)

735,736

Operating Surplus/(Deficit)

(3,339)

(72)

(76)

3

(6,985)

(1,033)

(1,142)

108

(6,624)

217

266

207

60

337

404

302

102

(1,710)

(3,122)

194

131

63

(6,649)

(629)

(839)

210

(4,914)

Provider Payments

Enable Contribution
Surplus/(Deficit)

FTE
Medical

334.7

329.4

368.3

38.9

337.4

331.3

370.9

39.6

378.4

Nursing

1,039.2

1,092.0

1,077.9

(14.1)

1,035.5

1,092.3

1,078.2

(14.2)

1,085.7

387.0

405.7

422.0

16.3

385.7

409.1

421.5

12.3

428.8

31.0

30.6

32.1

1.5

30.9

30.2

32.2

2.0

32.3

459.3

457.8

479.7

21.9

456.1

454.5

478.7

24.2

484.7

2,251.1

2,315.4

2,380.0

64.6

2,245.6

2,317.5

2,381.5

64.0

2,409.8

Allied Health
Support
Management / Admin

Favourable to Budget

Unfavourable to Budget but within 5%

Unfavourable to Budget outside 5%
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Major variances to budget for the month drove the result as indicated in the graph
below.

Variances of significance for the month are as follows:


An increase in Planned Care activity resulted in elective revenue that was
favourable to budget by $0.580m ($1.070m year to date). This variance more
than offset the extra expenditure incurred in undertaking Planned Care
initiatives.



Favourable revenue variances for breast screening was due to the Ministry
paying based on screening volumes from August 2019 due to the COVID-19
event.



Other significant favourable revenue variances were from COVID-19 funding
which is ring-fenced and offset by related expenditure.



ACC revenue in the Hospital was favourable to budget for the month by $0.037m
(adverse year to date $0.050m) primarily from non-budgeted revenue in
Infection Control for the Know your IV lines programme.



The month variance includes unbudgeted costs associated with the Holidays Act
of $0.111m ($0.442m year to date). The Ministry of Health required all DHBs to
remove Holidays Act costs from 2020/21 budgets and they will accordingly be
adverse each month.



Unfunded expenditure due to the COVID-19 response was minimal during
August when compared to months prior to 30 June 2020.
Additional funding of $1.254m was received and ring-fenced to COVID-19
activities for surveillance planning and testing strategy. This funding will be
released as the DHB incurs related expenditure. In addition, the Ministry has
signalled COVID-19 funding of $0.412m will be paid to the DHB in September
and ring-fenced for COVID-19 related Digital Enablement.
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While insourced Personnel costs were favourable to budget by $0.091m, nursing
expenditure was adverse by $0.469m across the Clusters. This was particularly
evident in Te Uru Arotau – Acute and Elective Specialist Services and Te Uru
Rauhī – Mental Health and Addictions Services due to a combination of FTEs that
were over budget and overtime use.



Outsourced Personnel costs were adverse to budget by $0.740m. Outsourced
Medical (Locums) accounted for $0.535m of costs incurred in medical fees, travel
and accommodation. This overrun is more than offset by favourable insourced
Medical staff costs.
The remaining Outsourced Personnel costs related to Nurse specialising
$0.050m, Anaesthetic Technicians fees of $0.087m and Administrative personnel
of $0.070m.



Adverse Outsourced Service expenditure of $0.593m related to theatre
expenditure at Crest Hospital and outsourced radiology that were $0.179m and
$0.135m adverse respectively. In addition, COVID-19 costs accounted for
$0.222m, which were offset by related ring-fenced revenue.



Favourable depreciation has a positive impact on both Clinical Supply and
Infrastructure costs largely related to depreciation. Facilities investment is
behind that planned due to the border restrictions delaying technician availability
to install the new LINAC.



Community provider contract payments were $0.570m adverse for the month
and largely offset by favourable funding received of $0.453m. These budget
variances are due to the timing of contracted activity.

2.2 Financial Performance by Service
The Statement of Net Revenue and Expenditure by Service is shown in the table
below. In this report, COVID-19 and Holidays Act costs are incorporated into the
grouping referred to as Exceptional Items. When COVID-19 and the Holidays Act are
excluded, all Services achieved a favourable variance to budget with the exception of
Te Uru Mātai Matengau - Cancer Screening, Treatment and Support Services and Te
Uru Rauhī - Mental Health and Addictions Services, which each have a small adverse
variance.
$000

Acute & Elective Specialist Services

Aug-20
Actual
(12,433)

Aug-20
Budget
(Draft)

Variance

Aug-20
Actual

(13,156) (13,166)

Actual

Year to date
Actual
Budget Variance
(Draft)
(26,875) (26,891)

Year End
Budget
(Draft)

10

(25,273)

16

(161,682)

Healthy Women, Children and Youth Services

(2,770)

(2,714)

(2,718)

5

(5,583)

(5,328)

(5,521)

193

(33,575)

Cancer Screening, Treatment & Support

(2,758)

(3,598)

(3,553)

(45)

(5,945)

(7,227)

(7,204)

(23)

(43,813)

Healthy Ageing & Rehabiliation Services

(8,950)

(8,958)

(8,986)

29

(17,953)

(17,994) (18,003)

9

(108,692)

(11,919) (12,088)

Primary, Public & Community Services

(6,923)

(5,961)

(5,999)

38

(13,653)

Mental Health & Addictions

(4,352)

(4,194)

(4,111)

(83)

(8,688)

(8,418)

(8,348)

Pae Ora - Paiaka Whaiora Directorate
Corporate & Professional Services
Exceptional Items
Enable NZ
Surplus (Deficit)

169

(72,492)

(70)

(48,298)

(315)

(543)

(570)

26

(623)

(1,079)

(1,140)

60

(6,838)

(15,248)

13,646

13,479

167

(31,984)

26,997

26,706

292

159,262

50,537

25,455

25,599

(144)

102,817

50,910

51,448

(538)

310,105

86

216

157

60

237

304

202

102

1,110

(3,122)

194

131

63

(6,649)

(629)

(839)

210

(4,914)

Favourable to Budget

Unfavourable to Budget but within 5%

Unfavourable to Budget outside 5%
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2.3

Year End Forecast

The current year-end forecast assumption is that MDHB will achieve the Board
approved budget of a $4.9m deficit. It is early in the year and there is nothing to
suggest any other outcome at this point.
A number of potential risks were identified and communicated during the budget
process. If realised, these will affect our ability to achieve this year’s budget targets.
At the time of writing, these risks along with their ratings are unchanged to those
reported last month.
2.4

Financial Position

The Balance Sheet at 31 August 2020 is presented in the table below. The main
budget variances in the Balance Sheet at 31 August 2020 relate to timing differences
in contractor payments resulting in a higher than budgeted level of current liabilities
and the timing of capital expenditure being later than anticipated resulting in lower
than budgeted non-current assets. Overall this has resulted in higher than budgeted
cash on hand and deposits in current assets.
$000

Jun-20
Actual

Aug-20
Budget
(Draft)

Actual

Variance

TOTAL ASSETS
Non Current Assets
Current Assets
Total Assets

213,669
58,699

212,988
66,210

216,138
52,370

(3,150)
13,840

272,368

279,198

268,508

10,690

158,340
7,713
106,315

158,716
7,632
112,850

159,508
7,638
101,363

792
6
(11,487)

272,368

279,198

268,508

(10,690)

TOTAL EQUITY AND LIABILITIES
Equity
Non Current Liabilities
Current Liabilities
Total Equity and Liabilities

As at 31 August 2020 the total available cash and deposit balances were $32.024m.
The projected year-end cash and deposit balances remains as budgeted at $7.666m.
2.5

Cash Flows

Overall cash flows reflect a favourable variance to budget of $10.837m as at 31
August 2020. Operating cash flows are favourable due to the net impact of working
capital movements, and investing cash flows are favourable due to the timing of
capital expenditure being later than budgeted.
$000

Net Cash Flow from Operating Activities
Net Cash Flows from Investing Activities
Net Cash Flows from Financing Activities
Net increase / (decrease) in cash
Cash at beginning of year
Closing cash

Jun-20
Actual

Actual

Aug-20
Budget
(Draft)

Variance

15,541
(19,204)
1,632
(2,031)
29,015
26,984

7,181
(3,076)
935
5,040
26,984
32,024

(1,323)
(6,412)
1,938
(5,797)
26,984
21,187

8,504
3,336
(1,003)
10,837
10,837
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Approval
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To

Board

Author

Doug Barnes, Programme Director, EPMO

Endorsed by

Finance, Risk and Audit Committee
Judith Catherwood, General Manager, Quality & Innovation

Date
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Subject

Sustainability Plan 2020-2023

RECOMMENDATION
It is recommended the Board:


approve the approach and progress made to date on the Sustainability Plan
for 2020-2023, which has been endorsed by the Finance, Risk and Audit
Committee.

Strategic Alignment
This report supports the District Health Board’s (DHB’s) strategy and key
enablers “Stewardship and Innovation”. The Plan supports the DHB to
become more sustainable through change in our models of care, systems
and processes. This ensures best use of our resources to meet our
population’s healthcare needs and wellbeing.
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1.

PURPOSE

This report outlines our progress in the delivery of the Sustainability Plan for
2020-2023. It is a three-year plan which outlines the approach MidCentral
District Health Board (MDHB) will take to ensure the delivery of enhanced
service and financial sustainability. It aligns to the sustainability component
of the Annual Plan.
This takes account of feedback received, including that from the Board, the
impact of COVID-19, and the opportunities this has created to improve
sustainability.
2.

SUSTAINABILITY PLAN 2020-2023

The Sustainability Plan was approved by the Board in August 2020. It is a three
year plan as outlined in Appendix One. The delivery follows the MDHB
Enterprise Project Management Office (EPMO) gated governance process which
ensures we focus on aligning and coordinating the delivery of the right work, the
right way and that we have consistent reporting across all projects.
In an environment with limited resources, both financial and people, robust
project governance is essential to delivering projects in an efficient and timely
manner. It provides a strong decision making framework that is transparent,
logical and consistent and is detailed below:

55
The Gate Process will be applied in accordance with a Project’s size and
complexity. Smaller, less complex Projects are unlikely to require a Business
Case (Gate 1) and will progress straight to delivery. Larger, more complex or
inherently risky projects will progress through all the stage gates. Some parts of
the programme will require multiple briefs and/or business cases as the scope
and deliverables are developed and defined.
The Sustainability Plan Assurance Group will ensure robust governance is in
place across the entire programme. This group will report to the Organisational
Leadership Team (OLT) on a monthly basis and work to mitigate any emerging
risks to delivery.
3.

PROGRESS

The Sustainability Plan Dashboard has been developed to allow progress to be
easily visualised. This can be found in Appendix Two.
Two project briefs remain to be finalised and reviewed by the Assurance Group
in early October prior to being presented to OLT in October for endorsement. All
other projects have been endorsed by OLT and are currently being progressed
by building the project team and full project plans.
The project Sponsors for Outpatients Redesign and Outpatients Digitisation have
decided to combine both into a single connected plan. This will allow true
alignment with the deliverables and benefits. This approach has been endorsed
by OLT.
OLT have decided to add Telehealth to the Sustainability Plan as a separate
project. It was felt that the focus would be diluted if absorbed amongst the other
projects within the plan.
The dashboard will include project financial and benefit realisation monitoring as
delivery commences and project deliverables are met.
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Appendix One – Sustainabilty Plan Gantt Chart
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Appendix Two – Sustainabilty Plan Dashboard

’
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Note the areas marked as N/A are still being developed and status will be updated as the deliverables
are defined.
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RECOMMENDATION
It is recommended that the Board:
 note this report and progress made in delivering MidCentral District Health
Board’s (MDHB’s) Annual Plan and performance expectations for the fourth
quarter of 2019/20
 approve the mitigations noted for those performance measures or
deliverables that were not meeting expectations for quarter four.

Strategic Alignment
This report addresses the Government’s planning priorities and DHB
accountabilities as outlined in MidCentral DHB’s 2019/20 Annual Plan and the
Non-financial Monitoring Framework and Performance Measures for DHBs. It
is aligned to the DHB’s strategy and key enabler “Stewardship” and discusses
an aspect of effective governance.
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1.

PURPOSE

To provide the Board with a summary of the district health board’s (DHB’s)
progress and performance to the end of June 2020 (Quarter 4), against its
commitments and accountabilities to Government as identified in the 2019/20
Annual Plan.
The Board is asked to consider this information and approve the mitigations in
place for those areas of performance where expectations are not being met, or
where the deliverable has been assessed as partially achieved this quarter.
2.

BACKGROUND

Each quarter, DHBs provide detailed reporting to the Ministry of Health (MoH)
on the various activities and performance measures outlined in their Annual
Plans.1 This includes the deliverables of the Non-financial Monitoring
Framework and Performance Measures including progress on the System Level
Measures (SLM) Improvement Plan, and other accountabilities such as Crown
Funding Agreement (CFA) variation reports. Also included this year are the
specific status update reports against the activities and milestones as detailed
in the 2019/20 Annual Plan to progress the Government’s priorities.
The performance measures and Annual Plan activities have all been aligned to
the Government’s health and disability system priorities for the year, which are:






Improving child wellbeing (CW)
Improving mental wellbeing (MH)
Improving wellbeing through prevention (PV)
Better population health outcomes supported by strong and equitable
health and disability services (SS)
Better population health outcomes supported by primary health care (PH).

Most of the performance measures have national targets and each deliverable
has prescribed expectations and criteria that are used by the MoH for assessing
and rating DHBs’ performance. These are detailed in the performance
monitoring framework. Not all performance measures or deliverables are
reported each quarter; some are six-monthly (quarters two and four) and a few
are reported annually.
Some deliverables, such as the Planned Care Measurement Suite (SS07), Acute
Heart Service (SS13FA4) and Stroke (SS13FA5) have a number of measures or
focus areas within the one deliverable, which receives an overall assessment
rating from the MoH.
It is worth noting that the results and the MoH’s assessment of the DHB’s
performance, based on these quarterly reports, form the basis of the DHB’s
performance monitoring report and ‘dashboard’ that the MoH provides to the
Minister of Health.

1

Refer Sections 2, 4 and 5 of the 2019/20 Annual Plan.
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3.

DISCUSSION

The nationwide response to the COVID-19 pandemic in March 2020 and most of
the fourth quarter has had a major impact not only on the performance results
but also on the reporting obligations of DHBs and the MoH. There were
significantly reduced reporting requirements for quarter three, with priority
given to the delayed timeframe for the review and finalisation process for the
2020/21 Annual Plan, which went through to July 2020. Consequently, and
together with the commitments required for the DHBs’ COVID-19 response, the
reporting timeframe for quarter four was delayed by five weeks. Some of the
deliverables normally expected in quarter three were combined with the quarter
four reports.
There were 58 headline deliverables reported for quarter four. The MoH has
assessed MidCentral DHB’s performance as ‘achieved’ for 28 of the 58
measures and 25 were rated as ‘partially achieved’. Five measures were rated
as ‘not achieved’.
The five measures that were not achieved are noted below, together with an
outline of the improvement actions that are underway.


Help to quit smoking – primary
Although a small improvement in rates this quarter, still well below target.
Projects that were underway for priority populations were put on hold (e.g.
Community Pharmacy, MidCentral and TOAM Vape to Quit Project) during
the COVID-19 period. At the commencement of level one, late this
quarter, practices were supported by the THINK Hauora Smoking Brief
Advice/Cardiovascular Risk Assessment Facilitator to call patients who
were due/overdue screening activities. This work has generated multiple
referrals to TOAM Cessation Service for support with a Matanga (Quit
coach).
THINK Hauora progress reports towards key targets are now available to
practices; improved rates are expected to be reflected in the following
quarters.
A greater number of practices are now providing text/email, phone
consults and messaging as a result of positive experiences during the
COVID lockdown period. This is also expected to help improve the rate of
SBA delivery.



Help to quit smoking – hospital
Much the same result as last quarter. The “Opt Off” initiative continues to
be implemented. Investigating data collection and documentation, as the
initiative is not delivering on the expected improvement. A week-long
“lock screen” message campaign on computers was reinstituted in July.



Immunisation – boys’ and girls’ human papillomavirus vaccination (HPV)
dosage completions (annual)
National target not achieved. Generally, coverage rates for first HPV dose
higher than final dose for both boys and girls across all ethnicities.
School-based immunisation programme provides the majority of HPV to
eligible young people; programme for 2007/08 cohort interrupted by
COVID-19 – plan to have completed second dose HPV by mid-December.
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Enrolment of Māori in Primary Health Organisations
Reduced enrolment rate, influenced by the 2019 update in estimated
population statistics from April 2020, particularly noticeable change for
MidCentral’s estimated Māori population. The dedicated enrolment
coordinator continued to manage new enrolment activities, albeit in a
limited capacity and remotely due to lockdown restrictions and limited
direct access into GPs and other health care services. The focus for next
quarter is on reconnections and new connections with key stakeholders
that intersect with unenrolled Māori adults and youth. This will include
leveraging off the Measles, Mumps and Rubella (MMR) vaccination catchup campaign for young adults, to identify unenrolled young people in
schools, youth training institutions, and local defence and justice services.
THINK Hauora will initiate exception reports to general practices on the
completeness and accuracy of ethnicity data collection. This will include
presentation of the data sourced from the National Enrolment System to
promote and reconcile enrolment data between systems. (Just over 95
percent of the total Māori population is enrolled with THINK Hauora).



Shorter stays in Emergency Departments
Remains well below target, but a small improvement on last quarter and
the result for the same quarter last year. Performance results influenced
by hospital-wide response to COVID-19, including red and green zoning
within ED and inpatient wards. Improvement activities include:

Reinstating ‘ED/COPD Out’ programme from July (pilot suspended).

Hospital to community pharmacist focusing on medicine management
related problems by patients. A pharmacist prescriber has completed
their training – this position also supports medicines management in
ED.

Focused attention on the “red-to-green” multidisciplinary meetings to
manage patient flow.

The complex patient framework has been completed – implementing
pathways for solutions to coordinated care plan and transfer of care.

Further work and completion of Variance Response Management
guidelines and protocols.

Progressing work from the workshops held in quarter four, including
the bed booking process, additional Holding Orders (general surgery
and orthopaedics), focus on delayed discharging and long stay
patients.

A six-month acute care model and roster for general surgery
commences in July 2020, with the view to improve flow.

Development of business case and detailed design for increasing acute
care capacity with the addition of PODs alongside the Emergency
Department before Winter 2021.

The 25 performance measures that received a ‘partially achieved’ rating refer
either to the target, or goal, of the measure not being met but had adequate
resolution plans in place, or the actions and milestones were not met as
planned. Many of these related to the suspension or deferral of activities due
to the COVID-19 response (including school closures, physical and social
distancing restrictions, redeployed staff or redirected resources both within the
hospital, public health and primary health care settings).
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Appendix One to this report provides a table of the performance measures and
deliverables submitted, together with the MoH’s final rating received for quarter
four.
A summary report of all the deliverables, performance measures and the
Annual Plan status updates for quarter four is attached as Appendix Two to this
report. It includes time series graphs of the performance measures against the
target and data by ethnicity wherever possible. The MoH’s assessment ratings
for each quarter throughout the year are also noted, giving an indication of
progress over time.
A brief outline of the remedial actions to improve performance is provided
where the deliverable has not been met or the milestone not achieved by the
expected date, where there is a deterioration in performance or the
performance target has not been attained.
Part Two of the summary report includes a summary of the Annual Plan Status
Update Reports required for each of the Government’s planning priorities, as
outlined in the 2019/20 Annual Plan.
A comprehensive, consolidated report containing the detail of the reports
submitted to the MoH has also been prepared. This report will be made
available to the Board on the Governance SharedNet site.
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Appendix One
The following table highlights the performance measures and deliverables
reported to the MoH in quarter four and the performance rating assigned by the
MoH for each of them using the following legend.
Ratings for Performance Measures,
Deliverables and Status Reports
A
Achieved
P
Partially achieved
N
Not achieved
N/a Not applicable

Ratings for Crown Funding
Agreement Reports
S Satisfactory
B Further work required
N Not acceptable

Table 1: Performance Measures and Delivering on Priorities
Child Wellbeing
Help to quit smoking - maternity
Newborn enrolment
Immunisation
8 month old
5 year old
2 year old
HPV coverage
Adolescent utilisation of dental services
Raising healthy kids
Youth mental health initiatives
Child Wellbeing Annual Plan Status Update

P
P
P
N
A
A
P
P

Mental Wellbeing
Improved access
Transition (discharge) planning
Non urgent waiting times
Primary mental health
Suicide prevention and postvention
Crisis response
Outcomes for children
Physical health and employment
Community Treatment Orders
Output delivery against plan
Mental Wellbeing Annual Plan Status Update

A
P
P
P
A
P
P
A
P
A
P

Improving Wellbeing Through Prevention
Breast screening
Colonoscopy waiting times
Wellbeing Through Prevention Annual Plan Status Update

P
P
P

Strong and Equitable Health and Disability Services
Faster cancer treatment – 31 days
Faster cancer treatment – 62 days
Delivery of Healthy Ageing Strategy
Planned care measures - overall
Planned care three-year plan
Care Capacity Demand Management
Shorter Stays in the Emergency Department
Help to quit smoking - hospital

A
A
A
P
P
A
N
N

A
A
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Quality of identity data and national collections
NHI registrations
National collections
PRIMHD
Treaty obligations
Delivery of Regional Service Plan
Delivery of Service Coverage
Delivery of Whānau Ora
Management of long term conditions
Long term conditions
Diabetes
Cardiovascular health
Acute heart service
Stroke service
Strong and Equitable Services Annual Plan Status Update
Primary Health Care
System level measures
Help to quit smoking - primary
Enrolment in PHOs – Māori
Ethnicity data collection
Ambulatory sensitive hospitalisations – 45 – 64 years
Primary Health Care Annual Plan Status Update

P
P
A
A
P
A
A
A
A
A
P
P
A
A
N
N
P
A
P

Crown Funding Agreement Variation Reports
Before School Checks
Well Child Tamariki Ora services
Disability Support Services Funding Increase
DHB – National SUDI prevention programme
Primary health care services – fees
Additional school based health services funding
Regional lead cancer psychological and social support
Cancer psychological and social support workers

S
S
S
S
S
S
S
B
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MidCentral DHB

DHB NON FINANCIAL
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MEASURES,
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PART 1: PERFORMANCE MEASURES
Legend:
Ministry of Health Ratings for Performance
Measures, Deliverables and Status Reports
A
Achieved
P
Partially achieved
N
Not achieved
N/a Not applicable

1.

Improving Child Wellbeing

1.1

Help to quit smoking – Maternity

Ref

Performance Measure

Progress

CW09 ≥90% of pregnant women offered brief advice
and support to quit smoking

Target

1.2

Total

19/20 Q4

19/20 Q3

19/20 Q2

19/20 Q1

18/19 Q4

18/19 Q3

18/19 Q2

18/19 Q1

17/18 Q4

17/18 Q3

17/18 Q2

17/18 Q1

16/17 Q4

16/17 Q3

16/17 Q2

16/17 Q1

102%
100%
98%
96%
94%
92%
90%
88%
86%
84%
82%
80%

Continuing to achieve target. Of the 175 women
registered with a LMC this quarter, 22 were
identified as smokers (12.6% prevalence), 20
(90.9%) were offered brief advice to quit
smoking. 30% (n.53) of the women seen were
identified as Maori; 14 of whom were smokers
and all were offered brief advice to quit.
Four women in total accepted a referral to
cessation support.

Māori

MoH Assessment
Q1

N

Q2

A

Q3

N/a

Q4

A

Breastfeeding

Ref

Performance Measure

Progress

CW06 ≥70% of infants exclusively or fully breast fed
at 3 months
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%
Jul - Dec Jan - Jun Jul - Dec Jan - Jun Jul - Dec
2017
2018
2018
2019
2019
Māori
Total

Pacific
Target

High Dep

Data to December 2019 (extracted February
2020, WCTO database). Not reported this
quarter.
Increased breastfeeding rates reported for babies
seen by WCTO providers over the six months to
December 2019; 490 (55.2%) of 887 were breast
fed at 3 months of age. Similar total number of
babies breastfeeding but 27 fewer contacts over
this last period. Rates for Maori increased to
50.9% with proportionately more babies
breastfeeding (n.136) than the increase in
number of contacts (n.267) during this period
(Data for period ending June 2020 expected in
September).

MoH Assessment
Q1

N/a

Q2

N/a

Q3

N/a

Q4

N/a
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1.3

Newborn enrolment

Ref
Performance Measure
CW07 ≥55% of newborns enrolled with General
Practice by 6 weeks of age and ≥85% by 3
months of age

Progress

Drop in enrolment rates across the population
groups over this quarter to June.
Enrolment by 6 weeks: 63.6% (n.337) of 530
110%
nweborns enrolled – achieving target for non105%
100%
Maori non-Pacific ethnicity groups; 51.8% (n.103)
95%
Maori and 40.0% Pacific (n.12).
90%
85%
Enrolment by 3 months: Achieving target with
80%
75%
210 (87.5%) Other and 58 (86.6%) Asian
70%
65%
newborns enrolled by 3 months. Lowest rate
60%
55%
recorded for Maori this quarter with 128 (64.6%)
50%
45%
newborns enrolled by 3 months.
Māori 6 Māori 3
Non
Non
Total 6
Total 3
While access to GPTs was limited over the Covidwks
mths
Māori 6 Māori 3
wks
mths
19 response alert levels, the shortage of and
wks
mths
Qtr1 19/20
Qtr2 19/20
difficulty with limited numbers of GPTs taking on
Qtr3 19/20
Qtr4 19/20
new patients continues to have an impact. The
6 weeks Target
3 months Target
Newborn Enrolment Coordinator will be reverting
to sending out weekly enrolment lists to GPTs to
Populations are based on the NIR and enrolments are
prompt enrolment completion process for babies.
based on the NES.
MoH Assessment
Q1
A
Q2
A
Q3
N/a
Q4
A

1.4

Immunisation coverage

Ref

Performance Measure

Progress

CW05 ≥95% of eligible infants fully immunised at 8
FA1 months old
100%
95%
90%
85%
80%
75%
70%
65%
60%

Target

Total

Māori

CW05 ≥95% eligible children fully immunised at 5
FA2 years of age
100%
95%
90%
85%
80%
75%
70%

Target

Total

Māori

This quarter, 86.7% (n.489) of the total 564
eligible infants were immunised on time – the
same coverage rate as the previous quarter for
the total eligible 8 month old infants. However,
the gap between on-time immunisations for Maori
infants continues to widen – a coverage rate of
76.5% of 200 eligible Maori infants.
The Outreach Immunisation Service (OIS) was
not operating during Covid-19 alert levels 3 and 4
– this had a particualr impact on Maori and
Pasifika. The shutdown period compounded an
already growing catch up requirement after the
service had no outreach vaccinator for quarter
two, and the newly recruited staff member who
required full vaccinator training in quarter three.
The OIS has now been supplemented with an
additional vaccinator to increase the number of
immunisations and to help manage the higher
referral rate to the OIS.
MoH Assessment
Q1
P
Q2
P
Q3
N
Q4
P
Remains well below target, with a significant drop
in immunisation coverage rate for the total cohort
of eligible 5 year old children; 88.7% (n.536) of
604 children were immunised on time, of whom
169 were Maori, with a coverage rate of 85.8% a small decline (86.5% in previous quarter).
Many parents chose to defer or delay childhood
immunisations during the Covid-19 pandemic
response (including through to alert level 1
restrictions). The combined opt-off/decline rate
for 5 year olds was 5.6% (n.34) this quarter –
slightly above the national rate.
Improvement actions underway – see above.
MoH Assessment
Q1

P

Q2

P

Q3

N

Q4

P
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Ref

Performance Measure

Progress

CW05 ≥75% Girls and boys immunised – HPV vaccine 2006 Birth cohort – Final dose HPV vaccine to 30
FA3
June 2020, as at 22 July 2020.
80%
75%
Estimated population in birth cohort: 1,232 girls
70%
and 1,285 boys
65%
60%
Slightly higher coverage rates for boys (62% /
55%
n.796) than girls (59% / n.721). Generally,
50%
45%
coverage rates for first HPV dose higher than final
40%
dose for both boys and girls across all ethnicities.
Maori
Pacific
Asian
Other
Total
School based immunisation programme provides
Girls
Boys
the majority of HPV to eligible young
Total
Target
people;programme for 2007/08 cohort
interrupted by Covid-19 – plan to have completed
Dose 2 HPV by mid-December.
MoH Assessment
Q1
N/a
Q2
N/a
Q3
N/a
Q4
N
CW05 ≥75% 65+ year old immunised – influenza
Not reported this quarter – annual in quarter 1
FA4
only.
Ethnicity
Number of
Number
Percentage
group
eligible adults immunised
Māori
2,330
973
41.8%
Update to data to 30 June 2020, as at 4 July ‘20:
Pacific
380
147
38.7%
Total: 68.4% of 33,529 population aged 65+yrs
Asian
1,140
498
43.7%
Maori: 55.5% of 2,410 population aged 65+yrs
Other
29,270
17,648
60.3%
MoH Assessment
Total
33,120
19,266
58.2%
Q1
P
Q2
N/a
Q3
N/a
Q4
N/a
As at July 2019
CW08 ≥95% of 2 year old children have completed all Much the same total coverage rate for 2 year olds
age appropriate immunisations due between
being fully immunised (91.5%) this quarter;
birth and age 2 years
moderate increase in coverage rate for the 200
100%
eligible Māori infants (88.0% / n.176).
95%
The immunisation team provides direct support to
GPTs identified with a high number of children
90%
overdue and declining immunisations. The
85%
Immunisation Facilitator attends these practices
80%
and makes contact with whānau who have
75%
children on the overdue list and attempt to make
70%
appointments at the practice.
MoH Assessment
Total

1.5

Māori

Target

Q1

P

Q2

P

Q3

N

Q4

P

Raising healthy kids

Ref

Performance Measure

Progress

CW10 ≥95% Children identified as obese at B4SC
programme offered a referral to health
professional
100%
95%
90%
85%
80%
75%
70%
65%
60%

Total

Māori

Target

For six month period ending May 2020.
Continuing to achieve target.
Of the 52 children identified as obese at their B4
School health check 50 (96.2%) were offered a
referral to a health professional. 36.5% of these
children were Māori (all 19 were offered a
referral, 6 of whom declined).
The staff all continue to use the new Tinana Ora
Mo Nga Tamariki (physical wellbeing for children)
resource which has been very well received by
families and staff.
Some families decline initially but then consider
options and initiate a re-referral at a later date –
these numbers are not captured.
MoH Assessment
Q1

A

Q2

A

Q3

N/a

Q4

A
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1.6

Children’s Oral Health

Ref

Performance Measure

Progress

CW02 Mean score of Decayed, Missing and Filled
Teeth of children at School Year 8 (2019
calendar year target ≤0.76)
2.0
1.8
1.6
1.4
1.2
1.0
0.8
0.6
0.4
0.2
0.0

2015
2016
2017
2018
2019
Maori

Pacific

Other

Total

Reported annually (calendar year) in quarter 3.
The recorded mean score for decayed. missing and
filled teeth in the total 1,983 school Year 8 children
examined in 2019 suggests a substantially lower
average, at 0.44; considerably lower (better) than
target and previous years. Higher DMFT mean
scores for Māori and Pacific children (0.63 and 0.53
respectively) reflects both the disease levels in the
individual ethnicity data and the relatively low
numbers (i.e. out of 1,983 only 427 were Māori and
107 Pacific, meaning small variance in data results
in large difference in DMFT. If the numbers were
adjusted to the same level the differences may be
smaller.
MoH Assessment
Q1

CW01 Percentage of children who are caries free
at 5 years of age (2019 calendar year
target ≥63.0%)
75%
70%
65%
60%
55%
50%
45%
40%
35%
30%
25%
20%
15%
10%
5%
0%

2015
2016
2017
2018
2019
Maori

Pacific

Other

Total

Q1
CW03 Percentage of population aged 0 - 4 years
who are enrolled with the community oral
(a)
health service (2019 calendar year target
≥95%)
130%
120%
110%
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

2015
2016
2017
2018
2019
Māori

Pacific

Other

Total

N/a

Q2

N/a

Q3

A

Q4

N/a

Reported annually (calendar year) in quarter 3.
Close to target at 61.8% of 5 year old children being
caries free. However, the total volume of children
reported as having been examined in the year is
much lower than previous years.
When the total enrolled 0-4 year old population is
considered, there should be around 2200 in the 5
year old cohort each year. The fact that only 1,363
suggests the total numbers are not be captured or
included in the count at relevant age (and again,
lower number of Māori and Pacific children than
expected). Consistency of data entry requires
addressing so that the full data set is accounted for;
this is one of the issues being looked at by the
service with urgency.
MoH Assessment
N/a

Q2

N/a

Q3

A

Q4

N/a

Reported annually (calendar year) in quarter 3.
Achieving target, with 11,323 0 – 4 year old children
enrolled (100% of the total projected population in
this cohort). Rates for Māori and Pacific children
however remain considerably lower (although
improved). Further investigation into the database
collection is occurring as to the ethnicity allocation;
data suggests a defaulting to “Other” category
(128% of projected non Māori / non Pacifc
population were recorded as being enrolled)
Population figures are as supplied by the Ministry of
Health for the relevant cohort and calendar year,
using latest medium projections with Census 2013
base.
MoH Assessment
Q1

N/a

Q2

N/a

Q3

A

Q4

N/a
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Ref

Performance Measure

CW03 Percentage of children aged 0 – 12 years
enrolled in DHB-funded community oral
(b)

health services who have not been
examined according to their planned recall
period (2019 calendar year target ≤10%)
30%
25%
20%
15%
10%
5%
0%
2015

2016

2017

2018

2019

Percent of all children enrolled

CW04 Percentage of adolescents from School

Year 9 up to and including 17 years of age
utilising DHB-funded dental services
100%
95%
90%
85%
80%
75%
70%
65%
60%
55%
50%
2015

2016

2017

2018

2019

Percent of adolescents
Target

Progress
The arrears result of 14.4% (n.4,394) of all 30,508
enrolled children aged 0-12 years overdue for their
scheduled recall examinations remains outside the
national target of <10%, much the same as the
results for the previous two years.
The 0 – 4 year old arrears rate was within target
(7.8% of 11,323), while the majority of the arrears
(n.3,510) were in the primary school age group
(18.3% of 19,185 children were not examined
according to their planned recall period).
The DHB continues to implement its resolution plan to
address the arrears rate, focusing on those who have
been waiting longest first (longest waiting time was
17 months for one child).
MoH Assessment
Q1

N/a

Q2

N/a

Q3

A

Q4

N/a

Annually – quarter 4 only (2019 calendar year)
Increased proportion of adolescents utilising dental
services in 2019 (83.1%), albeit no change in
estimated population relative to 2018 (10,275).
Within tolerance for achieving target.
The majority (83%) of the adolescents seen are by
contracted dentists; an additional 314 claims under
the Combined Dental Agreement for seeing
adolescents over the year, to total 7,092, whereas
the DHB’s child and adolescent service saw 1,451
adolescents (82 fewer than the previous year).
While not to target, the DHB’s utilisation rate
continues to be slightly above the national average
MoH Assessment
Q1

N/a

Q2

N/a

Q3

N/a

Q4

A
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2.

Improving Mental Wellbeing

2.1

Improved access

Ref

Performance Measure

Progress

MH01 ≥4.0% 0 – 19 yesar old, ≥4.6% 20 – 64 year
old and ≥1.8% aged 65+ of projected
populations seen by Mental Health and
Addiction services over the year (DHB of
Domicile)

12 months to end March 2020
Age group
Maori
Non Maori
0 – 19 yrs
3.6%
3.2%
(n.575)
(n.1022)
20 – 64 yrs 7.8%
3.4%
(n.1456)
(n.2850)
65+ yrs
2.0%
1.3%
(n.47)
(n.397)

2.2

Total
3.4%
(n.1597)
4.2%
(n.4306)
1.3%
n.444)

12 months to 31 March 2020 (data is lagged by 3
months)
Reported figures to include the January – March
quarter are lower than expected; missing
records/data errors identified in the PRIMHD
extract resulting in under reporting of count of
clients seen. The issue is now resolved by
vendor, but will not show in reported results for
anoth quarter - figures from July appearing more
complete/accurate.

Q1

N/a

MoH Assessment
Q2
A
Q3
N/a

Q4

A

Transition (discharge) planning

Ref

Performance Measure

MH02 ≥95% of clients discharged have a quality
transition (discharge) or wellness plan
100%
95%
90%
85%
80%
75%
70%
65%
60%
55%
50%
45%
40%

Māori

Total

Target

Progress
12 months to 31 March 2020.
Improvement in reported number and proportion
of clients who have either a wellness plan (long
term clients) or transition (discharge) plan in
place on discharge from community or inpatient
services.
A number of changes have been made to simplify
and streamline the various documents that
comprise assessment, treatment and discharge
planning processes; the “integrated Treatment
Plan” policy has also been amended to more
directly reflect the expectations for wellness and
transition planning (including auditing plans
against good practice standards).
MoH Assessment
Q1

P

Q2

P

Q3

N/a

Q4

P
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2.3

Non urgent waiting times

Ref
Performance Measure
MH03 ≥80% of people, aged 0 – 19 years, seen
within 3 weeks and ≥95% seen within 8 weeks
– Mental Health Services (DHB Provider only)
100%
95%
90%
85%
80%
75%
70%
65%
60%
55%
50%

Māori

Non Māori

Total

Māori

Mental Health ≤ 3 weeks

Non Māori

Total

Mental Health ≤ 8 weeks

19/20 Q1

19/20 Q2

19/20 Q4

Targets

19/20 Q3

≥80% of people, aged 0 – 19 years, seen
within 3 weeks and ≥95% seen within 8 weeks
– Alcohol and Other Drug Services (NGO and
DHB Providers)
100%
95%
90%
85%
80%
75%
70%
65%
60%
55%
50%

Māori

Non Māori

Total

Māori

AOD ≤ 3 weeks

2.4

Non Māori

Total

AOD ≤ 8 weeks

19/20 Q1

19/20 Q2

19/20 Q4

Targets

19/20 Q3

Progress
12 months to 31 March 2020 (data is lagged by 3
months).
Overall reduction in the proportion of young
people being seen within the 3-week and 8-week
timeframes in Mental Health Services (DHB
provider). Issues with source data (PRIMHD) that
is likely to have impacted on reported results now
resolved with vendor but will not be showing
change until later data extracts (see note under
“improved access” above and PRIMHD data
quality).
Changes to the intake process by the CAMHS
have impacted on the statistics around face to
face contacts within three weeks. The Intake
team is triaging and providing brief intervention
and case management, but this does not always
involve a face to face contact (criteria for when
the waiting time ends). There is also a small
percentage of young people who take a lengthy
time to engage with the service in the first
instance; the service persists over time to engage
with these clients so as not to be lost to the
potential for appropriate intervention, thus, the
stronger result for the 8 week waiting time for
non-Māori and Total population.
Waiting times for AOD services provided for
young Māori people by NGOs improved slightly
compared to earlier quarter – notwithstanding
restrictions imposed by Covid-19 pandemic
response.
MoH Assessment (Overall)
Q1

P

Q2

P

Q3

N/a

Q4

P

Mental Health and Addictions Service Development

MH04 FA1:
Ref

Primary Mental Health Initiative
Performance Measure

Progress

MH04 Clients aged 12 – 19 years seen by primary
(FA1) mental health service
320
300
280
260
240
220
200
180
160
140
120
100
80
60
40
20
0

Qtr 1 Qtr 2 Qtr 3 Qtr 4 Qtr 1 Qtr 2 Qtr 3 Qtr 4
18/19 18/19 18/19 18/19 19/20 19/20 19/20 19/20
Māori

Non Maori

Total

Te Ara Rau continues to support rangatahi within
the rōhe through five dedicated programmes.
270 new referrals for young people over the first
six months of 2020 – around 50 fewer than the
total over the previous six months, notably by
young Māori. Covid-19 impacted ability to
provide programmes and contacts – ability to
participate restricted by social/physical distancing,
gym closures.
Internal review and audit of services provided
being undertaken as part of the roll out of the Te
Ara Rau Access and Choice service, with a focus
on equity of access and issue of rurality.
MoH Assessment
Q1

P

Q2

A

Q3

N/a

Q4

P
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MH04 FA2:
Ref

Suicide prevention / postvention
Performance Measure

Progress

MH04 Quarterly progress against the DHB’s Suicide
(FA2) Prevention Plan, along with any highlights or
issues, and, provide specific updates in the
areas of suicide / mental health literacy
training or education, community led
development, and mental health and addiction
service collaboration
MH04 FA3:
Ref

Vast array of community / locality based hui and
training / education sessions undertaken,
notwithstanding some planned events/workshops
were postponed this quarter due to COVID-19
(have been rescheduled).
MoH Assessment
Q1
A
Q2
A
Q3
N/a
Q4
A

Crisis response services
Performance Measure

Progress

MH04 Proportion of people referred to MH crisis
(FA3) services by Police who were seen within three
hours
90%
80%
70%
60%
50%
40%
30%
Jan-19
Feb-19
Mar-19
Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20
Jun-20

60
50
40
30
20
10
0

Number of referrals
Response rate (%) within 3 hours

Generally higher response rate within 3 hours
with lower volume of referrals from Police over
Covid-19 pandemic lockdown period. Response
times for 13 of the 19 clients referred were
beyond 6 hours in June, 7 of whom did not
require further action within 6 hours following the
initial telephone contact. The Director of Area
Mental Health Services and Duly Authorised
Officer representative for the Acute Care Crisis
team are meeting with the District Inspector for
Police to discuss identified drivers and actions
that may reduce delays.
Clinical Manager for the Acute Care Crisis team to
discuss managing data in cases where there has
been telephone only contacts.
MoH Assessment
Q1

MH04 FA4:

Ref

Q2

P

Q3

N/a

Q4

P

Outcomes for children

Ref
Performance Measure
MH04 Report of progress on actions in implementing
(FA4) the ‘Supporting Parents Healthy Children
(COPMIA) Guidelines and any actions in
Annual Plan for improving outcomes for
children

MH04 FA5:

A

Progress
Largely on track. First two planned trainings this
year postponed due to Covid-19. Aiming to
deliver training on 10 September 2020.
Resource kit updated late 2019.
Additional resources put together as part of
Covid-19 psychosocial response for MidCentral
region
MoH Assessment
Q1
N
Q2
A
Q3
N/a
Q4
P

Employment / physical health needs of people with low prevalence conditions
Performance Measure

MH04 Provide progress report on actions identfied in
(FA5) the Annaual Plan for imroving the physical and
employment outcomes of people with low
prevalence conditions

Progress
With the integration of Mātanga Whai Ora into GP
practices throughout the district there is increased
availability to support tāngata whaiora. Mātanga
Whai Ora are well connected within the rōhe and
have access to a stepped care approach which
connects all of wellbeing, social, mental health
and addiction resources across the district
MoH Assessment
Q1
A
Q2
A
Q3
N/a
Q4
A
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2.5

Mental Health Act, Community Treatment Orders

Rate per 100,000 population

Ref
Performance Measure
MH05 ≥10% reduction by end of year in rate of
Māori under MHA (sec29) Community
Treatment Orders
350
325
300
275
250
225
200
175
150
125
100
75
50

Jun- Sep- Dec- Mar- Jun- Sep- Dec- Mar- Jun- Sep- Dec- Mar17 17 17 18 18 18 18 19 19 19 19 20
MidCentral Māori
National Māori
MidCentral Non Māori
National Non Māori

Data is lagged by 3 months

2.6
Ref

Progress
For 12 month period ending 31 March 2020, 243
clients were recorded as being subject to a
compulsory community treatment order – 19
fewer people over this last quarter. Of the total
clients, 46% were identified as Māori. The rate
per 100,000 Māori population decreased to 301
and returned to being just lower than the national
rate for Maori (308 / 100,000), although the
increase in MidCentral’s estimated Maori
population by 1120 was applied this quarter.
Rates for non Maori clients under a CTO remain
relatively stable and similar to the national rate
for non Maori.
Q1

P

MoH Assessment
Q2
P
Q3
N/a

Q4

P

Output Delivery Against Plan
Performance Measure

MH06 Volume delivery for specialist MHAS is within
5% variance of planned FTEs, and within 5% of
85% occupancy rate (available beddays), and,
actual expenditure on programmes or places is
within 5% of the YTD plan.
Purchase unit
Q4
Q4
%
Plan Actual Delivery
Available acute /
1847 1877
102%
intensive bed days
FTEs
153
154.3
101%

Progress
No significnt variance from purchased volume for
bed days and FTEs – both slightly higher than
plan but within tolerance levels.
(Note: the total annual planned volume has been
reduced by 586 available beddays (with over 3 times as
many available intensive care beddays at a higher price
per unit and 22 percent fewer acute beddays compared
to last year).

Q1

A

MoH Assessment
Q2
A
Q3
N/a

Q4

A
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3.

Improving Wellbeing Through Prevention

3.1

Breast screening

Ref

Performance Measure

Progress

PV01 Breast screening – two-year coverage rate,
women aged 50 – 69 years
80%
78%
76%
74%
72%
70%
68%
66%
64%
62%
60%
58%
56%
54%
52%
50%

Māori
Pacific
As at 31 Mar 19

Other
Total
As at 30 Jun 19

As at 30 Sep 19

As at 31 Dec 19

As at 31 Mar 20

Target

Data to end March 2020.
Much the same coverage rates by quart; achieving
target for total eligible population group (76.6%),
Pacific (71.3%) and Other (78.3%) women.
Of the total 17,321 women who have had a
screening mammogram in the last two years, 11%
(n.1,916) were Māori – a screening coverage rate of
65.7% of the projected 2,916 eligible Māori women
as at end March 2020. This is a decline in the
coverage rate noted a year ago (67%) even though
there were an additional 32 wāhine screened; the
eligible population increased by 101 women.
BreastScreen coverage has been negatively
impacted by the Covid-19 lockdown – 1,688 women
across MidCentral’s region had screenings cancelled
in March and April 2020. All screening invitations
will be issued within 24 months of the last screen,
for all women, by December 2020.
MoH Assessment
Q1

3.2

N/a

Q2

P

Q3

N/a

Q4

P

Cervical screening

Ref

Performance Measure

Progress

PV02 Cervical screening – three-year coverage
rate, women aged 25 – 69 years
84%
82%
80%
78%
76%
74%
72%
70%
68%
66%
64%
62%
60%
58%
56%
54%
52%
50%

Māori

Pacific

As at 31 Mar 19
As at 30 Sep 19
As at 31 Mar 20

Asian

Other

Total

As at 30 Jun 19
As at 31 Dec 19
Target

Data to end March 2020
There were 372 fewer women who had had a
cervical sample taken in the last 3 years compared
to the total number at end March 2019; 72.8%
(n.33,474) of the projected 45,983 eligible women.
While target coverage rate for Pacific women has
been sustained, screening for Māori and Asian
remains low (64.9% and 55.9% respectively).
Screening services were deferred/delayed during
the Covid-19 response period.
(Note: this indicator is no longer reported to the
Ministry of Health via the reporting framework; this
now occurs through the contract reporting
mechanism to the NCSP)
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3.3

Bowel screening - Colonoscopy waiting times

Ref
Performance Measure
SS15 ≥90% of people accepted for an urgent
colonoscopy receive their procedure in ≤14
days

Continuing to achieve (exceed) target waiting
time for urgent colonoscopies over this last
quarter; all (100%) 40 patients received their
procedure within 14 days

Jul-18
Aug-18
Sep-18
Oct-18
Nov-18
Dec-18
Jan-19
Feb-19
Mar-19
Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20
Jun-20

100%
95%
90%
85%
80%
75%
70%
65%
60%
55%
50%

Progress

Urgent within 2 wks

Target

≥70% of people accepted for a non urgent
diagnostic colonoscopy receive their procedure
in ≤42 days

Jul-18
Aug-18
Sep-18
Oct-18
Nov-18
Dec-18
Jan-19
Feb-19
Mar-19
Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20
Jun-20

100%
95%
90%
85%
80%
75%
70%
65%
60%
55%
50%
45%
40%
35%
30%
25%

The non urgent diagnostic wait time target was
achieved (exceeded) for 439 (88.3%) of 497
patients over the quarter. Twelve patients had
waited longer than 90 days for their procedure
throughout this period.

Non urgent within 6 weeks

Target

≥70% of people waiting for a surveillance
colonoscopy receive their procedure in ≤84
days of planned date

Jul-18
Aug-18
Sep-18
Oct-18
Nov-18
Dec-18
Jan-19
Feb-19
Mar-19
Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20
Jun-20

100%
95%
90%
85%
80%
75%
70%
65%
60%
55%
50%
45%
40%
35%
30%
25%

Surveillance within 12 weeks

Target

A significant drop in meeting the waiting times for
a surveillance colonoscopy within 84 days of their
planned date in May and June. There were
significantly fewer patients over this period
however; only 17 patients in total, eight of whom
(47.1%) receiving their procedure within the
maximum waiting time.
A weekly production planning meeting is held to
discuss referrals, waiting list management and
waiting times. Over the COVID-19 response
period, gastroenterology department was triaging
according to clinical priority and there was a
reduced number of surveillance colonoscopies
undertaken. This has now increased as part of
the recovery plan, with increasing the number of
patients treated per list and back-filling of
sessions.
MoH Assessment (Overall)
Q1

P

Q2

P

Q3

N/a

Q4

P
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4.

Better Population Health Outcomes Supported by a Strong and
Equitable Public Health and Disability System

4.1

Faster cancer treatment

Ref

Performance Measure

SS01 ≥85% of patients receive their first cancer
treatment (or other management) within 31
days of decision to treat
90%
89%
88%
87%
86%
85%
84%
83%
82%
81%
80%
18/19 18/19 18/19 18/19 19/20 19/20 19.20 19/20
Q1
Q2
Q3
Q4
Q1
Q2
Q3
Q4
% within 31 days
Target

SS11 ≥90% of patients receive their first cancer
treatment (or other mangement) within 62
days of being referred with a high suspicion of
cancer and a need to be seen within 2 weeks
100%
98%
96%
94%
92%
90%
88%
86%
84%
82%
80%
18/19 18/19 18/19 18/19 19/20 19/20 19.20 19/20
Q1
Q2
Q3
Q4
Q1
Q2
Q3
Q4
% within 62 days
Target

Progress
170 (89.5%) of 190 patients over this quarter
received their treatment within 31 days of the
decision to treat – returning to achieving target.
For the six-month reporting period, the expected
treatment waiting time was achieved for 337
(85.1%) of 396 patient.

MoH Assessment
Q1

A

Q2

A

Q3

N/a

Q4

A

Target met, although lower numbers (cancer
registrations) noted during COVID-19 restrictions;
17 of the 18 (94.4%) eligible patients received
their first cancer (or other management) within
62 days
For the six-month reporting period, 44 (93.6%) of
47 patients received their first treatment within
62 days of being referred with a high suspicion of
cancer and a need to be seen within two weeks.

MoH Assessment
Q1

A

Q2

P

Q3

N/a

Q4

A
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4.2

Planned care measures
MoH Assessment (Overall)

Q1

P

Q2

P

Q3

N/a

Q4

P

4.2.1 Planned care interventions
Ref

Performance Measure

SS07 12,231 Total Planned Interventions:
7,455 Inpatient surgical discharges
(FA1)
4,736 Minor procedures
40 Non surgical interventions

13000
12000
11000
10000
9000
8000
7000
6000
5000
4000
3000
2000
1000
0

Data extracted: 03/08/20

Actual YTD

End June 2020
Inpatient CWDs
Inpatient surgical
discharges
Minor procedures
Non surgical
interventions

Progress
2019/20
Year to Date – for period ending June
Total Planned Care
April
2020
May 2020
June 2020
Interventions
9,941
11,189
12,231
Planned
11,422
12,438
Actual 10,412
471
233
207
Variance
Percent of YTD
104.7% 102.1% 101.7%
Targets Achieved

Target YTD

YTD
Planned
Volume
9,763.4

YTD
Actual
Delivery
8,595.3

YTD %
Delivery

7,455

5,891

79.0%

4,736

6,546

138.2%

40

1

2.5%

88.0%

Considerable reduction in surgical
procedures undertaken following the
National Hospital Response Framework as
part of the COVID-19 response.
There has been continued increase in
demand for urgent/acute surgical procedures
for diagnosed cancers (this was across a
number of specialties), which displaced
patients from clinic appointments and
surgery which, together with the COVID-19
response, has had a significant impact on
achieving planned recovery for ESPI 2 and 5
compliance.

4.2.2 Elective services patient flow indicators (ESPIs)
Ref
Performance Measure
SS07 ESPIs as at end June 2020
(FA2)
ESPI
Level
Status %
1
2
3
5
8

10
180
199
1,090
0

56.5%
6.5%
3.8%
56.4%
100.0%

Data source: MoH. Data extracted: 03/08/20

Progress
ESPI2: By emd of June the number of patients
waiting greater than 4 months increased by 121
over the quarter to total 180 (6.5%). The
majority (78%) of these were for General Surgery
(n.68), Orthopaedics (n.31), Cardiology (n.16),
Endocrinology (n.14) and ENT (n.11).
ESPI5: By the end of June the number of patients
waiting greater than 4 months for surgery
increased by 311 over the quarter to total 1,090.
All specialties were affected by COVID-19
restrictions; the majority (86%) of patients
waiting were for General Surgery (n.419),
Orthopaedics (n.239), ENT (n.101), Gynaecology
(n.100) and Urology (n.78).

A Planned Care Waiting List Action Plan has
been completed. Remedial actions include:
 Increased use of telehealth appointments.
 Maximise all outplaced and outsourced
surgery capacity
 Maximise utilisation of all internal theatre
sessions
 Weekend lists and extended evening lists
where appropriate
 Daily and weekly operational reporting
against plan
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Regular clinical review and oversight of
waiting lists and booking process to
ensure all patients are booked within the
60-90 days.

4.2.3 Diagnostic waiting times (Coronary angiography, CT, MRI)
Ref

Performance Measure

Progress

SS07 ≥95% of patients with accepted referrals for
(FA3) elective coronary angiography received their
procedure within 90 days
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%
Jan-19
Feb-19
Mar-19
Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20
Jun-20

50
45
40
35
30
25
20
15
10
5
0

Lower volumes in March and into the quarter,
affected by National Hospital Response
Framework for COVID-19. The expected waiting
time for only one person was not met each
month; achieved target in June with increase in
volume.

Number within 90 days
Percent within 90 days
Target percent
Data as reported by MoH: Report run date: 27/07/20

≥95% of patients with accepted referrals for
CT scans receive their scan and the scan result
reported, within 42 days
500

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

400
300
200
100
Jan-19
Feb-19
Mar-19
Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20
Jun-20

0

Number CT within 42 days
Percent CT within 42 days
Target percent

≥90% of patients with accepted referrals for
MRI scans receive their scan and the scan
result reported, within 42 days
500

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

400
300
200
100
Jan-19
Feb-19
Mar-19
Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20
Jun-20

0

Number MRI within 42 days
Percent MRI within 42 days
Target percent

CT diagnostic services were impacted by the
national COVID-19 response. Volume of
patients waiting increased to 653 by end of
June, with 489 (74.9%) patients having
received their scan within 42 days.
The MoH has provided additional funding to
assist with CT waiting times, with the
expectation of increased volumes. The
teams are confident this will be achieved.
CT will manage additional examinations at
the weekends in house. The main remedial
action to improve CT waiting times will be
the additional appointments to be made on
the Saturday and Sunday lists.
MRI diagnostic services were impacted by the

national COVID-19 response. A significant
accumulation of patients waiting for their
scan by end of June; 514 (54.7%) of 940
patients received their scan within 42 days.
The MoH has provided additional funding to
assist with MRI waiting times, with the
expectation of increased volumes. The
teams are confident this will be achieved,
with MRI being subcontracted to a local
private provider.
Vacancies in MRI will be filled mid-June and
staffing will be fully recruited. Additional
weekend work and extension of hours during
the week will be implemented which will
assist with waiting times.
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4.2.4 Ophthalmology follow up waiting times
Ref

Performance Measure

Progress

SS07 0% of patients wait ≥50% longer than the
(FA4) intended timeframe
2019/20

Dec

Mar

ESPI2

3.5%
1.5%
634
8.3%

1.0% 5.8%
7.2% 30.3%
842 1,277
8.9% 25.3%

3.2%

3.2% 10.1%

ESPI5
Overdue follow ups
Percent of patients waiting ≥50%
longer than their intended
timeframe
Percent of patients waiting 100%
longer than their intended
timeframe

Jun

As at end June, the ophthalmology waiting times
for treatment deteriorated significantly compared
to end March. At the end of June the number of
patients with overdue follow ups increased by 435
to total 1,277; 25.3% waiting 50% longer than
their intended timeframe.

Effort continues to ensure patients are
receiving their avastin eye injections in a
timely manner which also meets best
practice guidelines. Additional clinics are
held as catch up when required. Nurse-led
macular review and avastin clinics have been
combined. The acuity indicator tool is also
being used to guide booking clerks when
making appointments.
A new SMO is expected to join the service
around end of 2020.

4.2.5 Acute readmissions
Ref
Performance Measure
SS07 ≤12.5% of patients have an acute readmission
(FA6) to hospital within 28 days of their previous
discharge (standardised) – DHB of Service
14.0%
13.5%
13.0%
12.5%
12.0%
11.5%
11.0%
10.5%
10.0%
MDHB
NZ
MDHB
NZ
Māori Māori Other Other
12mths to Mar18 12mths to Mar19

MDHB NZ Total
Total
12mths to Mar20

Progress
Marginally above target and national average at
12.6% standardised acute readmission within 28
days from 34,588 discharges over the 12 months
ending March 2020; an improvement on the rate
for 12 months ending March 2019, and for 12
months to December 2019 (12.8%).
Higher standardsied readmission rate for Maori
over this period (at 13.0% of 6,826 discharges)
compared to NZ Maori and MidCentral’s ‘Other’
ethnicity group. Of the readmissions by Maori, the
15 – 29 year old age group attracted the highest
readmission rate at 16.8% of 1,595 discharges
and was also the highest of the 20 DHBs for this
age group. The rate for Maori aged 65+ years
(10.6% of 901 discharges) was the third lowest
rate across all DHBs.
(Note: readmissions for Pacific peoples are ionl;cuded
in Total, as small numbers invoke variation in reported
rates)

4.3
Ref
B

Care Capacity Demand Management
Performance Measure
Submit report on completion and outcomes of
annual CCDM calculations, per template
(commencing quarter 2)

Progress
18 areas eligible for CCDM calculations, with an
additional area (Women’s Surgical Unit) being
included over this quarter Two additional FTE
calculations have been completed – Neonates and
STAR2. The RN componenet for Neonates has
been recruited to and the Health Care Assistant
position is underway..Ward 23/Oncology
calculation report completed and FTE
calculations for Children’s Ward underway.
Five areas continue with focused data quality
improvement work. Completion dates by end
March 2021.
MoH Assessment
Q1

N/a

Q2

A

Q3

A

Q4

P
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4.4

Shorter stays in the Emergency Department

Ref
Performance Measure
SS10 ≥95% of patients admitted, transferred or
discharged from an Emergency Department
within six hours
98%
96%
94%
92%
90%
88%
86%
84%
82%
80%
78%
76%
74%
72%
70%

Total

4.5

Māori

Target

Progress
Remains well below target, but a small
improvement on last quarter and the result for
the same quarter last year.
There were 1,470 fewer presentations to the ED
over the quarter with a total 9688 attendances;
81.2% (n.7868) were admitted, transferred or
discharged within six hours; 1,278 fewer than for
the same quarter last year. Lowest number of ED
attendances (2,696) in the month of April, with
COVID-19 lockdown period.
However, the average inpatient admission rate
from an ED presentation increased to 27.1%
(n.867) per month from 25.5% (n.950) in
previous quarter.
Several activities to be instigated or reinstated to
imporve performance, inlcuding:

ED/COPD Out programme

Hospital to community pharmaist and
Pharmacist presciber role for medicine
management related problems

Red- to green patient flow MDT meetings

Complext patient framework – implementing
pathways

Completing VRM Response
guidelines/protocols

Additional Holding Orders – general surgery
and orthopaedics

Focus on delayed discharging / long stay
patients

Development of buiness case for PODs
alongside ED

Acute care model and roster for general
surgery
MoH Assessment
Q1
P
Q2
P
Q3
A
Q4
N

Help to quit smoking - hospital

Ref
Performance Measure
Progress
SS06 ≥95% hospital patients who smoke are offered Much the same result as last quarter. Of the
brief advice and support to quit smoking
8,143 records of discharged patients over the
100%
quarter, 967 (11.9%) were identified as current
smokers – a lower than expected prevalence rate
95%
(23.9% / n.336 of 1404 Maori people discharged).
90%

Of the 967 patients identified as current smokers,
811 (83.9%) were recorded as receiving advice
and support to quit. The “Opt Off” initiative
continues to be implemented. Investigating data
collection and documentation, as the initiative is
not delivering on the expected improvement. A
week long “lock screen” message campaign on
computers is to recommence in July

85%
80%
75%
70%

All

Māori

Target

Q1

N

MoH Assessment
Q2
N
Q3
N/a

Q4

N

Page | 16

85
4.6

Quality of identity data and national collections

Ref
Performance Measure
SS09 >1% and ≤3% new NHI registration in error
(FA1) (causing duplication)
>0.5% and ≤2% recording of non-specific
ethnicity in new NHI registration
>0.5% and ≤2% update of specific ethnicity
value in existing NHI record with a non specific
value
SS09 ≥90% and <95% of National Patient Flow
(FA2) (NPF) collection has accurate dates and links to
NNPAC, NBRS, and NMDS for FSA and planned
care interventions
Q1
Q2
Q3
Q4
Status
73.3%
76.7%
65.1%
Not achieved
≥94.5% and <97.5% National Collections
completeness
Q1
Q2
Q3
Q4
Status
98.6%
104.7%
33.1% Partially achieved
≥75% assessment of data reported to the
NMDS
Q1
Q2
Q3
Q4
Status
95.5%
93.5%
91.8%
Achieved
All indicators for qtr 4 are based on 01 January – 31
March data.

Progress
Targets for two of the three indicators achieved; a
few NHI duplicates continue to be followed up with
individuals concerned.

Q1

MoH Assessment (Overall)
Q2
A
Q3
N/a
Q4

P

A workstream to provide further data for the
NPF collection has been established. As part
of this, the match between the NPF and
other national submissions will be
investigated.
Analysis to date shows that approximately
one half of the unmatched records are with
non-contact attendances and a further 10
percent of unmatched records relate to
attendances in a Cardiology Ambulatory
Monitoring clinic. Reason for inconsistency
between the two loads has not been
established yet.
Problems with the PRIMHD extract not
picking up all data during January – March
has now been resolved by the PMS Vendor
(DXC) and more recent extracts have
returned volumes to more expected levels.
Q1

SS09 PRIMHD data quality (audits)
(FA3)

P

P

MoH Assessment (Overall)
Q2
P
Q3
N/a
Q4

P

Upgrade to WebPAS successfully installed
and new codes in use.
Numerous data entry errors caused by staff
entering data in “Indirect Time” field rather
than “Direct Time” – despite this field being
compulsory and numerous training sessions.
A vast number of entries had to be manually
corrected, as there is no automated way to
do this in WebPAS.
6,144 errors were notified as at 06/07/20 for
Contract field blank in the referral – the PMS
vendor (DXC) has been contacted to see if a
script can be run to automatically fix them.
Q1

A

MoH Assessment
Q2
A
Q3
N/a

Q4

A
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4.7

Management of long term conditions

4.7.1 Acute heart service
Ref

Performance Measure

Progress

SS13 ≥70% of ACS patients undergoing coronary
(FA4) angiogram within 3 days of admission
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%
Qtr1 Qtr2 Qtr3 Qtr4 Qtr1 Qtr2 Qtr3 Qtr4
18/19 18/19 18/19 18/19 19/20 19/20 19/20 19/20
Māori
Non Māori
Total
Target

≥95% of patients presenting with ACS who
undergo coronary angiography have
completion of ANZACS-QI ACS and Cath/PCI
registry data collection within 30 days of
discharge and 99% within 3 months
SS13 ≥85% of ACS patients who undergo coronary
(FA4) angiogram have pre-discharge assessment of
LVEF (i.e have had an echocardiogram or
LVgram)
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%
Qtr1 Qtr2 Qtr3 Qtr4 Qtr1 Qtr2 Qtr3 Qtr4
18/19 18/19 18/19 18/19 19/20 19/20 19/20 19/20
Māori
Total

Non Māori
Target

Achieving target; 64 (85.3%) of 75 eligible
patients received their angiogram within 3 days of
their admission – 31 more patients than in
quarter 3.

Note: data entry to ANZACS-QI limited due to
COVID-19 response; therefore may be an
incomplete data set for qtr 3.
49 (80.3%) of 61 patients had registry data
collected within 30 days over this period. Service
reductions and data entry to ANZACS-QI registry
in abeyance during COVID-19 period affecting this
result.
Shy of target for non Maori and Total admitted
patients this quarter; achieved target with 6 of 7
(85.7%) Maori patients receiving a pre-discharge
LVEF assessment.
Overall, an improvement on previous quarters.
Currently in the recruitment process for a second
echosonographer.

Note: data entry to ANZACS-QI limited due to
COVID-19 response; therefore may be an
incomplete data set for qtr 3.

Data is lagged by one month

≥85% of ACS patients who undergo coronary
angiogram should be prescribed, at discharge Aspirin, a 2nd anti-platelet agent, statin and an
ACEI/ARB (4 classes), and LVEF<40% should
also be on a beta-blocker (5-classes)
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

Below expectations for the proportion (74.3%) ofr
the 35 post acute coronary syndrome patients
receiving recommended secondary prevention
medication this quarter. Best practice guidelines
for discharge planning and medication therapy
continue to be promoted.

Qtr1 Qtr2 Qtr3 Qtr4 Qtr1 Qtr2 Qtr3 Qtr4
18/19 18/19 18/19 18/19 19/20 19/20 19/20 19/20
Māori
Total

Non Māori
Target

* Data is lagged by one month
≥99% of patients who have pacemaker or
implantable cardiac defibrillator
implantation/replacement have ANZACS-QI
Device forms completed within 2 months of the
procedure

Qtr 1

Qtr 2

Qtr 3

Qtr 4

Maori
Data not
Non Maori available
Total

2019/20

n/a
100%
100%

0%
0%
0%

n/a
22.2%
22.2%

Note: data entry to ANZACS-QI limited due to
COVID-19 response; therefore maybe an
incomplete data set for qtr 3.
Not reported this quarter

Q1

A

MoH Assessment (Overall)
Q2
A
Q3
N/a
Q4

P
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4.7.2 Stroke service
Ref

Performance Measure

Progress

SS13 ≥80% of stroke patients admitted to a stroke
(FA5) unit or organised stroke service with a
demonstrated stroke pathway

Just shy of target at 77.4% (n.65) of 84 patients
admitted to the ASU / service this quarter, largely
due due to bed capacity issues. Patients not

located in ASU did receive stroke service care
and MDT as outreach. Investigating method
of reporting manual data collection for these
patients referred and seen by the acute
stroke service, as eligible for inclusion in this
indicator.

105%
100%
95%
90%
85%
80%
75%
70%
65%
18/19 18/19 18/19 18/19 19/20 19/20 19/20 19/20
Q1
Q2
Q3
Q4
Q1
Q2
Q3
Q4
Māori
Total

Non Māori
Target

Note: Data is lagged by 3 months

SS13 ≥10% of potentially eligible stroke patients
(FA5) thrombolysed 24/7
28%
26%
24%
22%
20%
18%
16%
14%
12%
10%
8%
6%
4%
2%
0%

Shy of target for total eligible patients this
quarter; 8.5% (n.7) of 82 patients were
thrombolysed. Of these, 2 (28.6%) of 7 patients
were Maori; volatility in reported rates each
quarter affected by small numbers.

18/19 18/19 18/19 18/19 19/20 19/20 19/20 19/20
Q1
Q2
Q3
Q4
Q1
Q2
Q3
Q4
Māori
Non Māori
Total
Target

Note: Data is lagged by 3 months

≥80% of patients admitted with acute stroke
Target continues to be met; all 21 patients
who are transferred to inpatient rehabilitation transferred to inpatient rehabilittion this quarter
services, are transferred within 7 days of acute were transferred within 7 days.
admission

Qtr 1

Qtr 2

Qtr 3

Qtr 4

Maori
100%
Non Maori 100%
100%
Total

2019/20

n/a
100%
100%

100%
100%
100%

100%
100%
100%

Note: Data is lagged by 3 months

≥60% of patients referred for community
rehabilitation are seen face to face by a
member of the community rehabilitation
team* within 7 calendar days of hospital
discharge

Qtr 1

Qtr 2

Qtr 3

Qtr 4

Maori
0.0%
Non Maori 25.0%
20.0%
Total

2019/20

n/a
25.0%
25.0%

n/a
31.3%
31.3%

0.0%
13.3%
11.8%

Note: Data is lagged by 3 months

This target continues to be a challenge.
Clinical information and referrals have been
reviewed and all of these patients were
referred to physiotherapy. The majority were
not seen within 7 calendar days but were
followed up by the community team. As part
of the review it was noted that the majority
of patients referred were mobilising with a
mobility aid independently and there was not
a priority for them to be seen within 7 days.
Those that did require support soon after
discharge were seen within 7 days. A number
of patients were discharged to Aged
Residential Care facilities so would have
received support from facility staff but
further education/support for staff is being
considered.
Q1

A

MoH Assessment (Overall)
Q2
P
Q3
N/a
Q4

P
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4.8

Ambulatory sensitive hospitalisations – (Adult)

Ref

Performance Measure

SS05 Standadised ambulatory sensitive
hospitalisation rate per 100,000 population,
aged 45 – 64 years (Target: ≤4,490)
8000
7500
7000
6500
6000
5500
5000
4500
4000
3500
3000
12mths to 12mths to 12mths to 12mths to 12mths to
Mar16
Mar17
Mar18
Mar19
Mar20
MDHB Māori Rate
MDHB Total Rate

MDHB Other Rate
NZ Total Rate

Progress

Achieving target for 12-month period ending
31 March 2020 for Total population group at
a standardised ASH rate of 4,140 per
100,000. This was a reduction on the
reported rate to March 2019, and notably for
Māori in this age group.
Although an improvement, at a standardised
rate of 7,073 per 100,000 Māori population
with 30 fewer hospitalisations for ASH
conditions compared to the previous 12
months, the significant difference in rates
between Māori and non Māori persist.
Activities to support Māori health
improvements include (in summary):
 Use of population risk stratification tool by
GPTs/PHO
 SLM financial incentives to GPTs for
completing/increasing CVDRA/Diabetes
checks
 Further development of POAC services,
including ED redirects to GPTs for patients
with COPD
 Increasing enrolment rates
 Equity training at a large IFHC
 Flu vaccine clinics

Q1

N/a

MoH Assessment
Q2
A
Q3
N/a

Q4

A
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5.

Better Population Health Outcomes Supported by Primary Health
Care

5.1

System level measures

Ref

Performance Measure

Progress

PH01 Progress toward milestones for each SLM and
contributory measures identified in the
2018/19 System Level Measures Improvement
Plan

Not reported this quarter
MoH Assessment (Overall)
Q1

A

Q2

A

Q3

N/a

Q4

A

5.1.1 Ambulatory sensitive hospitalisations (0 – 4 years)
Ref

Performance Measure

Progress

8000

500

7500

450

7000

400

6500

350

6000

300

5500

250

5000

200

4500

150

4000

Number of hospitalisations

Rate per 100,000

PH01 Ambulatory sensitive hospitalisation rate per
100,000 population aged 0 – 4 years (target
≤250 events for Māori children)

100
12mths 12mths 12mths 12mths 12mths
to Dec15 to Dec16 to Dec17 to Dec18 to Dec19
Number of events Māori
Number of events Other
MDHB Māori Rate
MDHB Other Rate
MDHB Total Rate
NZ Total Rate

Relative to the 12 month period ending 31
December 2018, the non standardised ASH
rate increased over the latest 12 months to
5569 per 100,000 children aged 0 – 4 years.
This rate remains lower than the total rate
for NZ however.
There were 631 hospitalisations over this
period; 275 (44%) of which were for Maori
children - 18 more than the previous year
Upper and ENT respiratory infections
continue to predominate the top ten
conditions for which children are
hospitalised, followed by dental conditions,
asthma, gastroenteritis/dehydration and
lower respiratory infections. Significantly
higher hospitalisation rates of Māori children
with dental conditions, asthma and skin
conditions than non-Māori children.

5.1.2 Mental health – Intentional self harm hospitalisations (ages 10 – 24 years
Ref
Performance Measure
Progress
PH01 Age standardised intentional self-harm
12 months to March 2020.
hospitalisation rate per 10,000 population aged On target for year-end milestone with
10 – 24 years (target ≤50)
NZ Total
MDHB Total
NZ Other
MDHB Other
NZ Pacific
MDHB Pacific
NZ Māori
MDHB Māori
0

5 10 15 20 25 30 35 40 45 50 55 60 65

Rate per 10,000

Mar-20

Mar-19

Mar-18

reduced rate for young Māori people;
number of events and rates for Maori have
reduced and lower than previous 2 years
Intentional self-harm hospitalisation rates in
the 10 – 24 year-old age group are still
higher than the NZ rates for the Total and
Other ethnicity populations; ‘Other’ group
has increased year on year.
Higher number and proportion (n.105 /
54%) of hospitalisations in the 15 to 19
year-old subgroup (as is the case for all NZ)
Three quarters of the hospitalisation events
are by females
194 events attributable to 144 individuals
across the age group; 25 individuals had 2
or more hospitalisations (3 of whom had 5 or
more hospitalisations) for intentional selfharm over these 12 months.
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5.1.3 Acute hospital bed day per capita
Ref

Performance Measure

Progress

Acute bed days per 1,000 population

PH01 Standardised acute bed day rate per 1,000
population – all ages (target ≤412 actual bed
day rate per 1,000)
600
550
500
450
400
350
300
Mar18

Mar19

Mar20

MidCentral Actual (Total
National Actual (Total)
MidCentral Standardised (Total)
National Standardised (Total)
MidCentral Standardised (Maori)
National Standardised (Maori)
Data source: MoH – Acute hospital bed days SLM Data – by
DHB of Domicile, to March 2020 (at 23 July 2020)

12 months to March 2020. Improved, with
reduction over these last 12 months in
standardised and actual rates across Total
and Maori populations (381.4 and 477.8
respectively).
MidCentral’s actual rate at 441 acute bed
days per 1000 total population remains
above the national rate, but when agestandardised is below the national rate. The
standardised bed day rate for MidCentral’s
Maori population is significantly below the
national rate for Maori, but is still higher
than MidCentral’s Non-Maori population. For
4,648 discharges by Maori over the 12
months ending March 2020, 12,556 acute
bed days were utilised; a rate of 329.4 per
1,000 population. Non Maori utilised 68,511
bed days for 19,157 discharges; a rate of
470.2 per 1000 population.
The difference between Maori and non-Maori
rates is strongly influenced by the population
age profile; the age-specific bed day rate for
the 65+ age group for Maori was 1,357 per
1,000 compared to 1,443 for non Maori.
Conversely the bed day rate for Maori
children aged 0 – 4 years was 322 per
1,000 (667 discharges) compared to 197 per
1,000 non-Maori non-Pacific population (756
disscharges)
MidCentral DHB of domicile population estimates to
March 2020: Maori: 38,125
Non Maori 145,710

5.1.4 Babies living in smokefree households
Ref

Performance Measure

Progress

PH01 Proportion of babies at six weeks post-natal
that are living in smoke-free households
(target: ≥50% by end of June 2020)

Māori
Pacific
Others
Total

Jul-Dec18
27.0%
53.8%
62.8%
51.0%

Jan-Jun19
36.1%
55.6%
67.3%
57.0%

Jul-Dec19
42.1%
50.9%
69.2%
59.1%

Data source: Ministry of Health – WCTO database.
17/07/20

Apart from the Pasifika population (relatively
small number), there has been an increase
in the percentage of babies who live in a
smoke-free household at six weeks postnatal for those babies born between July and
December 2019 and who had had their first
contact with a WCTO provider.
Of the total 1,107 registered births over this
period, 654 were recorded as living in a
smokefree home, 158 (24.2%) of whom
were Māori.
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5.1.5 Patient experience
Ref

Performance Measure

Progress

PH01 Adult (aged 15+ years) inpatient experience
Not reported this quarter.
survey: Target: mean score of ≥8.5 (out of 10) Survey tool ceased with the November 2019
for each domain
survey; delays to commencing the new
9.0
8.9
8.8
8.7
8.6
8.5
8.4
8.3
8.2
8.1
8.0
May-18 Aug-18 Nov-18 Feb-19 May-19 Aug-19 Nov-19
Communication

Partnership

Coordination

Physical/emotional needs

PH01 Primary experience of care survey result mean
score for each domain. (Target: increase in
mean score for “access and appointment wait
times” to ≥4.5)
Mean score for all questions in each domain
(out of 10) – Primary Care survey
Māori
All
Domain
Aug19 Nov19 Aug19 Nov19
Partnership
6.82 7.74 6.98 7.15
Coordination
7.59 7.55 7.84 8.00
Communication
7.73 8.10 7.73 7.81
Physical and
7.20 7.21 7.08 7.08
emotional needs

5.2

national survey tool with new provider. The
new national survey tool was due to be
launched in May 2020, however, this has
been delayed (due to Covid-19 pandemic
response); the first survey will now be
launched in November 2020.
Organisational Acute Inpatient Services are
working on the improvement of the
coordination of care and the discharge
process
Last survey conducted in November 2019 –
awaiting new national survey tool (delayed – due
to commence November 2020)
Refer Annual Plan Status update report for
Primary Health Care

Help to quit smoking – primary

Ref

Performance Measure

Progress

PH04 ≥90% of enrolled patients who smoke and are
seen by a health practitioner in primary care
will be offered advice and help to quit
100%
95%
90%
85%
80%
75%
70%
65%
60%
55%
50%
18/19 18/19 18/19 18/19 19/20 19/20 19/20 19/20
Q1
Q2
Q3
Q4
Q1
Q2
Q3
Q4
Māori
Total

Pacific
Target

Other

Small improvement across all ethnicities to
total 67.3% (n.12,290) of 18,250 current
smokers enrolled.
Projects that were underway for priority
populations were put on hold (e.g.
Community Pharmacy, MidCentral and TOAM
Vape to Quit Project) during COVID-19
period. At the commencement of level one,
late this quarter, practices were supported
by the THINK Hauora SBA/CVRA Facilitator
to call patients who were due/overdue either
of these screening activities. This work has
generated multiple referrals to TOAM
Cessation Service for support with a Matanga
(Quit coach).
THINK Hauora reports on progress towards
key targets are now available to practices;
improved target rates are expected to be
reflected in the following quarters.
A greater number of practices are now
providing text/email, phone consults and
messaging as a result of positive experiences
during the COVID lockdown period. This is
also expected to help improve the rate of
SBA delivery.
MoH Assessment
Q1

N

Q2

N

Q3

N/a

Q4

N
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5.3

Maori enrolment in PHOs

Ref

Performance Measure

Progress

PH03 ≥90% of projected Māori population enrolled
with a Primary Health Organisation
100%
98%
96%
94%
92%
90%
88%
86%
84%
82%
80%
78%
76%
74%

Apr-19

Jul-19
Māori
Total

Oct-19

Jan-20

Apr-20

Jul-20

Non Māori
Target

As at end of the quarter, 80.5% (n.31,164)
of the district’s estimated Māori population
were enrolled with a PHO. Note the
estimated Māori population increased by
1,920 to 38,720 in the 2019 update to
projected population. The updated
projections use the latest subnational
population estimates and updated
methodology to calculate migration. The
combined impact is a large variation in
projected population for some DHBs when
comparing to previous releases, and this is
noticeable for the estimates of MidCentral’s
Māori population – hence the apparent
reduction in rates since April 2020. Over the
last six months, the number of Māori
enrolled in a PHO increased by 431 people.
Of the total Māori enrolled, 95.6% are with
THINK Hauora.
Throughout this quarter, the dedicated
enrolment co-ordinator continued to manage
new enrolment activities, albeit in a limited
capacity and remotely due to lockdown
restrictions and limited direct access into
GPTs and other health care services. The
focus for Q1 2020/21 is on reconnections
and new connections with key services that
intersect with unenrolled Māori and Pasifika
adults and youth. This will include leveraging
off the MMR young adult catch up campaign
to identify unenrolled youth/young adults in
schools, youth training institutions, and local
defence and justice services. Also see
below.
Q1

5.4

N/a

MoH Assessment
Q2
P
Q3
N/a

Q4

P

Quality of ethnicity data collection in PHO and NHI registers

The PHO is presenting National Enrolment System (NES) data back to general practices
each month on its new data warehouse platform “Te Kete Kōrero”. This shows a
population overview by key demographics – including ethnicity and high priority
populations (being Māori, Pasifika, and socioeconomic dep 5). The visibility of this
information has gained the attention of general practices and has generated useful
discussions about the importance of the accuracy of the enrolment data in NES. General
practices have access to NHI-level ethnicity data from NES via the population risk
stratification tool on “Te Kete Kōrero”
THINK Hauora started collecting PMS ethnicity data from general practices during
2019/20. This enables the ability for exception reporting on the recording of ethnicity
data by general practices. For example, exceptions can be found between ethnicities in
NES and the PMS. It also enables exception reporting for patients who have no ethnicity,
or too many patients having a ‘Not stated’ ethnicity.
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THINK Hauora provides a standard enrolment form that practices can use. It includes
ethnicity options that correlate to the HISO 10001:2017 Ethnicity Data Protocols.
THINK Hauora has some health targets for Māori, and this is further encouraging general
practices to ensure this information is correct, to accurately identify the intended
individuals.

6.

Crown Funding Agreement Reporting

Legend:
Ministry of Health Ratings for Crown Funding Agreement Reports
S Satisfactory
1. The report is assessed as up to expectations
2. Information as requested has been submitted in full
B Further work required 1. Although the report has been received, clarification is required
2. Some expectations are not fully met
N Not acceptable
1. There is no report
2. The explanation for no report is not considered valid

6.1

Before School Check (B4SC)

Ref

Expectation

Report Summary

CFA

≥90% of eligible children have a completed
Before School (health) Check before the age of
five. (Target: 2,054 by 30/06/20)

83.6% (n.1718) of the total eligible
population received their B4SC over the
year. Prior to the COVID-19 lockdown
period the B4SC programme was well on
track to achieve the annual target (2,054
children). Services were suspended in
quarter 4 and some of the Nursing team
were re-deployed to CBACs and the ‘1737’
Healthline.
The B4SC Team is developing a B4 School
outreach service for high need whānau. This
has been supported with the DHB purchasing
an audiometer and training has commenced
for one B4 School nurse to complete the
Careerforce Vision and Hearing
training. Plunket has given access to B4
Schools MidCentral to trial the use of a van
that has been set up for use as a clinic.
This will allow the B4SC team to access
whānau in their homes and provide a venue
for more remote areas across the region
where they struggle to get access to clinic
space. This will also allow for a service
delivery option at weekends.
The B4SC team continues to ensure children
who have missed a B4SC due to closedown
are provided with service now. This means
they are seeing some five year olds.
Recruitment to the B4SC team had to be
placed on hold initially due to COVID-19;
now almost fully staffed, with orientations
almost complete.

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%
Qtr1 YTD
Total
High Dep

Qtr2 YTD

Qtr3 YTD
Qtr4 YTD
Others
Cumulative Target (%)

Q1

S

MoH Assessment
Q2
S
Q3 N/a

Q4 S
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6.2
Ref
CFA

6.3
Ref
CFA

Well Child Tamariki Ora (WCTO)
Expectation
Data for enrolments and contacts delivered by
Well Child Tamariki Ora service providers
2018/19
2019/20 Core contacts during
quarter 2019/20
Q1 1,709
2,017
493
Q2 1,700
1,861
454
Q3 1,917
1,919
475
Q4 1,939
1,944
241

Report Summary

Significant reduction in the number of core
contacts undertaken during quarter 4 – half
of the average number of contacts for the
previous quarters – due to COVID-19
restrictions. Withg this excveptio, the WCTO
providers met contracted requirements.
Q1

S

MoH Assessment
Q2
S
Q3 N/a

Q4

S

Sudden Unexpected Death in Infancy (SUDI)
Expectation

Report Summary

At least 386 total safe sleep devices distributed 152 safe sleep devices were distributed in
by 30 June 2019
quarter 4 (lower than anticipated due to

COVID-19 alert level restrictions). An annual
total of 349 devices were distributed to
whānau – 90.4% achievement of target
volume for the year.
Q1

6.4
Ref
CFA

6.5
Ref
CFA

Ref
CFA

Expectation

Ref
CFA

Q4

S

Submit quarterly reporting template of
volumes and waiting times for specified
Disability Support Services purchase units

Q4

S

Report Summary

Q1

S

MoH Assessment
Q2
S
Q3 N/a

Primary Health Care Services – Under 14s access coverage
Expectation
Report quarterly on coverage for access to
Zero Fees for Under Sixes and Zero Fees for
Under Fourteens Urgent Care (after hours)
Services (this includes general practices and
pharmacy services)

Report Summary

THINK Hauora has confirmed that all (100%)
enrolled patients have access within 30
minutes during regular hours and 60 minutes
after hours… - achieving target (95%).
S

MoH Assessment
Q2
S
Q3 N/a

Q4

S

Appoint cancer psychological and social support workers
Expectation

Report six-monthly providing certification
that the DHB has met the service
requirements as set out in clause 3 of the
CFA Variation.

Report Summary

Report template submitted, confirming
requirements met, including funded FTE
positions
Q1

6.7

MoH Assessment
Q2
S
Q3
S

Disability Support Services Funding

Q1

6.6

S

N/a

MoH Assessment
Q2
S
Q3 N/a

Q4

Appoint regional lead cancer psychological and social support initiative
Expectation

Report six-monthly providing certification
that the DHB has met the service
requirements as set out in clause 3 of the
CFA Variation.

Report Summary

Report template submitted, confirming
requirements met, including funded FTE
position.
Q1

N/a

MoH Assessment
Q2
S
Q3 N/a

Q4

S
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PART 2: 2019/20 ANNUAL PLAN STATUS UPDATE REPORTS
2019/20 Annual Plan – Legend for Status report against priority actions
Green = action complete
Orange = completion of action delayed mitigation in place
Red = completion of action delayed mitigation not expected to allow completion in 2019/20



Star is used to identify one action from all the actions in each Planning Priority section to be included on (MOH’s)
performance dashboard for the DHB as the quarter highlight
Abbreviations:
BPWC = Government priority outcome “Make New Zealand the best place in the world to be a child”
ELCV = Government priority outcome “Ensure everyone who is able to is earning, learning, caring or volunteering”
HSCC = Government priority outcome “Support healthier, safer and more connected communities”
LLGH = System outcome “We live longer in good health”
IQOL = System outcome “We have improved quality of life”
HEMO = System outcome “We have health equity for Māori and other groups”

Note 1: No Annual Plan Status Update Reports were prepared by the DHB or required
by the Ministry of Health in quarter three as a result of reduced reporting requirements
due to impacts of Covid-19 (March, April, May) and the consequential delay to the
2020/21 annual planning review and approval process by the Ministry of Health.
Quarter 3 updates have been included with Quarter 4 in the following summaries.
Ministry of Health Assessment (Overall)
Qtr 1 Qtr 2
P
A
P
A
P
A
P
A
P
A

Status Update Reports:
Improving Child Wellbeing
Improving Mental Wellbeing
Improving Wellbeing through Prevention
Strong and Equitable Public Health and Disability Services
Better Outcomes Supported by Primary Health Care

Qtr 3
N/a
N/a
N/a
N/a
N/a

Qtr 4
P
P
P
A
P

Note 2: End Notes are provided and referenced a, b, c etc., where completion of the
milestones for the Annual Plan action due in the quarter were delayed and noted as
“partially achieved”
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Government Planning
Priority

Focus Area Objectives

Status of Actions with Milestones
Due in the Quarter
Qtr 1 Qtr 2 Qtr 3 Qtr 4

Improving Child Wellbeing
1.1 Immunisation
BPWC/LLGH
HSCC/LLGH
ELCV/LLGH

a

Improve timeliness of vaccinations for infants and children
Achieve equity in immunisation coverage rates across
priority groups of infants and children at milestone ages
up to 5 years
Increase access to and uptake of Human Papillomavirus
N/a
Vaccination (HPV) and dTap vaccination

b

1.2 School Based Health Services
Enable Service Users to access a health service associated
BPWC/LLGH/H with their place of learning, to improve health outcomes to
N/a
EMO
reduce health inequalities
Maintain access to youth friendly primary health care
HSCC/LLGH
services
Improve access to appropriate services such as mental
health and alcohol and other drug services, sexual health
services, nutrition, weight management and exercise
ELCV/HEMO
services, and positive youth development programmes

c

1.3 Midwifery Workforce
BPWC/HEMO
ELCV/HEMO
ELCV/HEMO

Support a sustainable midwifery workforce
Increase the number of midwifery students on clinical
N/a
placement and quality of the practicum experience
Sustain appointment of midwives to established positions
employed by the DHB

1.4 First 1,000 Days
Reduce the equity gap between Māori and non Māori
BPWC/HEMO babies who are exclusively or fully breastfeeding
Extend identification of infants with an unhealthy weight
and enable access to appropriate interventions through
BPWC/HEMO standardised referral pathways
Increase the number of Māori women registered with a
Lead Maternity Carer within the first trimester of
BPWC/LLGH
pregnancy
Increase support to first time parents across the district
requiring education, advice and guidance as they
BPWC/LLGH
transition to parenthood following the birth of their baby
1.5
BPWC/LLGH
HSCC/LLGH
HSCC/HEMO
1.6
BPWC/HEMO
BPWC/LLGH
BPWC/LLGH

d

N/a

e 

N/a
N/a
N/a

f

N/a

Family Violence and Sexual Violence

N/a
Reduce the impacts of family harm and sexual violence
Maximise uptake of healthy relationships and consent

programme in secondary schools
Strengthen interagency approach to reducing family harm
N/a
and sexual violence in our communities

g
N/a

h

Sudden Unexpected Death in Infancy

i

Reduce rate of Māori sudden unexpected death in infancy
Reduce exposure to second hand tobacco smoke
Increase access to SUDI prevention activities, education
and parenting support to rangatahi and their whānau

N/a
N/a
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Government
Planning Priority

Focus Area Objectives

Status of Actions with
Milestones Due in the Quarter
Qtr 1 Qtr 2 Qtr 3 Qtr 4

Improving Mental Wellbeing
2.1 He Ara Oranga
Strengthen and refocus primary and community-based
HSCC/LLGH integrated models of care and service
Strengthen current mental health and addictions
ELCV/HEMO workforce capacity and capability
Contribute to sustainability of NGO providers of mental
ELCV/HEMO health and addiction services
HSCC/LLGH
HSCC/LLGH
HSCC/IQOL

N/a

Reduce rate of suicide in our communities
Improve options for early intervention to mental health
N/a
crises
Contribute to the improvement and expansion of Forensic
Mental Health Services for adults and young people

N/a


j

2.2 Population Mental Health
Improve uptake of appropriate treatment and support
services earlier in the course of mental illness and
HSCC/HEMO addiction, with a focus on better access for Māori
Improve the overall physical health outcomes for people
HSCC/LLGH with mental health and addiction conditions
Reduce the rate of Māori under community treatment
ELCV/HEMO orders (s29, Mental Health Act)
Establish staged plan to implement the “Supporting
HSCC/IQOL Parents Healthy Children” (COPMIA) Guidelines

k
l
m
n

2.3 Mental Health & Addiction Improvement Activities
HSCC/IQOL

HSCC/IQOL
HSCC/IQOL

Minimise restrictive care within the inpatient setting
Deliver clinically safe and effective health care in a less
restrictive environment and ensure a better quality of
experience by service users
Improve transitions and engagement from Youth to Adult
(mental health and addictions) services

2.4 Addiction
Improve equity of access to alcohol and drug addiction
services across the district, with an emphasis on targeted
HSCC/HEMO services for target populations
Reduce waiting times for young people referred to NGO
ELCV/LLGH provided AOD services
2.5 Maternal Mental Health
Improve access to local, primary care based antenatal
and postnatal service for women and their families
requiring maternal mental health services, with a focus on
improvements for pregnant Māori women and their
BPWC/HEMO whānau


N/a

o

p
q

r
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Government
Planning Priority

Focus Area Objectives

Status of Actions with Milestones
Due in the Quarter
Qtr 1
Qtr 2
Qtr 3
Qtr 4

Improving Wellbeing through Prevention
3.1 Cross Sector Collaboration
Support Housing NZ client families to access and engage
with health and social services through one point of
ELCV/LLGH contact
Increase the number of whānau living in safe, warm
HSCC/IQOL nurturing homes in Palmerston North
Improve access to early intervention, assessment and
support service, in partnership with the Ministry of
Education, for children with learning and behaviour
ELCV/HEMO difficulties


N/a

s
N/a

3.2 Waste Disposal
HSCC/IQOL Reduce volume of hospital waste going to landfill
Contribute to a safer environment for patients, staff and
HSCC/IQOL visitors
Reduce potential for harm from household storage of
unused medicines by increasing use of available safe
HSCC/IQOL disposal mechanisms



N/a
N/a

N/a

N/a

3.3 Climate Change
Increase environmental sustainability practises across the
N/a
HSCC/IQOL DHB
HSCC/IQOL Contribute to a reduction in Greenhouse Gas Emissions
ELCV/LLGH

Mitigate effects of climate change (heatwaves)

3.4 Drinking Water
Strengthen the focus on preventive measures across the
HSCC/IQOL whole drinking water supply system
HSCC/HEM Improve the quality of water supply to smaller and often
O
isolated communities
3.5 Healthy Food and Drink
Demonstrate leadership in adopting healthy food and
HSCC/IQOL drink practises
HSCC/IQOL Promote and enable wellbeing of communities
Promote environments that support healthy lifestyles,
HSCC/IQOL including healthy eating (food and drink)

N/a

N/a
N/a

N/a
N/a

3.8 Cervical Screening
Increase cervical screening coverage rates for Maori,
ELCV/HEMO Asian and Pacific women to achieve and sustain equity
Strengthen relationships, collaboration and integration
of services across the screening pathway, improving
links with Iwi/Māori providers and other groups that are
ELCV/HEMO well connected with priority women
Sustain culturally responsive cervical screening
HSCC/LLGH capability and clinical standards


N/a
N/a

u
v
w

3.6 Smokefree
Increase spread of smoking advice and pathways for help
to quit smoking through increased participation in the
N/a
BPWC/LLGH Mokopuna Ora initiative
HSCC/HEM Reduce prevalence of smoking, particularly for Māori and
O/LLGH
increase uptake of smoking cessation support services
3.7 Breast Screening
Decrease equity gap in breast screening coverage rate
HSCC/HEMO for Māori and Pacific women
ELCV/HSCC/ Make services more relevant and relatable for priority
HEMO/LLGH women

t

x

y
N/a

z

aa
bb
N/a

cc
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Government
Planning Priority

Focus Area Objectives

Status of Actions with Milestones
Due in the Quarter
Qtr 1 Qtr 2
Qtr 3
Qtr 4

Strong and Equitable Health and Disability Services
4.1 Engagement and obligations as a Treaty partner
Enhance participation and partnership arrangements
for Māori health gain supported by effective
governance, strategic and operational leadership and
BPWC/HEMO service delivery
Lift competency in knowledge and application of
Treaty of Waitangi and cultural responsiveness
through training and development practices across
ELCV/HEMO MDHB

N/a

4.2 Delivery of Whānau Ora
Increase number of whānau who benefit from
participation in the collective impact initiative by June
BPWC/HEMO 2021
Increase engagement of whānau in health service
BPWC/HEMO treatment pathways
Increase access by Māori to screening and early
BPWC/HEMO detection cancer services

N/a
N/a
N/a

4.3 Rural Health
Support access to and sustainability of health services
HSCC/HEMO delivered in rural areas
HSCC/HEMO

Demonstrate improvements in local health services

dd



4.4 Planned Care
Improve delivery of planned care interventions to
meet prioritised population health needs and timely
ELCV/HEMO access
Develop community-based model of care for
ELCV/HEMO musculoskeletal services
Zero patients wait longer than four months for a first
ELCV/HEMO specialist assessment
HSCC/LLGH
Improve Planned Care services across the system
4.5 Acute Demand
Improve interoperability between ACC and ED coded
ELCV/LLGH
data for claims and payments
Minimise avoidable repeat hospital admissions for
people with COPD through triaged follow up and
HSCC/IQOL
intervention
Improve patient flow throughout the hospital,
reducing barriers and delays to assessment,
HSCC/IQOL
treatment and discharge

ee
gg
hh

N/a
N/a



ii

jj

4.6 Care Capacity Demand Management
Better match the capacity to care with patient
HSCC/IQOL
demand
HSCC/IQOL

ff

kk

Improve use of Trendcare tool, data and analytics

4.7 Disability
Increase exposure of staff to ‘disability
ELCV/IQOL
responsiveness’ training opportunities
Improve experience of care for patients living with a
long term visual or hearing impairment and/or
physical or intellectual disability who encounter
ELCV/IQOL
health services

ll
N/a
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Government
Planning Priority

Focus Area Objectives

Status of Actions with Milestones
Due in the Quarter
Qtr 1 Qtr 2
Qtr 3
Qtr 4

4.8 Healthy Ageing
Improve consistency, quality and efficiency of Home
and Community Support Services delivered to eligible
HSCC/IQOL
clients
Increase uptake of integrated falls and fracture liaison
ELCV/LLGH
service across the community
Increase the number of older people aged over 75
presenting to ED who are supported to manage their
HSCC/IQOL
long term conditions
Improve process for the management of PPPR
HSCC/IQOL
applications for eligible older people
4.9 Improving Quality
Reduce inequities in health outcomes for Māori arising
ELCV/LLGH
from the prescription and management of medicines
Improve inpatients’ experience with a specific focus on
HSCC/IQOL
improving coordination of care
Reduce, or at a minimum, prevent increases of, the
current level of antimicrobial resistance within the
HSCC/IQOL
MidCentral DHB region
4.10 Cancer Services
Increase support for women to improve quality of life
ELCV/IQOL
and to live well beyond breast cancer
Minimise breaches of the 62 day FCT waiting times for
ELCV/HEMO
patient or clinical consideration reasons
Provide people who have completed cancer treatment
with services to sustain their quality of life and to live
ELCV/IQOL
well beyond cancer
Improve outcomes for people with bowel cancer and
ELCV/IQOL
quality of bowel cancer care
Collaborate with national and regional partners to
HSCC/LLGH
reduce the incidence and impact of cancer

N/a

mm

nn
N/a
N/a

4.11 Bowel Screening
Establish equitable screening programme for early
ELCV/LLGH
detection of bowel cancer
Facilitate access to and uptake of a culturally
ELCV/LLGH
responsive bowel screening programme
Sustain achievement of the minimum requirements for
ELCV/LLGH
colonoscopy wait times



4.12 Workforce
HSCC/IQOL
HSCC/HEMO
HSCC/IQOL
HSCC/IQOL

Develop DHB workforce capacity and capability
Promote workforce diversity across the DHB’s health
system to better meet the current and future needs of
our population
Support greater health literacy in the organisation and
across communities MidCentral DHB serves
Support a sustainable and equitable approach to
nursing career pathways and ongoing professional
development of Nurse Practitioners

4.13 Data and Digital *
Invest in robust digital services that enable secure
information sharing, clinical and business decisionmaking, and better connected health care across the
ELCV/HEMO
system

N/a

oo
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Government
Planning Priority

Focus Area Objectives

Status of Actions with Milestones
Due in the Quarter
Qtr 1 Qtr 2
Qtr 3
Qtr 4

Better Outcomes Supported by Primary Health Care
5.1 Primary Health Care Integration
ELCV/HEMO
HSCC/IQOL
HSCC/LLGH
ELCV/IQOL
HSCC/HEMO
HSCC/IQOL

Increase enrolment and engagement with primary
health care services by Māori living in our district
Build workforce capacity and capability in primary,
public and community health care settings that reflect
population health needs
Strengthen integrated health service leadership,
planning and delivery
Improve patient health care, health outcomes and
experience of primary care
Provide best possible care for consumers and their
family / whānau of target populations in localities
Connect information and people to grow knowledge
and change service delivery, all while operating within
a safe digital environment

N/a
N/a

N/a

pp

N/a


qq

N/a
N/a

rr

5.2 Pharmacy
HSCC/IQOL
HSCC/IQOL
HSCC/LLGH
ELCV/LLGH

Support national consistency in application of the
integrated community pharmacist services agreement
Increase access to community based primary care
pharmacist services and safer use of medicines
Support local commissioning of services that prioritise
local need and equitable health outcomes
Increase influenza vaccination rates for older people
aged 65 and older, focusing on improving equity for
Māori, Pacific and Asian people

ss

N/a
N/a

N/a

5.3 Diabetes and Other Long Term Conditions
HSCC/HEMO

ELCV/HEMO

HSCC/IQOL
HSCC/IQOL
HSCC/IQOL

Reduce access barriers across the system and potential
for earlier complications
Improve delivery of equitable quality services for
people, living at high risk of or living with diabetes
N/a
through a refreshed system approach
Increase diabetes knowledge and skill within general
practice and IFHC teams to enable improvements in
equitable access to diabetes self management
N/a
education and support services
Improve early risk assessment and risk factor
management efforts for high risk populations
Reduce readmissions and ED attendances for enrolled
patients with COPD and asthma, focusing on improving
equity for Māori

tt
uu vv



ww

Page | 33

102
* Digital Services: Work Programme Update
STRATEGIC
PORTFOLIO

PARENT INITIATIVE

PROJECTS
Access Database Cloud Readiness
Assessment in preparation for O365
deployment

DVT Application Redevelopment

Palliative Care Application
Redevelopment
Welfare Application Redevelopment

Continuing Medical Education Application
Redevelopment
Infrastructure and
IT Services

Digital Workplace

IDL Training Application Redevelopment

RAD Ortho Wait Application

Infrastructure Fitness Assessment (Inc.
ADRAP, O365, VMOne, Megaport)
SAN Cloud Readiness Evaluation

OKTA Pilot (IDAM)
Inspire Broadband Pilot
AD Remediation (ADRAP)
DR Strategy Implementation
Security Strategy Implementation
VLAN 1 Remediation
CHiPS to webPAS Migration
VMOne
IDAM Solution

Hardware Refresh

O365 (Inc. Exchange On Line, Teams,
One Drive)
2018-2019 PC Refresh
2019-2020 PC Refresh
2019-2020 Ad Hoc Demand

Q4 MILESTONE

STATUS

Assessments complete. Remedial
actions 70% complete. Remedial
actions are the subject of an
independent project begun in the FY
19-20 period and will extend until the
end on the FY 20-21 period
On Hold pending O365 deployment
planning – Work complete awaiting
deployment – carried over to the FY
20-21 period
On Hold pending O365 deployment
planning – Work complete awaiting
deployment – carried over to the FY
20-21 period
On Hold pending O365 deployment
planning – Work complete awaiting
deployment – carried over to the 2021 period
On Hold pending O365 deployment
planning – Work complete awaiting
deployment – carried over to the FY
20-21 period
On Hold pending O365 deployment
planning – Work complete awaiting
deployment – carried over to the FY
20-21 period
On Hold pending O365 deployment
planning – Work complete awaiting
deployment – carried over to the FY
20-21 period
Complete – This project has spawned
three subsequent projects – AD
remediation, AD Sync and AD
Domain Controller Replacement
Complete – This project has
developed in for 4 subsequent
projects – Cloud Operationalisation,
SAN Rebuild, Backup and DR to the
Cloud, and Firewall Replacement
Leadership decided not to progress –
Complete
Leadership decided to progress –
deployment successful and
operationalized
Carried over – Projected completion
Q1 FY 20-21
Carried over – Projected completion
Q1 FY 20-21
Carried over – Projected completion
Q2 FY 20-21
Carried over – Projected completion
Q1 FY 20-21
On Hold – Pending a decision on
WebPASaaS – Carried over to the FY
20-21
On Hold – Pending a decision on the
future desktop for MDHB – Carried
over to the FY 20-21
On Hold (Multi-Factor Authentication
complete) – solution is pending –
Carried over to the FY 20-21
In progress – Carried over –
Expected completion Q4 FY 20-21
Complete
Complete
Complete
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ServiceNow

ServiceNow (ITMS)

Telephony

Primary Rate to SIP Trunk Upgrade +
Caller ID
PBX Removal

eReferrals

eReferrals

CPOE

CPOE

District Nursing Form
Automation

District Nursing Form Automation

Carried over to FY 20-21. Cost to
undertake the work is prohibitive.
Alternative solution being sourced
In progress – Carried over – Funding
models being addressed in
conjunction with WebPAS aaS
On hold – Carried over – Pending a
business case and prioritization
On hold - Carried over – Pending a
business case and prioritization
In progress – Carried over to FY 2021 – solutions currently being
assessed
In progress – Carried over to FY 2021 – solutions being assessed
Complete

Integration Platform for
eReferrals

IPaaS Strategy Design

Complete
Complete

ZOOM

Rhapsody as a Service Managed Service
Design
Zoom Room Deployment

Miya 2

Phase 2, 3 and 4

Relocations

Health on Main Relocation

Phase 1 complete. Phase 2 in
progress – Due for completion Q2 FY
20-21
Phases 2 and 3 complete – Phase 4
In progress - Carried over – Due for
completion Q1 FY 20-21
Complete

SupportLinks Relocation

Complete

Paging 1a (Emergency Response
Mitigation AtHoc)
Paging 1b (Tallen Paging as a Service)

Complete

Care Logistics
Rescoping and
Production
Access Database
Decommission

Care Logistics Re-scoping and
Production
Prodgeny
TDOCS

Consumer,
Families and
Whanau

Paging

Data and
Analytics

Business and
Workflow
Management

Phase 1 Complete – Phase 2 and 3
to begin Q1 FY 20-21
Complete

FAX Decommission
Project
Regional

Fax Decommissioning Project (MoH and
ACC Directive June 2019)
webPAS 10.14
Clinical Portal 2019
RRIS
webPAS as a Service

Data Visualiation

SystemView by Healthcare Logic

Human Resources

Recruitment System
Rostering System
Digital Leave Forms

Risk Management

Riskman Replacement

Communications

Sharepoint Online Migration

In progress – Carried over – Due for
completion Q1 FY 20-21
In progress – Carried over – Due for
completion Q2 FY 20-21
Complete
Complete
Complete
Detailed design underway detailed
business case Q1 FY 20-21
In progress – Carried over – Due for
completion Q1 FY 20-21
Pending RFP – Carried over
Pending RFP – Carried over
In progress - Carried over – Due for
completion Q2 FY 20-21
In progress – solutions being
assessed - Carried over
Pilot in progress – Carried over – Due
for completion Q4 FY 20-21
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Abbreviations
ABC-D
ACC
ACS
ALOS
ANZACS-QI
ASH
B4SC
CAFS
Cath/PCI
CCP
CDS
Central TAS
CFA
CNS
COPD
CPAC
CPHO
CT
CTO
CVD
CVDRA
CWDs
DAMHS
DHB(s)
DMFT
DRGs
DSS
ECP
ED
ENT
ESPIs
ETT
FCT
FSA
FTE
GP
GPT(s)
HCH
HCSS
HOC
HoP
HPV
HSC
IBT
IFHC(s)
interRAI
IT
LMCs
LTC
LVEF
MAPU
MDHB
MHA
MHAS
MoE
MoH
MRI

Ask, Brief advice/intervention, Cessation support, Document
Accident Compensation Corporation
Acute Coronary Syndrome
Average Length of Stay
All New Zealand Acute Coronary Syndrome Quality Improvement (registry)
Ambulatory Sensitive Hospitalisations
Before School (health) Check
Child, Adolescent and Family (Mental Health) Service
Catheterisation and Percutaneous Coronary Intervention
Collaborative Clinical Pathway
Child Development Service
Central Technical Advisory Service (Limited)
Crown Funding Agreement
Clinical Nurse Specialist
Chronic Obstructive Pulmonary Disease
Clinical Priority Access Criteria
Central Primary Health Organisation (THINK Hauora)
Computerised Tomography
Community Treatment Order (Mental Health Act)
Cardiovascular Disease
Cardiovascular Disease Risk Assessment
Case Weighted Discharges
Director of Area Mental Health Services
District Health Board(s)
Decayed, Missing and Filled Teeth
Diagnostic Related Groups
Disability Support Services
Emergency Contraceptive Pill
Emergency Department
Ear, Nose and Throat
Elective Services Patient Flow Indicators
Exercise Tolerance Test
Faster Cancer Treatment
First Specialist Assessment
Full Time Equivalent
General Practitioner
General Practice Team(s)
Health Care Home
Home and Community Support Services
Hospital Operations Centre
Health of Older People
Human Papillomavirus Vaccine
High Suspicion of Cancer
In Between Travel
Integrated Family Health Centre(s)
International Resident Assessment Instrument
Information Technology
Lead Maternity Carers
Long Term Condition(s)
Left Ventricular Ejection Fraction
Medical Assessment and Planning Unit
MidCentral District Health Board
Mental Health Act
Mental Health and Addictions Service
Ministry of Education
Ministry of Health
Magnetic Resonance Imaging
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MSD
NBRS
NCS
NES
NGO(s)
NHI
NIR
NMDS
NNPAC
NRT
OPAL
PES
PHC
PHO(s)
PMS
PNCC
POAC
PRIMHD
RFI
RFP
RHIP
RMO
RRIS
RSP
SBA
SBHS
SCR
SIR
SLM(s)
SMO
SSIED
SUDI
TOAM
WCTO
WebPAS

Ministry of Social Development
National Booking and Reporting System
National Collections System
National Enrolment Service
Non Government Organisation(s)
National Health Index
National Immunisation Register
National Minimum Data Set
National Non Admitted Patient Collection
Nicotine Replacement Therapy
Older People’s Acute Assessment and Liaison (unit)
Patient Experience Survey
Primary Health Care
Primary Health Organisation(s)
Patient Management System
Palmerston North City Council
Primary Options for Acute Care
Programme for the Integration of Mental Health Data
Request for Information
Request for Proposal
Regional Health Informatics Programme
Resident Medical Officer
Regional Radiology Information System
Regional Services Plan
Smoking Brief Advice
School Based Health Service
Stroke Clot Retrieval
Standardised Intervention Rate
System Level Measure(s)
Specialist Medical Officer
Shorter Stays in Emergency Departments
Sudden Unexpected Death in Infancy
Te Ohu Auahi Mutunga (Smoking cessation service)
Well Child Tamariki Ora
Web-based Patient Administration System
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End Notes to Annual Plan Status Updates
a

Immunisation coverage / Outreach Immunisation Service: Letters from the Medical Officer of Health
with specific immunisation information was sent out to each GPT/IFHC. OIS was not operational
during COVID-19 levels 3 and 4, which has impacted on coverage rates for Q4.

b

Equity in coverage – priority groups: Prioritisation of the overdue population and working directly
with GPTs/IFHs to engage with families who are not attending scheduled immunisation
appointments.

c

School based health services – pathways: Not progressed over the latter part of the year due to
deployment of public health nursing resources for the pandemic COVID-19 response. One school has
noted that since the return to school, there has been an increase in appointments for mental health
concerns especially in the under 14 year olds. 11% (n.48) of 432 SBHS interventions between
January and June were for mental health concerns.

d

Midwifery workforce: shift coordinator role: Shift coordination training was completed for all
midwives in July 2019. Shift coordinator role yet to be established.

e

Breastfeeding – women’s health links: Awaiting MDHB website development project to progress.
Annual stocktake – ‘mama aroha’: Behind scheduled date (end of Qtr 3) – is yet to be commenced.

f

LMC registration within first trimester: Delay to project to enable one distribution of two key pieces
of information. GPT will be provided with update information posters and leaflets alongside
information regarding low LMC availability for particular periods of the 2020/21 year and the
appropriate systems and resources to support this. 80.5% of women who birthed between January
to June 2020 had registered with an LMC by 10 weeks gestation.

g

Family harm and sexual violence – IFHC/GPT training: This work will continue through the
Community Child Health Team as the VIP coordinator is focusing on internal hospital work. This
change has been supported by the National VIP coordinator

h

Family harm and sexual violence – interagency approach: Interagency Group established which has
resulted in Oranga Tamariki having direct Iwi social workers as a part of the teams in both
Horowhenua and Manawatu service sites. Oranga Tamariki and NGO social providers have an
interagency intake assessment meeting with presenting cases for earlier intervention. Action plan
completion delayed due to COVID 19 but actions and initiatives continue.

i

Sudden Unexpected Death in Infancy: - evaluation of wananga: Due end March 2020 - is still in
progress; delayed due to COVID-19.

j

Early intervention to mental health crises – home-based treatment approach pilot: Did not proceed
mainly due to funding limitations. Despite this the Community team and the ward have been
working to improve support on discharge for whanau. In the last five months of the year this has
seen an improvement in the 28 day readmission rate drop from 21% to 12%.

k

Multi-function facility (sub acute) and non-medical detox service: Business case development and
approval process delayed due to COVID-19. Revised date is December 2020

l

Annual health /wellness checks for enrolled people with mental illness: The PHO data migration
project has meant that data is not available at this time. While there is no quantitative information
in relation to this at this time, all persons who present to the General Practice Team either through
the Shared Care Programme or generically in contact with their practitioner have a routine wellness
check as part of their appointment

m

Mental Health Act Community Treatment Orders - subsidised prescriptions: Pre COVID-19 a review
audit was scheduled to take place of some specific pharmacies. This is about to start again shortly.
A subsidised prescription scheme is on hold until the audit is completed.

n

Mental Health Act Community Treatment Orders - WebPAS and PRIMHD data integrity: Moving away
from the Mental Health Act Track database in favour of WebPAS. As WebPAS does not have the
facility to store DAO activities and Responsible Clinician authorisation and leave data, separate
databases have been created for that purpose. 31 August 2020 has been set for data migration to
the new databases. Some outstanding issues with WebPAS that require resolution for the effective
management of clients under the Mental Health Act (such as notifications, calculation of review
dates, specific MHA fields and codes). As yet, there are no solutions to the review date and missing
CP (MIP) code issues.
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o

Transition / discharge planning – inpatient services: Process, data collections and results improving.
Work on the project continues; a range of new documents has been designed and are being tested.
There has been some disruption due to COVID-19, specifically results for the community teams

p

Revised / redesigned AOD service model: Project completed. Not all recommendations
implemented due to advice re MoH national model of care being developed. This has not yet been
released.

q

Waiting times – NGO AOD services: Milestone dates not met. Project work deferred – on Unison
(multi-agency) work plan for 2020.

r

Maternal mental health: Behind scheduled dates. Draft service model on the future of maternal
health services is currently under development. The approach recommends that maternal mental
health services transition to Healthy Women and Children directorate to provide an integrated model
of care inclusive of both physical and mental health. The implementation of the model (subject to
agreement) is anticipated in the first quarter of the 2021 year

s

Intersectoral approach - children with learning and behaviour difficulties: This project has changed
direction due to the Ministry of Health Child Development Service Innovation project. MidCentral
DHB was successful in the RFP process and now have a project underway looking at single point of
access for all referrals for children with disability and learning & behaviour issues. This project
potentially will start with hospital services but move to include education as it evolves. All sectors
will be included in the multi-disciplinary approach to the management of the referrals

t

Climate change – ‘health heat plans’: Behind schedule, and subsequent work on this was halted by
the COVID-19 pandemic response requirements. It has been rolled over to the 2020/21 programme.

u

Healthy food and drink practices – leadership: Behind scheduled date (January 2020). MDHB food
and drink policy yet to be updated to include latest National Food and Drink policy amendments.

v

Healthy food and drink – wellbeing of communities: Policy development due with one local authority
by June 2020 – has been delayed due to impacts of COVID-19.

w

Healthy food and drink – contracts and policy adoption by education facilities: Deferred - awaiting
adoption of the national food and drink policy before including clause with contracted providers. The
survey (of early learning centres and schools) has not been repeated during this reporting period
due to COVID-related closures / disruption. It will be completed prior to the end of the current
school year (Dec 2020). Given the number of educational facilities, it will be focusing on schools
from deciles 1-4 and those with a Māori or Pasifika roll >35%, and on EECs in high-dep areas. The
mahi continues as part of our Healthy Active Learning programme.

x

Smoking prevalence – Māori: Impact of COVID-19 on programme outcomes. Current programme for
Smoking Brief Advice (SBA) now continues and each point of potential intervention has undergone
selected review / redevelopment. Referrals are being actively promoted and are being received from
GPTs/IFHCs, Hospital, LMCs, Pharmacies, PNCC, YMCA and Teen Parent Units

y

Breast screening coverage – equity gap: Behind scheduled dates. Pro-equity and wellness
programme endorsed by Manawhenua Hauora. The plan has been shared with BSCC staff and
implementation has begun. Coverage for Māori women remains lower than for non Māori. Due to
COVID-19, the incentivisation pilot to reduce DNAs on the Mobile in Horowhenua and Ōtaki is still
underway.

z

Breast screening programme – health promotion / Māori and Pasifika champions: Behind milestone
dates for completion. Wahine have been identified across the rohe for Māori and Pasifika focused
billboards. We are also working on a banner that will be created in collaboration with bowel and
cervical screening, again with a Māori and Pasifika focus

aa

Cervical screening coverage: COVID-19 delayed screening over quarters 3 and 4. Some work
undertaken with the PHO to identify and support GPTs with coverage rates.

bb

Cervical screening – collaboration and integration: Although most projects were delayed during
COVID-19, messages to priority populations continued when able. One area for consideration will
be around taking the service/s to the communities

cc

Cervical screening – culturally responsive capability: Training programme on hold due to COVID19; will be reactivated in quarter 1, 2020/21.

dd

Tararua health and disability services review project: Progress delayed due to COVID-19 impacts.
Initial discussions with key stakeholders held; potential options for diverting current funding to
better meet needs of the community, particularly Māori in the Tararua district. Project to be
resumed in quarter 1, 2020/21.
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ee

Planned care delivery and capacity: Delivery of volumes significantly impacted by suspensions or
deferral of services; returning to higher volume and catch up from June. Revised outsourcing and
outplacing arrangements in place as part of Waiting List Management Improvement Plan.

ff

Theatre capacity: Delayed timeframe to effecting additional theatre capacity. SPIRE project
approved by Board and progressed to the national Capital Investment Committee.

gg

Community based model of care for musculoskeletal services: Behind milestone dates. New model
for lower back pain commenced in January 2020, however suspended during COVID-19 period. Pilot
to be extended to December 2020. Community referrals being received.

hh

Streamlining referral management and triaging processes: progress being made in the recovery of
ESPI2 performance prior and following the COVID-19 response period. Monitoring measures are in
place to achieve and maintain compliance. Overall, an improvement as at end June position (6.5%
waiting greater than 4 months) compared to previous year (7.3%).

ii

Allied health shared care plan: The IFHC initially selected as a pilot site for this was unable to
complete the trial due to competing priorities. The THINK Hauora Clinical Services Teams moved to
the Indici PMS platform this quarter, and will now act as the pilot site for user acceptability testing
of the care plan. Expected that this testing will commence by end of Q1. District Nursing access to
Indici has not progressed, awaiting confirmation of platform from Digital Services.

jj

Patient flow – “Timely Care” programme: Acute bed days per capita reducing, but inpatient lengths
of stay and shorter stays in ED not significantly improved. Improvement activities focusing on: red
to green status meetings, complex patient framework, bed booking process, holding orders and
delayed discharges/long stay patients.

kk

Care Capacity Demand Management: There were four Variance Response Management (VRM)
protocols to be developed and in place by June 2020. There are four standing working groups to
ensure implementation. There has been some delay to this work due to COVID-19 response period.

ll

Disability / impairment data collection: Opportunity to be raised to have a new field added –
discussed with regional WebPAS service provider and vendor. Systems’ instability issues took
precedence; potential to move to cloud-based version of product may mitigate future core
infrastructure issues. However, this has now pushed back consideration of data collection in core
system to quarter 3 2020/21.

mm

Self-management programme – Breast cancer: Behind milestone dates but now implemented,
although some reduction in referrals due to suspension of screening during COVID 19 response.
Evaluation framework designed – the evaluation is now scheduled for end of 2020 once number of
participants increases. Anecdotally, the service has been well received by women and clinical staff.

nn

Radiation therapist role extension: Project reshaped, therefore delayed. Now within the regional
outreach Linac programme, which includes a focus on Radiation Therapist and role extension. The
Cancer Society programme has also been delayed due to COVID-19 but now recommenced and is
aiming to have a programme operational by year-end.

oo

Data and digital programme: Delays and deferrals due to COVID-19 impacts with diversion of
resourcing to support sector response. Of the 50 items on the programme 21 (42%) have been
completed.

pp

Development of primary, public and community health workforce plan: Not progressed and delayed
with COVID-19 response. THINK Hauroa working with Te Uru Kiriora on a general practice
workforce plan. Wider plan not commenced yet

qq

Locality based teams – prototype: Progress impacted by the COVID response this quarter. Some
alignment has occurred – further work on locality-based teams is built into Te Uru Kiriora and THINK
Hauora work programme for 2020/21.

rr

District Nursing connected to Shared Care Platform: District Nursing access to Indici has not
progressed, as waiting on MDHB Digital Services to confirm platform

ss

Pharmacy – national review process (ICPSA schedules): The National Review Process has not yet
reported an agreed national process

tt

Diabetes Annual Reviews: Restricted during the first 8 weeks of the quarter, due to reduced access
to labs for HbA1c testing and limited in-person consults for routine screening activities. The LTC
Management Programme, in its current format, will be reviewed in the coming financial year. A
focus will be on the use of group self-management resources for population groups with diabetes,
such as MyHealth Myself, Shared Medical Appointments, group training sessions and the
development of health coaches/lay mentors.
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uu

High risk populations – LTC management: Delayed during this quarter due to re-prioritisation of the
Risk Stratification report during the COVID response. This report is planned for implementation by
end Q1

vv

Best practice – CVDRA – Māori: There was no reporting on the completion of Action Plans from
general practice PMSs this quarter, due to reprioritisation of other reporting requirements for the
COVID response. Follow-up monitoring of usage and feedback for improvements on new risk
stratification reporting tool is taking place during Q1. Staff training will be included for practices to
use stratification to ensure target populations are prioritised for funded programmes and specialist
interventions

ww

Readmissions and ED presentations – respiratory conditions: ED-COPD Out Programme commenced
in February 2020. This was put on hold throughout Q4 due to the COVID response and reinstated in
early July. There was limited targeted activity this quarter due to the deployment of LTC nursing
staff to designated testing sites and other COVID related activity. Existing and new patients to the
LTC programme were followed up with phone consults throughout the COVID lockdown period and
referred to community support services as required. Although on hold this quarter, the ED-COPD
Out Programme ensures a handover of identified high risk patients with their general practice team
for follow up and long-term management in a timely manner to prevent re-admission. 18% (n.19)
of the 103 discharges by Māori in the 12 months ending March 2020 had readmissions for COPD
(20% readmissions for Other ethnicity group). ASH rates for Māori aged 45 – 64 yrs with COPD
continue to increase (additional 12 hospitalisations – some of which are repeat), but ASH rate for
asthma reduced (5 fewer hospitalisations) over the 12 months.
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Organisational Development Plan – six-monthly update

RECOMMENDATION
It is recommended that the Board:


note the six-monthly workforce update against activities within the District
Health Board’s Plan He Kura te Tāngata A plan for our people.



endorse the next steps as the District Health Board implements initiatives
identified within the plan.

Strategic Alignment
This report aligns to MidCentral District Health Board’s (MDHB’s) Strategy, and
specifically to ‘people’ as one of the five key enablers to support the achievement
of the District Health Board’s (DHB’s) strategic imperatives.
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1.

PURPOSE

To update the Board on progress made against the activities identified in Year One
of the DHB’s People Plan, He Kura te Tāngata A plan for our people.
2.

BACKGROUND AND STRATEGIC LINKAGE

The DHB’s Strategy has identified four strategic imperatives to support the
organisational strategy and achieve improvements in the health and wellbeing of
people across our communities. These are:
1.
2.
3.
4.

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

Our Enablers
Five key enablers support our collective work programmes. These are:
1.
2.
3.
4.
5.

Innovation
People
Partners
Stewardship
Information.

The DHB’s People Plan, He Kura te Tāngata A plan for our people sets the vision of
creating a happy, healthy and high-performing workforce, and identified activities
to be undertaken over five years (from July 2019 to June 2023). A report of
progress against initiatives identified within the plan is provided to the Board in
accordance with the work programme.
3.

SUMMARY

He Kura te Tāngata A plan for our people focuses on:






Our
Our
Our
Our
Our

Commitment to Te Tiriti o Waitangi – Kia ū ki te tika
Culture – Kia ū ki te pai
Capability – Kia toi te mana
Ways of Working – Kia pono te mahi
Environment – Kia tau te mauri.

This update provides information around the activities undertaken from January to
August 2020. Significant progress has been made across various activities
identified for Year One of the revised plan, and most activities are on schedule.
The recently concluded staff engagement survey reinforces the initiatives
implemented in response to the 2018 survey. The areas of focus identified across
both surveys remain similar and in particular centre on visibility of senior
leadership and value recognition. Of particular comfort is that favourability scores
across all indices show significant increases. The survey results identify two new
key areas which the DHB needs to focus on, while continuing to develop the culture
which it desires. These focus areas are ‘Employee Wellbeing’ and ‘Enhancing
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Consistent Leadership Practices’. Activities planned over the next few months will
address these areas and result in improvement across those measures.
The summary below highlights the progress made and the challenges experienced
over the reported period. While most activities identified within the plan have
either been completed or are well advanced, some areas were significantly delayed.
Most delays were due to resources being reprioritised to manage the DHB’s
response to support the COVID-19 pandemic. This reprioritisation resulted in some
activities being delayed or not progressing at the desired pace. It is anticipated
that these activities will be worked on at pace over the next few months.
3.1

Progress Made



There has been increased involvement of the Pae Ora Paiaka Whaiora team to
support integration and enhancement of the DHB’s commitment to Te Tiriti o
Waitangi.
Training in Te Tiriti o Waitangi continues and is well subscribed. The Executive
Leadership Team is undertaking a course on Te Reo Māori delivered through
Massey University. Increased effort is underway to enhance levels of cultural
responsiveness by way of building tangible measures within various
employment processes (job descriptions, recruitment, performance
assessments etc).
Initiatives to increase visibility of senior leaders is a notable success and has
been favourably recognised within the survey results.
Investment in leadership development at the executive level was undertaken
through delivery of focused workshops. This focus will now shift to supporting
the leadership of tier three roles.
Greater collaboration across clusters and enablers with community groups
continues.






3.2

Challenges/Opportunities



Progress against some key activities related to automating business processes
have not progressed at the required pace. This activity should pick up over
the next reporting period with the delivery of some tangible benefits
(automatic leave capture, electronic recruitment etc).
A programme to reward and recognise staff is being finalised and is planned
for delivery over the next few months.
A strategy to prevent psychosocial harm is currently under development and
will be provided to the Board once it has been consulted on with staff and
unions. The delivery of this strategy will provide greater emphasis to staff
wellbeing and welfare.




3.3

Next Steps

The purpose of the Organisational Development Plan is to ensure that MDHB
continues to have a healthy, happy and high-performing workforce. The staff
survey reinforced the fact that the initiatives being delivered are enhancing the
culture of the DHB, moving it in the desired direction.
The next six months will see enhanced engagement through the development and
delivery of the following key activities:


Refreshing the organisational health, safety and wellbeing strategy.
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4.

Refreshing the health and safety engagement framework.
Developing meaningful engagement action plans based on the staff survey
reports by cluster/enabler and teams (where possible).
Introducing values based processes in recruitment, performance assessment
etc.
DETAILED UPDATE (JANUARY TO AUGUST 2020)

A report providing detailed progress against activities identified for Year One of the
plan is provided as Appendix A.
To make it visually simple to follow the progress, a ‘traffic light’ methodology has
been provided below against each action.
1.
2.
3.
5.

Indicates that actions are ongoing or have been completed
Indicates that actions are delayed or have recently commenced
Indicates that this activity has not commenced.
CONCLUSION

This report provides an update on the activities that have been undertaken over
the period from January to August 2020, as identified within the DHB’s
Organisational Development Plan, He Kura te Tāngata A plan for our people
effective 2019 to 2023.
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Appendix A
He Kura te Tāngata A plan for our people
A Positive and Productive Working Environment, Driven By a Values-based, Patient-centred Culture.

Our Commitment to Te Tiriti o Waitangi – o Waitangi Kia ū ki te tika
Inspire our people towards enhanced cultural responsiveness

Our systems and
practices ensure that
Māori needs are met.

A pro-equity
approach is applied
to Māori workforce.

Activities for
2019/20
Include cultural
competencies into the
performance
management
framework.

Compile an action plan,
which ensures that
karakia, waiata,
whakawhanaungatanga,
pōwhiri, and Te Reo
Māori are embedded
into our daily practices.
Report on the current
profile of our ethnic
make-up.

Status

Actions/Initiatives
Completed. The Organisational Leadership Team’s (OLT)
performance management framework includes objectives related to
cultural competencies.
Position descriptions across nursing and allied health staff,
developed with assistance of the Pae Ora Paiaka Whaiora team,
have cultural competency requirements embedded within them.
The Chief Executive’s (CEO’s) performance measures include equity
outcomes for Māori as approved by the Board.
Completed. Key cards have been developed and produced with the
organisational karakia and waiata. These are provided to staff
following successful completion of the Cultural Responsiveness in
practice training. Powhiri Whakatau and karakia have been adopted
across the organisation for many areas eg. ED and Maternity with
the guidance of the Tikanga Cultural Competency Facilitators and
Pae Ora Paiaka Whaiora.
Ongoing. Six-monthly workforce reports are provided to the Board.
These reports identify Māori representation across various
professional groups. The Human Resources (HR) team will continue
to work with the workforce development officer of Pae Ora Paiaka
Whaiora team to increase Māori representation in the workforce.
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We drive and
measure the
progress of Māori
health gains.

Compile an
implementation plan to
drive Kaimahi Ora.
Identify metrics to track
cultural responsiveness.

Completed. An action Plan has been developed by the Pae Ora
Paiaka Whaiora team and is monitored via Māori Workforce
Manager and Operations Executive Pae Ora.
Ongoing. This is linked to the review of role descriptions and
embedding cultural competency requirements within the
performance appraisal process as outlined above. In addition, there
has also been significant work from Pae Ora Paiaka Whaiora in
partnership with the Enterprise Programme Management Office
(EPMO) with Ngā Pou o te Oranga – fundamentals of care to ensure
that there are a suite of cultural measures included as part of the
twice yearly audit of clinical service delivery sites.
Between July 2019 and 31 August 2020, 301 staff completed the Te
Tiriti o Waitangi course.

Our employment
processes value
mātauranga and are
inclusive of tikanga
Māori.
Our employees
demonstrate cultural
confidence.

Apply tikanga Māori into
attraction strategies
and recruitment
practices.
Enhance cultural
competence
components in
orientation and
induction programmes.
Deliver cultural
competence
programmes.

The recently concluded staff engagement survey reported increased
levels of cultural awareness across the organisation.
A recruitment and retention council has been established (within
nursing) with Pae Ora representation. MDHB is reviewing its
advertisements to ensure that it is explicit in its commitment to
recruit more Māori in line with the Te Tumu Whakarai framework
agreement.
Completed and ongoing – New Staff Powhiri and active participation
in New Staff Day by Pae Ora and Te Whare Rapuora as part of the
orientation for kaimahi continues. Te Tiriti o Waitangi training
continues and this is well subscribed.
Ongoing. The DHB continues to deliver various cultural competency
programmes to support and increase levels of cultural competency
in our staff. These have been hugely successful as they are tailored
to the health sector requirements and are fully booked months in
advance.
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Our Culture – Kia ū ki te pai
Support a healthy and productive workplace culture that enables excellence
Activities for 2019/20
Our values guide
everything we do.

Review Code of Conduct
and align with our values
framework.
Deliver a visually
inspiring values
framework.

We participate in
constructive working
relationships.

Define standards of
behaviour and conduct.
Approve protocols to
respond to inappropriate
behaviour and conduct.

Roll-out Promoting
Professional
Accountability
programme.

Status

Actions/Initiatives
Delayed. Code of Conduct has been reviewed. An initial draft has
been circulated to unions for feedback. Following this, the Code will
be circulated widely for feedback which will be considered prior to
finalisation. This review is expected to be completed by December
2020.
Delayed. This project was delayed to build-in the findings from the
staff engagement survey (especially the values section). The intent
is to align this piece of work with the engagement action planning
process, which is expected to be completed by cluster/enabler/
teams, by the end of December 2020.
Completed. Expected standards of behaviour and conduct have
been developed and are being included in the revised Code of
Conduct document.
Completed. Policies, processes and protocols to address poor
behaviour exist within the DHB and have been recently revised.
Managers, team leaders and staff are supported by HR Business
Partners in managing inappropriate behaviour and conduct. In
addition, the Speaking Up for Safety and Promoting Professional
Accountability programmes are in place and active.
Completed. The DHB has been implementing the Speaking Up for
Safety programme since June 2018. All new staff receive this
training as part of the New Staff Day training package. A
confidential reporting pathway to support the Promoting
Professional Accountability programme has been operating since
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Develop an Employee
Relations Strategy.

Success is
recognised, shared
and acknowledged.

Distributed
leadership and
collaborative teams
facilitate
transformation.
Our internal
communications
embed language
which aligns to our
culture.

Set up an Awards and
Recognition Committee.

Develop remuneration
policy and strategy for
staff on Individual
Employment Agreements
(IEA).
Develop a systematic
approach to identify team
structures across the
organisation, which is fitfor-purpose within each
cluster or enabler group.
Develop and deliver the
communications strategy.

July 2019. This pathway allows staff who have completed training,
to report an unsafe incident confidentially. The incident is ‘triaged’
and managed in accordance with the framework provided within the
programme.
Completed. MDHB has aligned its employment relations framework
to the national strategy which was developed following extensive
consultation, in late 2019. In addition, the DHB has engagement
forums to connect with all unions that have representation within
the DHB.
Completed. An Awards and Recognition Committee has been set
up. The General Manager, Quality & Innovation chairs the
committee. Members of the committee are currently considering
various awards and rewards that should be included across all
professional groups going forward. A paper to this effect is being
prepared for endorsement by the Board.
Completed. The Remuneration Policy was approved by the Board in
November 2019. The IEA remuneration strategy was approved by
the Board (via the Remuneration Committee) in August 2020.
Ongoing. Reviews continue across various clusters and enablers
which are supported by the relevant HR Business Partner. Often
these reviews result in a changed structure which is implemented in
accordance with legislative framework and expectations of the
relevant collective employment agreements.
Ongoing. A communications strategy is in place and is delivered on
an ongoing basis.
In addition to supporting the business with its needs, the following
key actions were undertaken by the communications team as part
of the strategy:
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Established strong connections with local media (Horowhenua
and Tararua regions)
 Regular meetings with Communications leads throughout the
region including Universal Collage of Learning, Massey
University, Horizons Regional Council, Manawatu District Council,
Central Economic Development Agency and Horowhenua District
Council
 Strengthened relationships with local media including the
Manawatu Standard and Manawatu Guardian, More FM and The
Breeze.
 Increased use of social media
 Increased support to clusters to support locality plans.
Ongoing. The Consumer Council is involved in the development of
communication initiatives. Some of these projects include:

Include consumer voice in
our communication
initiatives.






the proposed MDHB website project
preventing occupational violence strategy
patient letters
Mahi Tahi.

The Communications team have recently completed filming of
consumer patient stories and will be working closely with the
Consumer Experience Team on more initiatives.

Our Capability – Kia toi te mana
Empower an increased capability of our people
Activities for 2019/20
Leadership
excellence inspires
our people.

Integrate and socialise
the Leadership Success
Profile (LSP) as a

Status

Actions/Initiatives
Completed. The LSP has been adopted as a consistent guide in our
OLT development programme.
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framework for our
leadership programmes.

Any new leadership development programmes are aligned with the
framework.

Implement OLT
Development Programme.

All existing leadership programmes have been reviewed to ensure
that they ensure alignment with the framework.
Completed. A series of leadership development workshops were
delivered by Winsborough Limited to members of the OLT over a
12-month period. The programme concluded in August 2020. The
CEO and all members of the OLT attended.

Implement 360 Degree
Feedback processes at
CEO and OLT level.

Implement an action plan
to enhance senior
leadership visibility.

Design culturally
responsive and LSP driven
recruitment processes at
an executive leadership
level.

An abridged programme has been delivered to OLT members who
have recently joined the team (General Manager (GM) Enable New
Zealand, Chief Medical Officer and GM Māori).
Completed. CEO and all OLT members (except those who joined
after January 2020) have undertaken the 360o feedback process.
Feedback has been provided to them by the service providers
directly. All OLT members have personal development plans linked
to this, embedded within their performance agreements. Newly
joined executive members will take the 360o feedback process after
they have completed at least 18 months in their role.
Ongoing. All senior leaders participate in regular quality and safety
walk-rounds. The staff forum has been reinstated. These forums
are video-recorded and are available for those staff unable to
attend the face-to-face session.
Informal walk-rounds by CEO and senior managers occur regularly,
and more specifically following adverse events.
Ongoing. The Organisational Development Business Partner is
trained in the use of the LSP framework. The framework and
guidelines are being used to inform position descriptions and
interview guides for executive leaders.
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Career development
enables our people to
develop and grow.

Review leadership
development programmes
to ensure they are fit for
purpose.

Ongoing. Mapping of all existing leadership development
programmes has been completed. A pathway for leadership
development from aspiring leadership, up to executive leadership
has been developed aligned with the LSP. However, this pathway
needs to be socialised for wider knowledge and acceptance.
Completed. A basic career mapping matrix has been developed
and is currently being piloted as part of the gender equality action
plan amongst our Senior Medical Staff. The agreed principles of
this matrix will inform the overall philosophy for MDHB and will be
rolled out to other professional groups, once finalised.
Ongoing. A personal development plan format has been
established to support career mapping and progression. This has
been implemented as part of the performance assessment
framework for the CEO and all executive leaders.
Completed. Course evaluations of all non-clinical training
programmes indicate a high level of satisfaction. These are
monitored regularly to ensure that the courses remain current and
relevant.
Ongoing.

Establish an agreed
career/talent
management philosophy.
Implement personal
development planning,
progressively.
Training programmes
are of high quality
and transferable into
the workplace.
Our people utilise
technology to enable
efficiencies and
informed decisionmaking.

Review non-clinical
learning programmes.
Support the Digital
District Health Strategy –
Te Awa.

Our Ways of Working – Kia pono te mahi
Encourage our people to be agile, innovative and respond effectively to our patients, whānau, and
community
Activities for 2019/20

Status

Actions/Initiatives
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Collaboration and
partnerships are
strong with internal
and external
stakeholders.

Support the Integrated
Service Model (Te Wao nui
a Tane).

Implement consistent
business partnering
models.
Implement a co-design
framework.

Evaluate Cluster Alliance
Groups.
Develop governance and
delivery of a Quality
Improvement Education
Programme.
Develop clinical
governance arrangements
across clusters.
Enable decision making
delegations at appropriate
levels.
Enable effective decision
making applications to
deliver core clinical,

Ongoing. The tier-three management restructure of the model was
completed in 2019. All roles identified within that model were
appointed to. A health check of this model is currently being
undertaken by Martin Jenkins, an independent consulting firm
based in Wellington. A report is expected by the end of September
2020 which will inform any changes that may be implemented by
MDHB.
Completed. All enabler services have implemented a business
partnering models.
Ongoing. Co-design is adopted in all aspects of service delivery.
Consumer Engagement framework has been published and is being
implemented. This includes elements of co-design which is a
technique to support service development and improvement.
Consumer Engagement Quality and Safety Markers are being
implemented as part of the annual plan. This will be further
enhanced following the optimisation (health check) of the
Integrated Service Model.
Delayed. This will form part of the optimisation (health check) of
the Integrated Service Model which has commenced.
Completed. A quality improvement training programme has been
developed and is being implemented.
Completed. Each cluster has a clinical governance structure lead
by the Clinical Executive. The organisational clinical governance
committee structure is currently under review and will be refreshed
by September 2020.
Ongoing. Delegation policy is regularly refreshed to ensure that it
supports adequate decision making at various levels.
Ongoing. Work is underway to improve data quality. As part of
this, QLik data dashboards have been prepared and socialised
amongst managers. These dashboards provide an opportunity to

122

Our people are
empowered to make
decisions.

Innovative thinking
is encouraged by our
people and enabled
by business process.

clerical and organisational
stewardship
excellence.
Implement the Quality
Agenda (Clinical
Governance
Framework).
Identify decision-making
models and processes.
Build internal capacity to
implement innovative
thinking.
Establish Innovation
Champions.
Continuously improve
business process.

Our people are agile
and responsive to
change.
Our people are
enabled to deliver
programmes of work,
timely and
efficiently.

Implement a change
management model that
drives and supports
transformation.
Develop a project
prioritisation framework.

Implement robust
governance to monitor
project and programme
delivery.
Establish a framework to
enable executive

drill-down on key clinical and non-clinical information and will
continue to be refined to assist effective decision making.
Completed. The quality agenda implementation plan has been
completed. A reprioritisation exercise on the next phase of work
has commenced.
Completed. This was completed as part of the leadership
development programme delivered by Winsborough Limited.
Underway. An innovation framework is in development. This will
be further supported by a revised clinical governance committee
structure, and further clinical engagement in prioritisation and
decision making.
This activity has not yet commenced.
Ongoing. The Sustainability Plan includes a range of projects and
initiatives to support efficiency and productivity. Progress against
this plan is reported to the Board regularly.
Completed. Tools and methodologies to support change are
presented via the Transformational Leadership training programme
for frontline leaders. This training is delivered through various
modules by an external provider.
Completed. EPMO has delivered a prioritisation approach and
framework to support project governance.

Completed. EPMO has implemented a project governance
framework which is currently being implemented with organisational
wide training.
Recently commenced. EPMO are developing the framework and
training to support executive sponsorship and assurance.
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sponsorship of
programmes and projects.
Review and strengthen the
Improving Value
Programme.

Completed. This has been replaced by the Sustainability
programme. Regular updates to this programme are provided to
the OLT, Finance, Risk and Audit Committee and Board.
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Our Environment – Kia tau te mauri
Design a work environment which delivers an exceptional employee experience

We are able to
attract the right
people and place
them into the right
roles, at the right
time.

Our people know
what success looks
like.

Activities for
2019/20
Build a high performing
recruitment process.

Status

Actions/Initiatives
Ongoing. The recruitment processes have been reviewed. The
procurement of an electronic recruitment system is currently
underway.

Implement an applicant
tracking system to
improve efficiencies in
terms of recruitment
administration and
hiring times.
Promote an attractive
employer brand.

Underway – this activity was delayed due to non-availability of
vendors during the response to the national COVID-19 pandemic.
The activity has been recommenced and selection of a preferred
vendor is currently underway.

Investigate and
implement inspiring onboarding practices.

Completed. The current induction and on-boarding programmes
have been reviewed.

Update and automate
performance framework
to align with best
practice.

Ongoing. All tier-two managers have consistent performance
agreements which are aligned with the CEO’s performance
objectives, the annual plan and individual cluster/enabler
operational plans. These agreements also have cultural
commitments and health and safety objectives embedded within
the format. The current system is partially automated (available on
a shared drive). A fully automated process can be considered
either following the procurement of a new Human Resources

Ongoing. Videos of various work areas have been developed.
These will be integrated into a dedicated web-space once the erecruitment system has been procured.
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Our people have a
voice in the way we
do things.

Develop engagement
action planning
processes and
capability.

Our people embrace
diversity.

Lead responsive
workplace initiatives.

Widen employee
support networks.

Establish a Diversity
and Inclusion
Committee.
Our people are safe
and well.

Roll-out psychological
harm prevention
programmes.
Develop and implement
Occupational Violence
Prevention Strategy.

Our people processes
are sensitive,
efficient and datadriven.

Implement paper-free
people processes.

Information System (HRIS) or once some of the other HR business
processes (eg. leave capture) have been automated.
Completed. The framework has been developed. This is now being
implemented following the completion of the staff engagement
survey in July 2020. Engagement action plans are scheduled to be
in place for all clusters/enablers/teams (where sufficient data is
available) by December 2020.
Completed. Managers and first responders received initial training
delivered by Women’s Refuge in December 2019. Further
(ongoing) training is planned in October 2020. Application for
accreditation with Women’s Refuge will be submitted by midOctober 2020.
Ongoing. The Diversity and Inclusiveness Committee continues to
function regularly and develops more support structures as
identified by staff – the most recent being supporting staff who
have older parents. Key contacts to support staff have been
identified and information about this shared in the ‘Welcome’ pack.
Completed as above. A gender equality action plan for Senior
Medical Officers (SMO) has been developed. A working group
comprising SMOs has been formed, and initiatives identified within
the plan are being delivered and overseen by this group.
Delayed. The strategy is currently being finalised. This will be
socialised with staff and unions. Following that, the action plan will
be rolled out. Completion is anticipated by November 2020.
Completed. The Preventing Occupational Violence Strategy was
completed and approved by the Board in October/November 2019.
A working group comprising staff, managers and union delegates
meets regularly to monitor progress.
Underway. A project to automate recruitment and leave capture is
currently underway.
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Investigate and scope a
project plan for a fullyintegrated HRIS
system.

Ongoing. This is a multi-year programme of work and completion
of business needs is scheduled by June 2021.
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Te Tiriti o Waitangi Policy

RECOMMENDATION
It is recommended that the Board:


approve MidCentral District Health Board’s Te Tiriti o Waitangi Policy for all
MDHB employees (permanent, temporary and casual), visiting medical
officers, and all other partners in care, contractors, consultants and
volunteers.

Strategic Alignment
This policy aligns with the New Zealand Health and Disability Act 2000, He
Korowai Oranga New Zealand’s Māori Health Strategy, Whakamaua Māori Health
Action Plan 2020-2025 and MidCentral District Health Board’s Strategic Plan.
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1.

PURPOSE

To provide MidCentral District Health Board (MDHB) with the final draft of the
revised Te Tiriti o Waitangi Policy for the Board’s approval.
2.

BACKGROUND

Te Tiriti o Waitangi, signed in 1840, is New Zealand’s founding document and forms
the basis for partnerships and relationships between iwi and the Crown. It is based
on the fundamental exchange of kawanatanga, the right of the Crown to govern
and make laws for New Zealand, in exchange for the right of iwi to exercise tino
rangatiratanga over their land, resources and people.
In 1975, The Treaty of Waitangi Act was passed to establish the Waitangi Tribunal
and other mechanisms for settling grievances. The Tribunal has a mandate to
investigate alleged breaches of the Treaty of Waitangi. The Waitangi Tribunal claim
number WAI 2575 ‘the Hauora claim’ is underway, with an expectation for all
stages of the claim to be completed by 2021.
3.

PROCESS FOR REVIEW

The General Manager Māori Health reported to the Health and Disability Advisory
Committee (HDAC) earlier in the year that Pae Ora Paiaka Whaiora was awaiting
the release of the Ministry of Health’s Māori Health Action plan 2020-2025
Whakamaua, to ensure our policy was aligned with the Ministry’s national context
for Te Tiriti o Waitangi. The Māori Health Action Plan was released in July 2020
with a strong focus on the following principles of Te Tiriti o Waitangi.
Principles of Te Tiriti o Waitangi
1.

Tino Rangatiratanga
The guarantee of tino rangatiratanga provides self-determination and mana
motuhake in the design, delivery and monitoring of health and disability
services.

2.

Equity
The principles of equity, which requires the DHB as the Crown agent, to
commit to achieving equitable health outcomes for Māori.

3.

Active Protection
The principle of active protection requires the DHB as Crown agents to act, to
the fullest extent practicable, to achieve equitable health outcomes for Māori.
The DHB must also ensure that Treaty partners are well informed on the
extent and nature of both Māori health outcomes and efforts to achieve Māori
health equity.

4.

Options
The principle of options requires the DHB as agents of the Crown to provide
for and properly resource kaupapa Māori health and disability services that are
provided in a culturally appropriate way that support and recognise the
expression of hauora Māori models of care.
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5.

Partnership
The principle of partnership requires the DHB as Crown agents to work in
partnership with Māori in the governance, design, delivery and monitoring of
health and disability services.

He Korowai Oranga New Zealand’s ten-year strategy for Māori Health
The Te Tiriti o Waitangi Policy was aligned to ensure we have a focus on the
principles of Te Tiriti o Waitangi as well as the articles of Partnership, Participation
and Protection. In addition, we have incorporated the aims of He Korowai Oranga
into the role and responsibilities of staff as deemed appropriate. He Korowai
Oranga strategy was originally established in 2002, providing the health sector with
a ten-year outlook on Māori health with the overall aim of Whānau Ora. The
strategy was refreshed in 2014 with a new overall aim of Pae Ora: Healthy futures
for Māori.
Consultation and Advice
Advice was sought from Manawhenua Hauora using the first draft of the policy,
with feedback incorporated in July. In August, the policy was distributed to the
Organisational Leadership Team for feedback. This feedback has now been
incorporated and the final policy was re-submitted to Manawhenua Hauora, who
confirmed their final endorsement on 17 September.
4.

IMPLEMENTATION OF THE POLICY

Following Board approval of this policy, Pae Ora Paiaka Whaiora will develop
relevant procedures to support employees, visiting medical officers and all other
partners in care, contractors, consultants and volunteers. The procedures are
expected to provide guidance and direction on how MDHB can enhance its support
for iwi and Māori health aspirations and health equity for Māori. The policy and
procedures, coupled with mandatory Tiriti o Waitangi training is a strong start to
ensuring MDHB meets its obligations under Te Tiriti o Waitangi, thus improving the
status of Māori health for the MidCentral region.

GLOSSARY
He Korowai Oranga
Kawanatanga
Manawhenua Hauora

Pae Ora
Te Tiriti o Waitangi
Tino rangatiratanga
resources and affairs
Treaty of Waitangi
WAI 2575
Whānau Ora

New Zealand Māori Health Strategy 2002 -2012
Governor or Government
A consortium of Iwi that have Manawhenua status
within the MidCentral DHB region. These are
Rangitāne, Muaūpoko, Ngāti Raukawa, Kauwhata
and Ngāti Kahungunu
Health Futures for Māori
The Māori signed version
Māori sovereignty and self-determination over their
The English signed version
The Hauora claim number
Healthy families
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Te Tiriti o Waitangi
Applicable to: All MDHB employees
(permanent, temporary and casual),
visiting Medical Officers, and other
partners in care, contractors,
consultants and volunteers

1.

Issued by: Manawhenua Hauora/MDHB
Contact: GM Māori Health or
Operations Executive Pae Ora Paiaka
Whaiora Directorate

BACKGROUND

Te Tiriti o Waitangi, signed in 1840 is New Zealand’s founding document and forms the
basis for partnerships and relationships between Iwi and the Crown. It is based on the
fundamental exchange of kawanatanga, the right of the Crown to govern and make laws
for New Zealand, in exchange for the right of Iwi and Māori to exercise tino
rangatiratanga over their land, resources and people.
In 1975, The Treaty of Waitangi Act was passed to establish the Waitangi Tribunal and
other mechanisms for settling grievances. The tribunal has a mandate to investigate
alleged breaches of the Treaty of Waitangi. The Waitangi Tribunal claim number WAI
2575 is underway with an expectation for all stages of the claim to be completed by
2021.
TE TIRITI O WAITANGI AND THE HEALTH SECTOR
In line with the New Zealand government’s aspiration to meet its obligations to te Tiriti o
Waitangi, MidCentral District Health Board (MDHB) is committed to giving effect to the
Treaty and the articles outlined in Te Tiriti o Waitangi through all levels of business from
governance to operations, as outlined within the New Zealand Public Health and
Disability Act 2000 (NZPHD Act 2000).
Manawhenua Hauora is MDHB’s Iwi Partnership Board. MDHB respects the Iwi/MDHB
partnership outlined within the joint signed Memorandum of Understanding.
Manawhenua Hauora was established in 2001 as the MDHB governance board treaty
partner. Manawhenua Hauora is a consortium of Iwi in the Manawatū, Horowhenua,
Ōtaki and Tararua. The Iwi are:
•
•
•



Ngāti Raukawa ki te Tonga (Horowhenua, Manawatū, Ōtaki)
Muaūpoko (Horowhenua)
Rangitāne (Manawatū, Papaioea, Tararua)
Ngāti Kahungunu ki Tāmaki nui-a-Rua (Tararua)
Ngati Kauwhata (Manawatū)
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MDHB acknowledges that of these Iwi, some have settled their historical grievance
claims with the Crown and there are Iwi who are still progressing their Treaty Settlement
claims.
NEW ZEALAND PUBLIC HEALTH AND DISABILITY ACT 2000
Ahead of Crown requirements following Treaty settlements, MDHB saw fit to establish
this partnership early for the purposes of ensuring it meets its obligations under the
NZPHD Act 2000 which requires the health sector to work toward eliminating entrenched
health inequities between Māori and other New Zealanders. The NZPHD Act 2000 sets
out statutory requirements of DHBs under the principles of the Treaty of Waitangi with a
view to:
(a)
(b)
(c)
2.

Provide for mechanisms to enable Māori to contribute to decision making
Enable Māori to participate in the delivery of health and disability services and
Reduce health disparities by improving health outcomes for Māori
PURPOSE

The purpose of this policy is to define MDHB’s obligations and accountability as a Crown
agency in responding to te Tiriti o Waitangi and its articles. The Waitangi Tribunal Claim
Wai 2575, has given clear evidence based on thorough research to ensure New Zealand
health systems to move beyond their past actions and attitudes to shared accountability
through mutual respect. As system stewards we are committed to working in
partnership with Iwi to achieve the principle of Pae Ora (Healthy futures) together. We
will engage with Iwi, and kaupapa Māori services to create meaningful, tangible actions
that reflect the responsibility of all, and in doing so improve Māori health equity.
3.

SCOPE

This policy applies to all MDHB employees (permanent, temporary and casual), visiting
Medical Officers, and all other partners in care, contractors, consultants and volunteers.
4.

ROLES AND RESPONSIBILITIES

4.1

Manawhenua Hauora

Manawhenua Hauora is the Iwi Partnership Board to MDHB and is a formal part of our
governance structure. Manawhenua Hauora is committed to continuing a formal
relationship with MDHB working together to achieve the best whanau ora,health and
wellbeing outcomes for Māori people residing in Manawatū, Horowhenua, Tararua and
Ōtaki.
Manawhenua Hauora provides coordinated leadership for Māori health and disability
within the DHB region.
Manawhenua Hauora’s role and responsibilities are to:
•

Advise MDHB on Iwi and Māori health and disability needs and priorities
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•
•
•
4.2

Contribute to strategies for Iwi and Māori health and disability
Monitor Māori health and disability gains of MDHB’s health service delivery and
investment
Provide expert advice and counsel on important Iwi and Māori issues for governance
MidCentral District Health Board

MDHB establishes and maintains a pro-equity stance and strong relationships
underpinned by the joint Manawhenua Hauora and MDHB Memorandum of
Understanding (MoU). The MoU underpins MDHB’s commitment to te Tiriti o Waitangi
and outlines MDHB’s Tiriti o Waitangi responsiveness through the development of a joint
annual work programme that reflects a governance relationship built on mutual respect
and shared Māori health improvement goals.
MDHB’s Board role and responsibilities are to:
•
•
•
•

•

Consider and include actions in annual plans that will contribute to achieving health
equity for Māori
Work with Māori at both governance and operational levels to improve inequities for
Māori
Enable Māori to contribute to decision making and participate in the delivery of
health and disability services
Provide for the needs of Māori as set out in section 4 of the NZPHD Act 2000 to
ensure there are mechanisms in place which enable Māori to contribute to decision
making on, and to participate in, the delivery of health and disability services
Enact the Government’s directive to improve health equity and outcomes for Māori

To support MDHB in its role to improve Māori health it will undertake to:
•
•
•
•
•
•
•
•

Induct and orientate Board members on their Treaty of Waitangi obligations and
responsibilities as Board members
Set the strategy for reducing inequity of health outcomes for Iwi and Māori and
other New Zealanders
Continue to recognise Māori health as a key priority in line with the Government’s
strategic policy and guidelines
Undertake and continue to update a needs assessment of its geographical region,
determining among other things, the health needs of Iwi and Māori
Prioritise and allocate funding according to the government’s and district’s Iwi and
Māori health priorities
Ensure kaupapa services such as rongoā Māori (traditional Māori healing) as a
specialty practice, is delivered within MDHB hospital and community services
Provide Māori health reports giving progress against the Government’s priorities and
local Māori health and disability strategies
Monitor and audit those services funded by MidCentral District Health Board
(Manatū Hauora, 2020)
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4.3

Chief Executive, Management and Staff

The Chief Executive, management and staff roles and responsibilities are to:
•

Ensure that services provided by MDHB are responsive to partnering Iwi and Māori
to exercise tino rangatiratanga, and mana motuhake in design, delivery and
monitoring of the MDHB systems toward health and wellbeing for Iwi and Māori
Ensure that Section 4 of the NZPHD Act 2000 is actioned in meaningful partnership
ways with Iwi and Māori
Commit to achieving equitable outcomes for Iwi and Māori thus ensuring all health
and disability services are provided in a way that recognises iwi and Māori needs
and aspirations
Redirect funding and commissioning toward improving Māori health through local
Iwi and Māori providers

•
•

•

4.4

Pae Ora Paiaka Whaiora Hauora Māori Health Directorate

Pae Ora Paiaka Whaiora is the Māori Health Directorate at MDHB. Oranga Hinengaro is
the kaupapa Māori Mental Health Service managed by Pae Ora Paiaka Whaiora and as
such is an integral component of supporting Māori health gains across the district with
an explicit focus on hinengaro and oranga - wellbeing.
Pae Ora Paiaka Whaiora role and responsibilities are to:













Oversee the implementation of the joint Manawhenua Hauora and MDHB work
plans and strategies
Work across Directorates to create a whole of systems approach that is cognisant
of te Tiriti o Waitangi and Iwi priority areas
Use an integrated approach to system planning, design, implementation and
monitoring
Identify practical whānau focused solutions that work
Advocate for increased investment in community based initiatives to ensure
culturally and clinically safe, connected health care services are provided
Prioritise and allocate resources into areas that will best achieve the objectives
identified ensuring equitable health outcomes
Operationalise the Māori Alliance Leadership Team to support service design and
implementation
Represent Māori worldviews and translate these into MDHB services
To operationalise te Tiriti partnership in action
To provide translation services to support improved delivery of services
To advocate for whānau across services ensuring quality services are delivered
To provide patient navigation and support through Pae Ora whānau care team
services
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4.5
•
•
•
•

•
•
5.

MidCentral District Health Board Employees are required to:
Undertake the MDHB mandatory training programmes, Tiriti o Waitangi in Health
and Māori Cultural Responsiveness in Practice
Actively support, promote, and participate in initiatives that reflect the MidCentral
District Health Board’s commitment to te Tiriti o Waitangi
Integrate bicultural models of practice, Māori models of care and, Māori health
strategies
Ensure the experiences of Māori and non-Māori accessing MDHB services are
flexible and tailored to the person and their whānau in a respectful and
understanding way
Incorporate te Tiriti o Waitangi and cultural competency into annual appraisal and
performance review processes
Provide clinically and culturally responsive care in partnership with whānau
DEFINITIONS

These definitions relate to this document only.
Iwi
Kaupapa
Kawanatanga
Mana
Mana whenua
Manawhenua Hauora
Mātauranga Māori
Oranga
Pae Ora
Ritenga
Rongoā Māori
Tangata Whenua
Tikanga Māori
Tino Rangatiratanga
Tiriti o Waitangi
Whānau

a tribe, a people
Topic, matter of discussion, proposal, agenda
Governor or government
Prestige, strength, authority
Tribal right of occupation of a given geographical area
a consortium of Iwi that have Manawhenua status within the
MidCentral DHB region. These are Rangitāne, Ngāti Kahungunu
Muaūpoko, Ngāti Raukawa and Kauwhata
Māori knowledge
Well-being
Healthy futures
Māori customary rituals
Māori traditional healing practice
People of the land
Māori philosophy and customary practices
Maori political control and sovereignty, self termination
Treaty of Waitangi
Family

6.

RELATED MDHB DOCUMENTS

•
•
•
•
•

Oranga Pumau, the Māori Health Strategy
Kaimahi Ora Māori Health Workforce Strategy
MidCentral Health Cultural Competency Education
MidCentral Health Mäori Health Framework
MidCentral DHB Strategic Plan
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•

MidCentral DHB District Annual Plan

7.
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APPENDIX ONE

ARTICLES & PRINCIPLES OF THE TREATY OF WAITANGI

Article 1

Kawanatanga - governorship (Partnership)
Kawanatanga – Article 1 provides for the Government to govern, though
not in isolation from other provisions of the Treaty of Waitangi. The right to
govern is qualified by an obligation to protect Māori interests. This aspect of
the agreement is further established within the other articles of the Treaty.
Partnership-The sharing of power and decision making

Article 2

Tino rangatiratanga (Protection)
Tino Rangatiratanga – Article 2 provides for Iwi to exercise
authority in respect of their own affairs. To some extent, tino
rangatiratanga denoted the prerogatives of Iwi/hapu in controlling
their own affairs including their physical, social cultural resources,
within a tribal development context. A characteristic of tino
rangatiratanga is Iwi autonomy.
Protection- The exercise of chieftainship and autonomy

Article 3

Oritetanga (Participation)
Oritetanga – Article 3 contains a provision which guarantees equality
between Māori individuals and other New Zealanders. As long as socioeconomic disparities remain, the provision is not fulfilled.
Principle -Equity of access and participation – equity of outcome.

Article 4

Ritenga
Provides for the protection of religious freedom and protection of traditional
and spiritual knowledge

Principles of te Tiriti o Waitangi
1.

Tino Rangatiratanga
The guarantee of tino rangatiratanga provides self-determination and mana
motuhake in the design, delivery and monitoring of health and disability services.

2.

Equity
The principles of equity, which requires the DHB as the crown agent to commit to
achieving equitable health outcomes for Māori.

3.

Active Protection
The principle of active protection requires the DHB as crown agents to act, to the
fullest extent practicable to achieve equitable health outcomes for Māori ensuring
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that Treaty partners are well informed on the extent and nature of both Māori
health outcomes and efforts to achieve Māori health equity.
4.

Options
The principle of options requires the DHB as agents of the crown to provide for and
properly resource kaupapa Māori health and disability services that are provided in
a culturally appropriate way that supports and recognises the expression of hauora
Māori models of care.

5.

Partnership
The principle of partnership which requires the DHB as crown agents to work in
partnership with Māori in the governance, design, delivery and monitoring of health
and disability services.

Expression of te Tiriti o Waitangi and Articles Expressed in Terms of Mana
Mana whakahaere: Effective and appropriate stewardship or kaitiakitanga over the
health and disability system. This goes beyond the management of assets or resources.
Mana motuhake: Enabling the right for Māori to be Māori (Māori self-determination): to
exercise their authority over their lives, and to live on Māori terms and according to
Māori practices including tikanga Māori.
Mana tangata: Achieving equity in health and disability outcomes for Māori across the
life course and contributing to Māori wellness.
Mana Māori: Enabling Ritenga (Māori customary rituals) which are framed in te ao
Māori (the māuri world), enacted through tikanga Māori (Māori philosophy and
customary practices) and encapsulated within mātauranga Māori (Māori knowledge).
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To

Board

Author

Wayne Blissett, Operations Executive, Pae Ora Paiaka Whaiora
Tracee Te Huia, General Manager Māori Health

Endorsed by

Manawhenua Hauora
Kathryn Cook, Chief Executive

Date

23 September 2020

Subject

Joint Work Plan for Manawhenua Hauora and
MidCentral District Health Board

RECOMMENDATION
It is recommended that the Board:
●

1

approve the Manawhenua Hauora and MidCentral District Health Board Joint
Work Plan for the 2020/21 year.

INTRODUCTION

The attached joint work plan for Manawhenua Hauora and MidCentral District
Health Board (MDHB) has been prepared and consulted on with Manawhenua at its
August and September meetings.
Iwi are satisfied that the plan incorporates key strategies and improvements
required to support Māori health improvement over the next year. This work plan
is now submitted for the Board’s consideration and approval.
A discussion about the work plan and its implementation is on the agenda for the
Combined Manawhenua Hauora and MDHB meeting to be held on 29 September,
following the MDHB meeting.
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Manawhenua Hauora and MidCentral DHB: 2020/2021 Shared Work Plan
Objective

Focus Area

THOUGHT LEADERSHIP

To provide clear and
cohesive governance
leadership for Iwi and
Māori health across the
DHB region

Identification of local
Iwi and Māori health
priorities to direct
investment and focus
from the DHB

To provide direction,
investment priorities and
focus areas to MDHB on
Iwi and Māori health
needs and priorities to
support equity of
outcomes for Maori
including pay equity and
equity of access to
kaupapa services

TAS Māori Equity
System Review

Measures

Responsibility
MidCentral DHB

Manawhenua Hauora

Key priorities are identified by
Manawhenua Hauora for the refresh of
Ka Ao Ka Awatea

Manawhenua Hauora priorities
are included as key focus areas in
the refresh of Ka Ao Ka Awatea

Critique all MDHB Directorate 5
year Plans prior to MDHB Board
Approval

Iwi health priorities are identified
across all Directorates (Previously
known as Clusters and Enablers) as
part of the 5 year planning process.

All Directorates report against
the Iwi priorities in the standard
reporting processes

Assert Ka Ao Ka Awatea as the
District Wide Māori Health
Strategy across MDHB

How equity is being applied in MDHB is
reported quarterly to Manawhenua
Hauora against the review findings Pae
Ora Paiaka Whaiora

Directorates provide quarterly
updates on specific measures in
addressing Māori Health inequity
through the Maori Equity
Dashboard and a Whānau Ora
Framework

Provide advice on Equity needs
from Iwi and Māori perspectives,
identifying key issues for
consideration in determining local
Māori health priorities and
strategies in context with the
update reports from Directorates

Movement towards equity results in
respect of iwi and Māori Health,
including trends and emerging trends,
reported to Manawhenua Hauora and
MidCentral DHB’s Board quarterly
Equity of funding for Iwi and Māori
Providers is a consistent focus across
MDHB

All non‐financial performance
monitoring indicators capture
ethnicity data
Maori health equity dashboard
reporting is provided quarterly to
HDAC and Manawhenua Hauora
with Deep Dives twice annually
by identified Executive
Champions
Monitor the 79 EOAs in the
2020/21 Annual Plan for their
implementation

Monitor performance quarterly
using the Maori health equity
dashboard and the non‐financial
quarterly performance monitoring
reports
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To provide strategic
advice that is adopted on
the priorities and focus
areas to MDHB across all
strategic planning
processes.

Strategic Imperatives
Directorate
development
Community
integration and
cohesion

Strategic imperatives will deliver on
Manawhenua Hauora aspirations
Refresh of the key Strategies will
actively include Manawhenua Hauora
10 year MDHB Strategy
Ka Ao Ka Awatea refresh
MDHB undertakes te Tiriti o Waitangi
and Whānau Ora training to equip the
Boards understanding of te Tiriti o
Waitangi accountabilities and whānau
ora as an integrated approach for
Maori wellbeing

MONITORING AND
REPORTING

To provide a clear
pathway for the
implementation of Iwi
strategies across the
across the district to
achieve Iwi health gains

Iwi pathways and
aspirations are
incorporated in
planning and
prioritisation
processes

Manawhenua Hauora input
across strategic imperative
development is actively sought
and implemented.
Monitoring and reporting of
progress against the strategic
imperatives is provided to
Manawhenua Hauora
MDHB will report quarterly to
Manawhenua Hauora how they
are acknowledging and
addressing institutional racisms
within their organisation

Monitoring and reporting against iwi
pathways s and aspirations is clearly
identified in the performance of
Directorates

Iwi expectations and aspirations
is included into planning with
clear reporting provided to
Manawhenua Hauora

Whānau Ora is adopted to provide a
clear governance expectation of
MDHB’s commitment and delivery
methodology for health’s contribution
to Whānau Ora across the District

Directorates identify key actions
quarterly that are addressing the
health inequities currently
experienced by Māori across the
district including the investment
occurring to address these
inequities

Work in partnership with the
MDHB Board to ensure Te Tiriti
Partnership is enacted and
honoured at governance level to
provide the foundation for clear
leadership and direction for the
organisation to give effect to the
Te Tiriti o Waitangi and whānau
ora across the organisation
Manawhenua Hauora will support
MDHB with strategies to address
institutional racism.

Monitor and review performance
as governance Iwi partner and
contribute to providing solutions
where remedial actions are
required.
Critique performance against
agreed measures with
Directorates and provide
improvements to be adopted by
Directorates

The DHB is reporting
meaningfully on how each of the
Directorates are implementing
whānau ora in their business as
usual against the seven whānau
ora outcomes
To monitor Iwi and Māori
health gains in the district
through impacts of

Equity and Health
Needs Assessment (as
above)that includes a
Te Ao Maori and

Monitor trends in Māori Health via the
Māori Health Equity Dashboard and the
seven whānau ora outcomes

Provide quarterly report as to
how Directorates are addressing
Māori Health

As above
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MDHB's health service
delivery and investment

Whānau Ora
perspective

All Directorates to report against their
identified equity actions and the seven
whānau ora outcomes quarterly to
Manawhenua Hauora

Local, regional and
national priority
measures (as
attached)

Quarterly review of results against
local, regional and national Māori
Health measures reported to
Manawhenua Hauora and MidCentral
DHB's Board (NB: this includes the
seven Whānau Ora outcomes.)

Provide quarterly reports on
Maori Workforce Development
with accurate and meaningful
data profiles to Manawhenua
Hauora

Manawhenua Hauora will monitor
implementation of Māori workforce
development against the MDHB
Kaimahi Ora Whānau Ora – Workforce
Development Strategy and
Implementation Plan 2017 ‐ 2022

Provide direction and advice on
implementation
Manawhenua Hauora will monitor
implementation of Whānau Ora
position paper actions and
outcomes and assist the
organisation to perform
Monitor investment in Iwi/Māori
providers workforce development
and Whānau Ora, and provide
feedback where investment is
insufficient and monitor pathway
where more investment is
required.

Annual Report of results against Ka Ao
Ka Awatea is reported to Manawhenua
Hauora and MidCentral DHB’s Board as
part of MDHBs Annual Report

Provide annual reporting of
performance against Ka Ao Ka
Awatea

Provide advice on report and
assist to identify investment
priorities for the following year

Support and monitor the Regional
Māori Health Priorities identified via Te
Whiti Ki Te Uru and Board’s Annual
Forum i.e.

Provide quarterly reports

Provide advice on reports



Use of the national Māori
indicator report to drive
improvements in the health
outcomes of Māori in our
region.
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STEWARDSHIP

Provide advice,
direction and counsel
on issues that impact
on Iwi and Māori health
at a governance level
that are to be adopted
and invested in by
MDHB

Major service changes

Any potential major service change
proposals are actively considered by
Manawhenua Hauora as part of the
design phase to ensure any likely impact
on Iwi and Māori Health and Equity
Issues are considered as early as possible
and adopted in the design implemented
as part of the service change pathway

Provide report at design
pathway level and through
the pathway showing how
Manawhenua Hauora advice
is included in any final
position

Provide critique, direction and
considerations on any major
proposal for change with a specific
focus on health gains for Iwi and
Māori and any potential impacts

Significant service
plans, eg site
redevelopment and
Central Alliance
Strategy

Manawhenua Hauora views are sought
and adopted regarding all long term
planning including investment, site
redevelopment and sustainability
planning

All significant plans are
submitted to Manawhenua
Hauora for consideration at
the earliest possible time and
MCDHB conveys how
Manawhenua Hauora advice
is adopted moving forward in
any plan development

Provide direction. advice, guidance
and critique across all aspects of
design, development and
implementation of Long Term
Planning.

Manawhenua Hauora views sought on
the Central Alliance Strategy being
developed by MidCentral and Whanganui
DHBs

Develop Strategic Plan for
Central Alliance that actively
considers both Iwi
Relationship Boards
perspectives as part of the
Alliance

Provide advice and direction on
Central Alliance Strategic Plan in
partnership with Hauora a Iwi.
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Subject

Review of Board Policies

RECOMMENDATIONS
It is recommended that the Board:


approve the proposed changes to the MidCentral District Health Board
(MDHB) Standing Orders Policy



approve the proposed changes to the MDHB Board and Committee Members’
Code of Conduct Policy



approve the proposed changes to the Appointment to Board Committees
Policy



approve the proposed changes to the Training for Board Members Policy



note the above policies will be reviewed in 36 months.

Strategic Alignment
This report aligns to the DHB’s Strategy and key enabler, “Stewardship”. It
discusses an aspect of effective governance.
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1.

PURPOSE

This report seeks the Board’s support for proposed minor changes to the following
Board policies:





2.

MidCentral District Health Board (MDHB) Standing Orders Policy (MDHB-3148)
MDHB Board and Committee Members’ Code of Conduct Policy (MDHB-5841)
Appointment to Board Committees Policy (MDHB-2051)
Training for Board Members Policy (MDHB-2863)

BACKGROUND

A range of policies are in place to support governance processes at MidCentral
District Health Board (MDHB). These policies are reviewed every three years, or
earlier if legislative changes are required.
The following four policies have been reviewed and are considered fit for purpose.
Some minor changes are proposed, mostly related to a new administration and
committee structure. These are explained below and shown in the attached
tracked changes versions of each policy.
3.

STANDING ORDERS POLICY (Appendix One)

Heading – Contact
Change of title from ‘Board Office Manager’ to ‘Director of the Office of the Chief
Executive’. This is due to administration restructure in 2019.
Clause 5 – Teleconferences
Added ‘Video’ to reflect use of Zoom meetings.
Clause 13.4
The role of Principal Administration Officer was disestablished in 2019. Change of
title from ‘Principal Administration Officer’ to ‘Board Secretary’.
Clause 20 – Related MDHB Documents
Code of Conduct number changed to MDHB-5841 – this is to correct a previous
typo.
Appendix 3 – Clause 1
The role of Principal Administration Officer was disestablished in 2019. Change of
title from ‘Principal Administration Officer’ to ‘Board Secretary’.
4.

CODE OF CONDUCT (Appendix Two)

Heading – Applicable to
Change from ‘MDHB Board Office’ to ‘MDHB Board Members’.
Heading – Contact
Change of title from ‘Board Office Manager’ to ‘Director of the Office of the Chief
Executive’. This is due to administration restructure in 2019.
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Clause 4.1 – Individual Duties
First bullet currently reads: “To meet this obligation, we will act in good faith and
not pursue his or her own interests at the expense of MidCentral DHB’s.”
Should be changed to be grammatically correct and read: “To meet this obligation,
we will act in good faith and not pursue our own interests at the expense of
MidCentral DHB’s.”
5.

APPOINTMENT TO BOARD COMMITTEES (Appendix Three)

Heading – Contact
The role of Principal Administration Officer was disestablished in 2019. Change of
title from ‘Principal Administration Officer’ to ‘Director of the Office of the Chief
Executive’.
Clause 6 – Definition of Statutory Committees
Since the last review, the board has restructured its committees. Current definition
replaced to reflect the current structure for the combined Health and Disability
Advisory Committee.
Clause 6 – Definition of Officer Responsible for Governance Processes
The role of Principal Administration Officer was disestablished in 2019. Change of
title from ‘Principal Administration Officer’ to ‘Director of the Office of the Chief
Executive’.
Clause 8 – Further Information/Assistance
The role of Principal Administration Officer was disestablished in 2019. Change of
title from ‘Principal Administration Officer’ to ‘Director of the Office of the Chief
Executive’.
6.

TRAINING FOR BOARD MEMBERS (Appendix Four)

Clause 3.3 – Principal Administration Officer
The role of Principal Administration Officer was disestablished in 2019. Change of
title from ‘Principal Administration Officer’ to ‘Director of the Office of the Chief
Executive’.
Clause 6 – Definition of Statutory Committees
Since the last review, the board has restructured its committees. Current definition
replaced to reflect the current structure for the combined Health and Disability
Advisory Committee.
Clause 8 – Further Information/Assistance
The role of Principal Administration Officer was disestablished in 2019. Change of
title from ‘Principal Administration Officer’ to ‘Director of the Office of the Chief
Executive’.

POLICY

146
Appendix
One

MIDCENTRAL HEALTH BOARD STANDING ORDERS
Applicable to: MidCentral District Health
Board Committee Members

1.

Issued by: Board
Contact: Board Office ManagerDirector of
the Office of the Chief Executive

ROLE OF THE BOARD
1.1

The Board shall comply with the requirements of the New Zealand Public Health and
Disability Act 2000 (the Act). In accordance with Section 26 of the Act, the role of the
Board is to ensure:
a. All decisions relating to the operation of the MidCentral District Health Board are to be
made by or under authority of the Board.
b. The Board has all powers necessary for governance and management of the
organisation.
c. The Board delegates to the Chief Executive Officer of the organisation the power to
make decisions on management matters relating to the organisation, pursuant to clause
39 of Schedule 3 of the Act, such delegation to be made on such terms and conditions as
the Board thinks fit, notwithstanding clause 44 of Schedule 3 of the Act.
d. These Standing Orders shall apply to the Board and all Committees of the Board.

1.2

All board meetings are conducted with the expectation that at all times individual
members will act in the accordance with the Board’s Code of Conduct for board and
committee members.

2. RESOLUTIONS
2.1

Every endeavour shall be made to ensure consensus in decision making.

2.2

Discussion on any proposal shall be broad and informal and constrained as to time by the
guidance of the Chairperson (Chair) rather than through procedural motions.

2.3

To be effective, a resolution shall not require the identification or recording of a mover
and seconder.

2.4

Silence when a motion is put shall be deemed to constitute an intention to support the
motion.

2.5

Votes for and against particular motions shall not be recorded, unless requested by a
Board Member.

2.6

In accordance with Clause 29(2) of the Third Schedule to the Act, the Chair has no casting
and if a vote is tied the motion/question is deemed to be lost.

2.7

Any resolution may be rescinded by a subsequent resolution at a subsequent meeting
without recourse to procedural motions.

2.8

Board members shall attempt to contribute once only to discussion on a particular item,
although the Chair shall be entitled to summarise and guide debate.

2.9

No member shall speak on any motion after it has been put by the Chairperson, or during
a vote.
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3. PUBLIC
3.1

No comment shall be permitted during a meeting from any member(s) of the public
present, unless an invitation to this effect is extended by the Chair. Where such requests
are received, the Chair shall be guided by the guidelines set out in Appendix 1 to this
Policy.

3.2

The Board shall from time to time hold open forums as part of its meeting, to provide
opportunity for members of the public to express their views. These forums shall be
scheduled when the annual meeting calendar for the forthcoming year is set, and their
location should reflect the Board’s geographic district.
Where such forums are held, the Chair shall be guided by the guidelines set out in
Appendix 2 to this Policy.

3.3

With the permission of the Chairperson, Board members may ask questions of speakers
provided that such questions are to be confined to obtaining information or clarification
on matters raised by the speakers.

3.4

In the event that any question is asked by a member of the public or deputation in relation
to a matter that is known or in respect of which a decision has been previously made by
the Board the Chair may ask the Chief Executive Officer to provide an answer to that
question.

3.5

In the event that unauthorised comment is made by any member of the public present
during a meeting, no response shall be made by members, other than the Chair.

3.6

Deputations shall only be permitted to address the Board with the prior consent of the
Chair.
Where a request for a deputation is received, the Chair shall be guided by the guidelines
set out in Appendix 3 to this Policy.
With the consent of the Chairperson a deputation may be made in a language other than
English but the deputation must however provide a translation in English on the
substantive matter of the deputation and this translation will be what the Board relies
upon.

3.7

No discussion shall occur during a meeting as to whether any member(s) of the public may
constitute a deputation for the purposes of these guidelines.

3.8

In the event that the behaviour of the public is deemed likely to prejudice, or to continue
to prejudice, the orderly conduct of the meeting, the person(s) concerned shall be asked to
leave. In the event that this request is refused, or the person(s) concerned attempts to reenter the meeting, the meeting will be adjourned whilst management takes appropriate
action as per clause 35, Schedule 3 of the Act.

4. ATTENDANCE AT COMMITTEE MEETINGS
4.1

Board members may attend, as an observer, meetings of committees of which they are not
a member, including both part 1 and part 2 discussions. Such Board Members shall, at the
request of the Chair, with the Committee’s consent, be entitled to make comments in
respect of matters under discussion by the relevant Committee.
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4.2

5.

Other than Board Members, external appointed committee members’ attendance at
meetings of committees of which they are not a member shall be as a member of the
public.

VIDEO AND TELECONFERENCES
5.1

The Board may hold video or teleconferences in accordance with clause 14, Schedule 3 of
the Act.

6. MINUTES

7.

6.1

The Board or Committee Secretary shall prepare minutes in conjunction with the Chair on
the basis that the minutes are not a verbatim record of proceedings.

6.2

Minutes shall have no status, and be able to be amended at any time, up until they are
confirmed.

6.3

The minutes shall note those decisions that require adoption by the Board.

6.4

Minutes shall be kept in two sections reflecting the public and “in-camera” sessions of a
meeting.

AGENDAS
7.1

Agendas shall be prepared based on the Work Programme. Any variation to the Work
Programme shall be advised to the Board/Committee.

7.2

In the event that a Member wishes to add an item to the agenda but is unable to do this
through the work programme process, they shall raise with the Board/Committee Chair as
appropriate, who will progress the item in conjunction with management.

7.3

The Chief Executive shall have the authority to make formal recommendations on all
matters appearing on an agenda except those pertaining to the Chief Executive’s own
employment and performance management.

7.4

In accordance with statute, if an item is not on the agenda, it may be dealt with at the
meeting as a “late” item if the Board by resolution so decides, and it is explained at the
meeting, at a time when it is open to the public, the reason why the item is not on the
agenda, and why discussion of the item cannot be delayed until a later meeting.
Minor matters relating to general business of the board/committee which are not on the
agenda may only be discussed if the Chair explains at the beginning of the meeting, when
it is open to the public, that the item will be discussed, but no resolution, decision or
recommendation can be made other than to refer the item to a later meeting for further
discussion.

8. EXCLUDING THE PUBLIC
8.1

Decisions taken at a meeting when the public is excluded shall be publicly available once
the draft minutes have been agreed by the Chair and the Board Secretary unless a
resolution to the contrary effect has been passed.

8.2

The public may be excluded from the meeting only for one of the reasons set out in section
32 of the Third Schedule to the Act and in accordance with the requirements of section 33
of the Third Schedule to the Act.
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9. COMMITTEES
9.1

In addition to those committees to be formed pursuant to Sections 34 to 36 of the Act, the
Board may appoint such committees as it shall think fit, to deal with any separate subject
or subjects. Members of such committees shall be appointed by the Board as the Board
sees fit.

9.2

Terms of reference for such committees shall be set by the Board as the Board sees fit.

10. QUORUM
10.1

No authority, power, or discretion of a Board or its Committees can be exercised, and no
business transacted, unless the quorum of members is present. A quorum is as per clause
25, Schedule 3 of the Act:
 if the total number of members of the board/committee is an even number, then half
that number is a quorum;
 if the total number of members of the board/committee is an odd number, then a
majority of members shall be a quorum.

11. MEETING START TIMES
11.1

All meetings which are open to the public shall commence no earlier than the advertised
time. They must commence within 10 minutes of the advertised start time.

11.2

The start time for other meetings can be amended in consultation with the Chair.

12. CONDUCT AT MEETINGS
12.1

All persons present at the meeting shall act with courtesy, and shall not be disrespectful.
They shall address each by name or designation.

13. DISCLOSURE AND MANAGEMENT OF MEMBERS’ AND OFFICERS’ INTERESTS
13.1

Where a member or officer has a new interest, they shall advise this at the
Board/Committee meeting under the “register of interest” agenda item. This notice shall
be recorded in the minutes, and the officer responsible for maintaining the Register of
Interest shall update the Register of Interest accordingly.

13.2

Where a member or officer has a conflict of interest, or potential conflict of interest, with
any item to be discussed on the meeting’s order paper, they shall advise this at the
beginning of the meeting under the “conflict of interest” agenda item. This notice shall be
recorded in the minutes.
They shall reiterate the conflict/potential conflict at the time the specific item in question
is to be discussed. At that time they shall outline the nature of the conflict and the
Board/Committee shall agree what action shall be taken in respect of the conflict. Such
action may include, but not be limited to, the member abstaining from the discussion
and/or the decision, or the member leaving the meeting while the matter is discussed.
The conflict, its nature, and the Board/Committee’s decision regarding its management
shall be recorded in the minutes.
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13.3

Where a member or officer has declared a conflict of interest, or potential conflict of
interest, and has been granted permission by the Board/Committee to speak on the item
concerned, the member’s comments shall be recorded in the minutes. (Refer section 13.)

13.4

Where a member or officer has a conflict of interest, or potential conflict of interest, with
any item on the work programme they shall advise the Principal Administration Officer
Board Secretary prior to the agenda being developed and agreement shall be reached as to
how the conflict shall be managed. The Chair and CEO shall be advised.

13.5

Where a member or officer has disclosed an interest in a transaction of the DHB in
accordance with the NZ Public Health and Disability Act 2000 (Appendix 3, Section 36(1)
they shall not take part in any deliberation or decision of the Board relating to the
transaction. Nor shall they be included in the meeting quorum requirements.

13.6

In addition to the above steps taken to manage conflicts of interest at the meeting,
members and officers shall take all other reasonable action necessary to uphold their
legislative responsibilities regarding conflicts of interest as outlined in the Crown Entities
Act 2004 and the NZ Public Health and Disability Act 2000.

14. CONFIDENTIALITY
14.1

No member of the Board shall discuss confidential business of the District Health Board,
with any person, unless authorised in writing to do so by the Chair.

14.2

No member of the Board or a Committee shall release any confidential information to any
person or make any statement to the media unless approved in writing by the Chair.

15. COLLECTIVE RESPONSIBILITY
15.1

Board Members shall ensure that they will abide by the general principle of Collective
Responsibility in respect of all decisions made by the Board and once a decision is made
Board members shall abide by that decision, notwithstanding that they may have voted
against it, and will not publicly criticise any decision.

16. DEFINITION
16.1

For the purpose of these Standing Orders, the term “Chair” shall include “Deputy Chair”
when this person is acting the Chair role.

16.2

The Board means the members of the Board of MidCentral District Health Board acting
together as a Board in relation to a publicly owned health and disability organisation in
accordance with section 6(1) of the New Zealand Public Health and Disability Act 2000
(the Act).

16.3

For the purpose of these Standing Orders the term “organisation” refers to MidCentral
District Health Board.

16.4

For the purpose of these Standing Orders the term “Board Members” shall in respect of
meetings of the Committees of the Board be deemed to include Committee Members who
are not Board Members.

16.5

Within the context of this document the term “information” means any information about
or relating to MidCentral District Health Board or any of its employees or patients.

16.6

Within the context of this document, the term “officer” means any member of the DHB’s
staff and management that is actively participating in the meeting and/or who has
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provided or in the course of their employment is likely to provide written or oral advise to
the Board or Committee regarding the subject matter under discussion.
17. APPLICATION
17.1

These Standing Orders shall apply to the Board and all Committees of the Board.
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Appendix 1
Guidelines for Receiving Public Comment
1.

Wherever possible, all requests for public comment on agenda items should be accommodated.
The only constraining factors are content and time.

2.

Public comment must relate to an item within the Board and/or Committee’s terms of
reference.*
Where the item is not within the terms of reference, the person can put their views in writing
and send their letter to the CEO.
If the item is subject to a formal consultation process, the comment should not be received.
Instead, the person should be referred to the formal consultation process so that all public
opinion on the item can be captured.
* Board/committee meetings are an inappropriate forum for discussion regarding the treatment
and care to specific individuals, firstly, because of privacy issues, and secondly, it is more
appropriate that the health professionals providing that care comment.
They are also an inappropriate forum for discussion regarding contracts, including employment
contracts relating to MDHB staff and contractor’s/provider’s staff.

3.

As a rule of thumb, 15 minutes in total should be allowed for public comment.
The recommended time per person is between two and three minutes.
This enables between five and eight speakers per meeting.

4.

If a large contingent is received, the number of speakers needs to be clarified, taking into
account other individuals who have requested permission to comment, and the overall time
available. Generally, it is recommended that one, or perhaps two, people speak on behalf of the
group.

5.

The environment for public comment should be as friendly (non-intimidating) as possible.
People must be aware of the process (refer 6 below) before the meeting starts. They must also
be aware (before the meeting starts) of the time provision they have been given, e.g. 2 or 3
minutes, and at what stage of the meeting public comment will be held.

6.

There are two options for when “public comment” can be received:
 at the beginning of the meeting, after “late items”, or,
 when the agenda item is to be discussed.
If there are a number of members of the public wishing to speak, it is recommended that they all
be heard at the beginning of the meeting.

7.

The order of speakers should reflect the agenda order. That is, all speakers on agenda item 1 to
speak first, following by those on agenda item 2, etc.

8.

The meeting needs to be aware when public comment is to be received. It is recommended that
this be outlined by the Chair at the beginning of the meeting – before apologies. To enable this
to happen, the Board/Committee Secretary should list the speakers, in order, and the agenda
item(s) concerned.

9.

When the Board/Committee is ready to take public comment, the Chair should call the person’s
name, state the agenda item on which they are to comment, and confirm the time provision.
The person should then stand, so that they are clearly visible and speak. Alternatively, if there is
sufficient room, place a chair close to the board/committee table and invite them to speak from
there.
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10.

Debate on the viewpoint proffered should not take place with the individual concerned.
Members’ questions of clarification may be taken through the Board/Committee Chair.

11.

Any debate or discussion on the viewpoint proffered should be addressed as part of the
Board/Committee’s discussion of that agenda item. If it raises issues which have not been fully
canvassed by management, the management team should be asked to seek further information
and report back. It is inappropriate to seek this information direct from the person concerned
at the time of the meeting.

12.

In some instances, a special meeting between management and the group/individual concerned,
(outside of the Board/Committee meeting), may be appropriate as a consequence of the issues
raised.

13.

Recording of “public comment” shall be in line with the Standing Orders for minuting meetings.
That is, a summary of key points shall be recorded, not a verbatim transcription.
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Appendix 2
Guidelines for Open Forums
1.

The open forum should be specifically mentioned in the statutory public advice of Board
meetings (newspaper advertisement).
A media release relating to the forum should also be issued in advance so as to raise public
awareness of it.

2.

The forum should be the second order of business at the meeting, with apologies first so that
members of the public can plan their attendance.

3.

One hour should be set aside in the forum, and this should be clearly stated on the order paper.
At the beginning of the forum, this time provision should be clearly stated.

4.

The forum should open with a karakia.

5.

So that everyone has the opportunity to have their say, a time allowance should be agreed for
each person to put their questions and views. This time allowance will be dependent upon the
number of persons present, but as a general rule of thumb it should be not less than 2 minutes,
or more than 5.
Board Members and Officers responding to questions must also be aware of time restrictions.

6.

The forum should be facilitated by the Chair, or their nominated person. They should outline
the ground rules/procedures at the outset.

7.

Members of the public who wish to speak more than once should be allowed to do so, though
preference should be given to ensuring all present have the opportunity to speak at least once.

8.

All questions and views should be directed to the Chair (or other nominated facilitator) in the
first instance, who will ensure that the most appropriate person responds.

9.

Everyone present should be reminded on the need to speak clearly so that they can be heard,
and to respect all speakers by not talking during the expression of their views.

10.

Every endeavour should be made to answer any questions raised at the forum.
If the relevant information is unavailable at the time, the person should be asked to leave their
name with a nominated Board Officer. The question should be noted, and the response
provided to the person in due course.

11.

Questions regarding the treatment and care to specific individuals should not be answered in
the forum, firstly, because of privacy issues, and secondly, it is more appropriate that the health
professionals providing that care, comment.

12.

Should the Board wish to consider a particular matter(s) raised, it may do so in accordance with
Standing Order 5.4.

13.

At the conclusion of the forum, if it is apparent that there are more questions, ask people to put
these in writing and leave them, together with contact details, with a nominated Board Officer.
A response can then be provided in due course.

14.

Recording of “public forums” shall be in line with the Standing Orders for minuting meetings.
That is, a summary of key points shall be recorded, not a verbatim transcription.
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Appendix 3
Guidelines for Deputations
1.

Applications to make a deputation must be lodged in writing with the Principal Administration
OfficerBoard Secretary at least 10 clear working days before the date of the meeting concerned.
Applications must set out the substance of the Deputation. Preferably, the application should
provide a concise statement of what the deputation is seeking from the Board.

2.

All applications to make a deputation shall be referred to the Chair for a determination. If, in
the opinion of the Chairperson, the matter which is the subject of a deputation is one of urgency,
or major public interest, the Chairperson may determine that the deputation be received by the
Board. The Chairperson shall be entitled to refuse any request for a deputation which is
considered by the Chairperson to be repetitious, offensive or inappropriate.

3.

The Chair may direct the deputation to another Committee or the full Board meeting, which is
dealing with the matter.

4.

Where a deputation has been approved, it shall be included in the agenda for the meeting in
question.

5.

The deputation is to receive a copy of the agenda prior to the meeting.

6.

Deputations shall be granted a set time to address the meeting. As a rule of thumb, 5-10
minutes should be allowed. This timeframe is for the total deputation, and remains regardless
of the number of speakers the Deputation elects to address the meeting. That is, the time limit
is for the Deputation, not per speaker.

7.

When the Board/Committee is ready to receive the deputation, the Chair should call the
person/group’s name and confirm the time provision.
The person(s) should then stand, so that they are clearly visible and speak. Alternatively, if
there is sufficient room, place a chair close to the board/committee table and invite them to
speak from there.

8.

No discussions or questioning shall occur until the deputation has completed making its
address.

9.

Debate on the viewpoint proffered should not take place with the individuals concerned.
Members’ questions of clarification may be taken through the Chair.

10.

If the deputation raises issues which have not been fully canvassed by management, the
management team should be asked to seek further information and report back. It is
inappropriate to seek this information direct from the deputation at the time of the meeting.

11.

In some instances, a special meeting between management and the group/individual concerned,
(outside of the Board/Committee meeting), may be appropriate as a consequence of the issues
raised.

12.

To enable full consideration and review of the matters raised via deputations, the
Committee/Board may refer it to a subsequent meeting for determination. It may also refer it to
another Committee or the Board as considered appropriate.

13.

The Chair may terminate a deputation in progress which is disrespectful or offensive, or where
the Chairperson has reason to believe that statements have been made with malice.
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14.

The environment for deputations should be as friendly (non-intimidating) as possible. People
must be aware of the process before the meeting starts. They must also be aware (before the
meeting starts) of the time provision they have been given and at what stage of the meeting their
time appears.

15.

Recording of “deputations” shall be in line with the Standing Orders for minuting meetings.
That is, a summary of key points shall be recorded, not a verbatim transcription.
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POLICY
MDHB BOARD AND COMMITTEE MEMBERS’
CODE OF CONDUCT
Applicable to: MDHB Board
OfficeMidCentral District Health Board
and Committee Members

1.

Issued by: MDHB Board Office
Contact: Board Office ManagerDirector of
the Office of the Chief Executive

COMPLIANCE
This Code of Conduct sets out the principles by which Board members shall conduct themselves.
In accepting the Code, Board members recognise the unique nature of the MidCentral District
Health Board, which falls between the disciplines and accountabilities expected of a corporate
Board of Directors, and the wider mandate of publicly accountable individuals. The Principles in
the Code endeavour to address potential differences in attitudes and behaviours of Board
members. We acknowledge that we are ultimately accountable for the successful performance of
the MidCentral District Health Board, and that our actions, both public and private, should
support the decisions and activities of the organisation.
Some sections of the Code are further supported by other organisational policies – (eg
Communication, Media, Confidentiality, Consultation, Protected Information Disclosures).

2. PRINCIPLES
The Code of Conduct is based on five principles:
 Objectivity: members shall use their decision-making authority objectively to achieve the
purposes and objectives of the DHB.
 Impartiality: members shall refrain from entering into any obligation that may compromise
their official duties. Members shall not use their position to promote personal or political
interests.
 Honesty: members shall declare their conflicts of interest if they arise.
 Fiduciary responsibility: members shall respect their position of trust and shall not abuse
their position.
 Openness: members shall be as open as possible about the decisions and actions they take.
MidCentral District Health Board has all powers necessary for the governance and management
of the DHB; and delegates management of the DHB to the Chief Executive. The Board is
responsible for ensuring that the best possible health and disability outcomes are achieved in the
MidCentral DHB region and shall work constructively with the Chief Executive and MidCentral
DHB management to deliver health and disability outcomes to the community.
3. COMMITMENT
In accepting the position of Board member, we have made a commitment to undertake the work
of the Board, and to commit the time required to acquit these responsibilities. We will make
every effort to attend scheduled meetings, but recognise that there will be occasional conflicts
which require the courtesy of notice.


we shall be diligent in preparing for and attending Board meetings, noting that attendance
at meetings is expected,



we will endeavour to be as informed and as knowledgeable as we can be about the
responsibilities of the MidCentral District Health Board and the issues presented to us, in
order to arrive at the best decisions possible.

Document No: MDHB-5841

Page 1 of 5

Version: 4 – revised Sept 2020
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4. DUTIES OF MEMBERS
4.1

Individual Duties
Each of us has the duty to ensure that the MidCentral District Health Board is properly
governed in compliance with the NZ Public Health and Disability Act 2000 and the Crown
Entities Act 2004. To meet this obligation, we will:
 act in good faith and not pursue his or herour own interests at the expense of
MidCentral DHB’s
 act with honesty and integrity
 exercise reasonable care, diligence and skill in our duties at all times
 lay aside all private and personal interests in our decision-making
 adhere to a non-surprise policy.

4.2

Collective Responsibility
We recognise that there may be tension at times between the concept of collective
accountability of the Board, and the views held by individual members of the Board.
Therefore we agree to the following principles:
 we will clearly express our views in respectful language at Board meetings, and
endeavour to achieve a particular decision and course of action. However, we accept
that once a decision has been formally reached by the Board, this decision becomes the
policy of the Board
 we are mindful that our personal actions should not bring the Board into disrepute or
cause a loss of confidence in the activities and decisions of the MidCentral District
Health Board.

5.

CLARITY OF ROLES
We are responsible for the governance of the MidCentral District Health Board and delegate to
the Chief Executive responsibility for implementing the decisions of the Board, and for providing
us with free and frank advice to assist us in reaching high quality decisions.
 We agree that, for the purposes of accountability, clarity between the roles of governance and
management is essential and we must not become involved with management’s activities.

6. EMPLOYMENT RELATIONSHIP
We recognise our role as the employer of the Chief Executive and indirectly of all staff within the
MidCentral District Health Board, and will exercise this employment responsibility professionally
and responsibly. To that end:
 we will be supportive of employees of the MidCentral District Health Board, and will not
criticise employees or the service provided by the MidCentral District Health Board in public.
Any concerns we might have will be raised with the Board and/or Chair as appropriate
 in some circumstances it will be appropriate for members to communicate directly with
individual staff in relation to Board business. In order to ensure that such communication is
carried out in an open and considerate manner, approaches should be made through or with
the knowledge of the Chief Executive. Written communication (emails or correspondence)
should be copied to the Chief Executive and Chair.
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 we will not attempt to influence any employee of the MidCentral District Health Board to
present material in a particular way which might affect the outcome of a decision to be made
by the Board
 we will exercise care in communicating privately with employees of the MidCentral District
Health Board, and will refer any staff with complaints or concerns in the first instance back to
the Chief Executive.
7.

COMPLAINTS PROCEDURE
We appreciate our role as Board members in providing a community voice to the activities of
MidCentral District Health Board. Equally, however, we recognise that the organisation through
the mandate of the Board will have processes in place to seek public consultation, prioritise
resources, establish waiting lists and times, and respond to consumer complaints etc.
 We will advise residents/health consumers who desire personal matters to be brought to the
attention of the MidCentral District Health Board to follow the proper procedure for raising
issues and registering complaints
 We will not seek to advocate on behalf of an individual beyond advising them of the complaints
procedure and later checking that the matter has been addressed satisfactorily by the
organisation. (‘Satisfactorily’ refers to the procedures followed by the organisation in addressing
the matter, not necessarily whether the outcome is as the individual would wish)
 We recognise that there may be rare occasions where we have been requested to advocate or
represent an individual in certain circumstances and wish to do so. In such circumstances, we
recognise that a conflict of interest will be created and accordingly will request the Board to
consider the matter at the next Board meeting in terms of section 10 below
 We will not make commitments for work or expenditure which have not been previously
approved by the MidCentral District Health Board, nor create any liability for the MidCentral
District Health Board beyond authorised delegations.

8. LEGISLATIVE COMPLIANCE
We are mindful that the position of Board member brings with it an obligation to act at all times
as a responsible member of society.
 we will be familiar with the New Zealand Acts and Regulations that govern our responsibilities
as Board members of the MidCentral District Health Board, and will obey the law, and be
aware of and respect the processes of the law
 we will comply with all Health and Safety policies and procedures operating within the sites
and facilities owned by the MidCentral District Health Board.
9. PROCUREMENT
As a public entity, the Board is required to be ethical and act with integrity when procuring goods
or services. Informal communication with potential suppliers could prejudice the integrity of the
procurement evaluation process (Controller and Auditor General, Good Practice Guide –
Procurement Guidance for Public Entitities, 2008). We will:
 act, and be seen to be acting in a fair, open and unbiased manner;
 observe ethical standards, principles, and behaviour throughout the procurement process;
 not communicate informally with potential suppliers during a procurement process. If
approached or lobbied, we will refer potential suppliers to the Chief Executive or the senior
staff member under his or her delegations designated as the point of contact for a procurement
process;
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 not attempt to influence staff during a procurement process. This includes attempting to
influence staff to use their delegated authority to purchase goods or services from a particular
supplier.
10. CONFIDENTIALITY
We recognise that we will receive information that is both public and private and that the release
of information, and access to and handling of personal information about any individual is
governed under the Official Information Act 1982 and the Privacy Act 1993. In order to protect
the organisation and ourselves from inappropriate use of information:
 we will make ourselves familiar with this legislation, and refer any requests for ‘Official
Information’ to the Chief Executive
 we will not disclose publicly any business discussed while the public is excluded from a
meeting, and/or information for which good reason exists (under the terms of the Official
Information Act) for it to be withheld from the public, unless the Board decides by resolution
to make such information public
 we accept that we may acquire information of a confidential nature, for example about health
and disability providers and/or other local and national organisations. We agree not to use
any such information for personal advantage, nor to disclose it to any other person unless first
authorised by the Board.
11. CONFLICT OF INTEREST
We note that the NZ Public Health and Disability Act sets out the definition and procedure for
disclosure of members’ interests. This states that:
i. A Board member who is ‘interested in a transaction’ of MidCentral District Health Board
must, as soon as practicable after the relevant facts have come to their attention, disclose the
nature of the interest to the Board.
ii. The Board member must not take part in any deliberation or decision of the Board relating to
that transaction.
iii. The disclosure must be recorded in the minutes and entered in a separate interests register
“Interested in a transaction” is defined with the NZHDA (Interpretation Section) as: “if the
Board member:

 is a party to, or will derive a financial benefit from the transaction
 has a material financial interest in another party to the transaction or
 is a director, member, officer, partner or trustee of another part to, or person who will or
may derive a material financial benefit from the transaction …, or
 is the parent, child, spouse of another party to, or person who will or may derive a
financial benefit from the transaction, or
 is otherwise directly or indirectly interested in the transaction
We recognise that at times there may arise a ‘perception of interest’ which is a wider
interpretation than that defined in the legislation. We agree that the appropriate procedure is
to raise such matters of interest in the first instance with the Chair, who will determine an
appropriate course of action conflicts may be real or spoken.
We agree that the Board may, where appropriate, decide that a Board member who has
declared an interest in matters to be discussed by the Board should leave the meeting room for
the duration of discussion on such matters.
We will not use our official position for personal gain, or solicit or accept gifts, rewards or
benefits which might be perceived as inducements and which could compromise our integrity.
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We will exercise care and judgement in accepting any gifts, and advise the Chair and/or Board
of any offer received.
12. CONSULTATION
We note our legislative obligations to consult with the public as required by or under the NZ
Health & Disability Act 2000, and are mindful that ‘consultation’ is a term with specific meaning
that has been derived from case law. We also express a general philosophy and intention to
engage with and welcome dialogue with the community.
 we will endeavour to keep an open mind during formal consultation with the public and be
prepared to listen, to develop our understanding, and if appropriate to change our view
 we will ensure that the consultation process provides the public with an effective opportunity
to give their views
“Consultation does not mean negotiation or agreement. It means setting out a proposal not
finally decided upon, adequately informing a party of relevant information upon which the
proposal is based, listening to what others have to say with an open mind (in that there is room
to be persuaded against the proposal), undertaking that task in a genuine and not cosmetic
manner, reaching a decision that may or may not alter the original proposal.”
13. MEDIA AND PUBLIC COMMENT
We recognise the freedom of Board members to communicate with the media. We agree that if
speaking to the media on DHB matters we will distinguish clearly to our audience that we are
speaking in a personal capacity. If an individual board member releases a press statement then in
good time, other board members are to be extended the courtesy of a copy of that press release.
We accept that once a decision has been formally reach by the Board, this decisions becomes the
policy of the Board and we will act on, and remain collectively accountable form, decisions even if
we individually disagree with them.
We agree that the Chair or such other member of the Board that the Chair may delegate ie Deputy
Chair or Committee Chair, should act as spokesman for the collective Board.
We will inform the Chair as soon as possible if contacted by the media or if we intend to speak to
the media.
14. PERFORMANCE
We agree to an annual appraisal of performance.
15. KEYWORDS
MidCentral District Health Board, Committee, Code of Conduct
16. RELATED MDHB DOCUMENTS
MDHB-3148, MDHB Standing Orders
MDHB-2002 Communications Policy
MDHB-4564 Election Protocols for MDHB Staff and Members
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POLICY

APPOINTMENT TO BOARD COMMITTEES
Applicable to: MidCentral DHB

Issued by: Board
Contact: Principal Administration
OfficerDirector of the Office of the Chief
Executive

1.

PURPOSE
To ensure that Board Committees have the skills mix necessary for them to carry out their roles
and responsibilities effectively.
To give guidance to the Board on the process to be followed when appointing Board members or
external persons to Board Committees.

2. SCOPE
All persons interested in membership of the District Health Board’s Committees.
3. ROLES & RESPONSIBILITIES
3.1 Board Chair
Appoints Board Members to statutory and other Board committees.
Advises the Minister of Health of external appointments to Board Committees.
3.2 Board
Determines the skills mix necessary for each committee to effectively carry out its role and
responsibilities.
Approves the appointment of external appointees to Board Committees.
Approves the membership of selection panels for the appointment of external persons to
Board Committees.
3.3 Statutory and Other Board Committees
Committee Chairperson, in conjunction with the Board Chairperson, shortlists applicants
for appointment to external positions.
Committee Chairperson chairs selection panel in respect of the appointment of external
persons to the Committee.
3.4 Selection Panel
Interviews shortlisted applicants, and makes recommendation to the Board regarding
preferred candidates, or further action required in order to obtain the skills mix required.
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3.5 Officer Responsible for Governance Processes
Arranges Statutory and other Board Committee positions available to external persons to be
publicly advertised.
Registers all applications received for Statutory and other Committee membership
positions.
4. PREREQUISITES
Compliance with New Zealand Public Health and Disability Act 2000.
Crown Entities Act 2004.
5.

POLICY
This policy sets out the process that shall be followed by the Board in appointing non-Board (ie
external) members to statutory committees of the District Health Board, and other committees as
required.
5.1 Committee Membership
Statutory and other Committees shall comprise a majority of Board Members, excluding ex
officio members.
5.2 Terms of Appointment to Committee
All appointments to Committees shall be for a period up to, but not exceeding, three years.
Members are eligible for reappointment.
5.3 Remuneration of External Members
Remuneration shall be as determined by the Minister of Health from time to time and in
accordance with the Cabinet Fees Framework for Members of Statutory and Other Bodies
Appointed by the Crown.
5.4 Skills Requirement
All external members of Statutory Committees shall be required to have the following core
competencies:













an ability to add value
an ability to clearly communicate orally and in writing
the capability for a wide perspective on issues
integrity and a strong sense of ethics
common sense
organisational and strategic awareness
an appreciation of the role of the Crown as a shareholder
an ability to distinguish corporate governance from management
financial literacy
a well-developed critical faculty
the ability to be information oriented
a knowledge of the responsibilities of a director.
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They shall also be required to have the technical skills and knowledge as determined by the
Board. In determining these skills/knowledge, the Board shall ensure that they are capable
of being objectively measured.
5.5 Process of Appointment
5.5.1

The Chairman shall appoint Board Members to relevant statutory and other
committees.

5.5.2

The Board shall determine what skills mix each Committee requires to carry out its
roles and responsibilities, identifying those not available through Board membership
of the Committee and recommending the recruitment of external persons
accordingly. Refer Appendix A for checklist.

5.5.3

The Board shall make a final determination as to the number of persons required for
membership of the Committee, and the skills required.

5.5.4

Applications for appointment of external members to statutory committees shall be
invited by way of public advertisement under the name of the MidCentral District
Health Board, except for those required to specifically represent Māori.

5.5.5

When seeking persons to specifically represent Māori, the Board shall seek
candidates through its iwi partner(s) in the first instance. If no candidates are
forthcoming, applications shall be invited by way of public advertisement under the
name of MidCentral District Health Board.

5.5.6

Matching of the skills and experience of applicants with the skills and experience
sought for the statutory committees shall occur through the shortlisting process and
not by restricting the range of persons who wish to apply.

5.5.7

All applicants for membership of the Statutory and other Committees shall be
registered by the Officer responsible for governance processes.

5.5.8

Shortlisting of applicants shall be undertaken by the Chairperson of the Board and
the Chairperson of the Statutory or other Committee concerned.

5.5.9

Interviewing of applicants shall be undertaken by a panel comprising at least three of
the following roles: Chairperson of the Board, the Chairperson of the relevant
Committee; the Board Deputy Chair or a member of the Committee, and the Chief
Executive.

5.5.10 Final decisions as to the appointment shall be made by the Board in accordance with
legislation, ensuring that the person gives the Board a statement disclosing any
conflict of interest that the person has or which is likely to arise in future.
5.5.11 The Board Chairperson shall advise the Minister of Health of all appointments to
Statutory Committees.
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5.6 Responsibilities of External Members
All external members appointed to Statutory or other Board Committees shall have full
voting rights.
They shall have the same rights and responsibilities as the Board Members who are serving
on the Committee.
5.7 Orientation
All external members appointed to Statutory and other Board Committees shall be required
to undertake the District Health Board’s Board orientation programme within three months
of appointment.
6. DEFINITIONS
External Member: Those persons appointed to the Statutory and other Committees of the
Board who are not appointed or elected members of the District Health Board.
Statutory Committees: 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) of MidCentral District Health Board.
Statutory Committees: The Hospital Advisory Committee, the Community and Public Health
Advisory Committee, and the Disability Support Advisory Committee (operating jointly as the
Health and Disability Advisory Committee).
Iwi Partner(s): Manawhenua Hauora.
Officer Responsible for Governance Processes: Principal Administration Officer Director
of the Office of the Chief Executive.
7.

REFERENCES
New Zealand Public Health and Disability Act 2000

8. FURTHER INFORMATION/ASSISTANCE
Board Chairperson
Principal Administration OfficerDirector of the Office of the Chief Executive
9. APPENDICES
Skills Checklist
10. KEYWORDS
External member
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Appendix One

Met

Priority

Required

Not Necessary

SKILLS CHECKLIST

Business Acumen
Financial
Strategic Planning
Organisational Planning
Legal
Maori Health
Intellectual Disability
Physical Disability
Clinical Expertise
Primary Health
Secondary Health
Tertiary Health
Disability
Mental Health
Rural Health
Urban Health
Consumer/Advocacy
Quality Health
Community medicine specialist and/or epidemiologist
Health/Social Services
Other:

Not
Necessary,
and,
Required:

Determination as to whether or not the “skill/expertise” is necessary to carry out its
roles and responsibilities.

Priority:

Determination as to the priority (importance) of having that “skill/expertise” on the
Committee:
1. Absolutely essential
2. Desirable
3. Preferable but not essential

Met:

Determination as to whether or not that “skill/expertise” is met by the existing
members of the Committee, including board member representation on Committee.

POLICY

Appendix Four

167

TRAINING FOR BOARD MEMBERS
Applicable to: MidCentral District Health
Board Members and Statutory
Committee Members
1.

Issued by: Board
Contact: Board Chair

PURPOSE
To ensure that Board Members receive training to enable them to undertake their governance role
in respect of MidCentral District Health Board.

2. SCOPE
This policy shall apply to Board members of MidCentral District Health Board, and its statutory
committees.
3. ROLES & RESPONSIBILITIES
3.1 Board Chair
The Board Chair is responsible for ensuring an annual review of Board Members’ training
requirements is undertaken.
The Chair is responsible for discussing Board Members’ training requirements with them
on an individual and collective basis, and reaching agreement on these.
The Chair is responsible for developing an annual training programme to best meet the
individual and collective needs of the Board.
The Chair is responsible for seeking Ministerial approval of MidCentral DHB training.
3.2 Board Members
Board Members are responsible for identifying their training needs on an annual basis, and
agreeing these with the Chair.
Board Members are responsible for assisting with the development of an annual training
programme which best meets the individual and collective needs of the Board.
3.3 Principal Administration OfficerDirector of the Office of the Chief Executive
The Principal Administration OfficerDirector of the Office of the Chief Executive is
responsible for maintaining the Board Members’ Training Register, and implementing the
Board’s annual training programme.
The Principal Administration OfficerDirector of the Office of the Chief Executive is
responsible for ensuring appropriate budget provisions are made, and expenditure against
this is monitored.
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3.4 Chief Executive
The Chief Executive is responsible for providing Board/Committee Member orientation
programme for new members within three months’ of their appointment.
4. PREREQUISITES
Compliance with the New Zealand Public Health and Disability Act 2000.
5.

POLICY
5.1

Board Members
The Training Register for Board Members, established in accordance with the NZ Public
Health & Disability Act 2000, shall form the basis of training for Board Members.
All Board Members advise their training requirements on an annual basis via the Board
Member evaluation process and a form will be provided for this purpose. They will also
advise any areas where they believe the Board’s performance as a whole can be further
enhanced.
Following receipt of the evaluation forms submitted, the Chair shall agree with the member
the scope of the training in which that member is interested. The outcome shall be recorded
in the DHB’s Training Register.
Such training shall not cover areas dealt with in training already provided, or proposed to
be provided, for the Board as a whole by MidCentral DHB, the Ministry of Health, the
Central Region DHBs, or any other party.
Such training shall be of benefit to the member in the discharge of their governance
responsibilities and shall not have solely personal benefit.
From the individual requirements expressed, and the views of the Board as whole (as
detailed in the annual Board Member evaluation process), the Chair shall develop an annual
training programme for the Board’s consideration which best meets the individual and
collective needs of the Board, taking into account budget considerations.
An annual consolidated training budget will be provided for, based on a nominal rate per
Board Member of around $1,000.
Any attendance at a course or seminar proposed pursuant to the agreed scope of training
shall be authorised by the Board Chair.
Attendance of Board Members at training courses and seminars shall be based on the
training requirements as identified and recorded in the training register.
Where the agreed annual maximum budget will be exceeded by a particular course of
training, the members may pay the additional amount personally.
Payment of travel, accommodation and sustenance costs shall only occur where the
registration fee is fully or partly paid by MidCentral DHB as being within the annual budget.
Attendance at any course of training that involves non-domestic travel shall only occur
pursuant to a resolution of the Board.
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Board members are expected to share with other members lessons from external training
supported by the Board.
5.2 Committee Members
Members of Statutory and other Committees shall not be required to complete annual
training assessments.
Training in respect of Statutory Committee members shall be limited to MidCentral District
Health Board’s Orientation Programme for Board and Committee Members.
5.3 Orientation Programme
The Orientation Programme for Board and Committee Members shall comprise six key
areas, being governance, board/committee structure, management structure, organisation,
Manawhenua Hauora, and site/service visits.
All Board and Committee Members shall be required to undertake MidCentral District
Health Board’s orientation programme within three months’ of appointment.
6. DEFINITION
Statutory Committees are those three committees established in accordance with the NZ Public
Health & Disability Act 2000, being the Hospital Advisory Committee, the Community & Public
Health Advisory Committee and the Disability Support Advisory Committee which operate
jointly as the Health and Disability Advisory Committee.Healthy Communities Advisory
Committee, and the Hospital Advisory Committee which operates as the Quality & Excellence
Advisory Committee.
Other committees are those established from time to time by the Board in accordance with the NZ
Public Health & Disability Act 2000, such as the Enable New Zealand Governance Group.
For the purposes of this policy, “appointment” means the appointment of Board Members by the
Ministry of Health, the appointment of external Committee Members by MidCentral District
Health Board, and the appointment of Board Members via the triennial local Government
election process.
7.

REFERENCES
NZ Public Health & Disability Act 2000

8. FURTHER INFORMATION/ASSISTANCE
Chairman
Chief Executive
Principal Administration OfficerDirector of the Office of the Chief Executive
9. KEYWORDS
Training, Orientation
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Subject

Delegation of Authority Policy

RECOMMENDATION
It is recommended that the Board:


note that the Delegation of Authority Policy was endorsed for Board
consideration by FRAC at their September meeting, subject to the two
matters raised by FRAC being completed to the satisfaction of the Board



note that the Delegation of Authority Policy has been reviewed and that
several minor adjustments are proposed



approve the revised Delegation of Authority Policy.

Strategic Alignment
This report is aligned to the DHB’s strategy and key enabler “Stewardship”, it
discusses an aspect of effective governance.
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1.

BACKGROUND

The Delegation of Authority Policy (Delegation Policy) is subject to annual review.
Last year, following a 12-month ‘bedding in’ period after the changes to roles,
responsibilities and structure, the Delegation Policy had a major review focused on
ensuring the changes were workable and allowed sufficient delegations for
positions to carry out their roles efficiently. The review last year also took the
Beattie Varley report findings and the updated Travel, Accommodation and Other
Sensitive Expenditure Policy into consideration.
The Delegation Policy has been reviewed with only minor amendments made to it.
A copy of the policy with tracked changes is attached for reference.
2.

MATTERS RAISED BY FRAC

During discussion with FRAC, two queries were raised:
Section 5.7 – Restructuring
The Committee queried the degree of oversight the Board has during major
restructuring. The Committee agreed that this occurs due to the CEO’s transparent
reporting, rather than it being a prescriptive process within the policy and
requested management re-check. The proposed delegations have been amended
to require the CEO to confirm Tier Two restructures with the Remuneration
Committee before finalisation and Tiers Three and Four advised subsequent to
finalisation.
The Delegation of Authority Policy clearly states the limits that the CEO can operate
within (authority to manage the organisation). Any proposals that would be
beyond the CEO’s authority are referred to the Board for authorisation.
Appendix 1 – Capital Expenditure
Added: Alterations of changes to premises including changes in type of activity.
This has been a deliberate and very specific restrictive delegation, as opposed to a
permissive delegation to ensure no unintended compliance issues from anyone
acting outside their scope of skill and knowledge. An example would be if a
manager authorised the blocking up of one door and insertion of a new opening
into a building. This could seem like a simple and inexpensive project, however in
a commercial building such as the hospital, the fire regulations could be
unintentionally breached and until remedial action was taken, that whole area
would have to be closed to staff, patients and visitors.
3.

SUMMARY

The proposed changes from the original paper supplied and endorsed by FRAC are
outlined below.
The review of this iteration is largely a reflection of role name changes and minor
realignment of delegations within responsibilities. It is proposed that following the
output of the Martin Jenkins review the delegations will be further examined.
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Section 7.2 (Page 9) – Appendix numbering corrected.
Appendix 1 – Level C positions:
Change of title from General Manager, Māori & Pacific (GMMP) to General Manager,
Māori Health (GMM)
Change of title from Manager to ‘Director’ Facilities & Estate Management
New position – Director, Facilities Development – added to Level C
Appendix 1 - Level D positions:
Pae Ora Operations Director added
Appendix 1 – Section 2.1 Contracts for Commissioning of Health &
Disability Services
Chief Executive can still delegate to Level B but removed only to GMSPP.
Contracts with a terms of less than three years, added GMF can delegate.
Note at end of section removed, no longer in transition arrangement.
Appendix 1 – Section 2.6 Trust & Bequest Funds
Level C increased to $50k (in line with CAPEX delegation)
Appendix 1 – Section 2.8 Capital Expenditure
Added Alterations of changes to premises including changes in type of activity
Appendix 1 – Section 3.6 Receiving Gifts, Entertainment & Donations
Gifts Policy renamed correctly to ‘Donations, Gifts, Gratuity and Sponsorship
Policy’.
Appendix 1 – Section 7 Operational Policy & Procedures
‘Arm’ removed from Funder and Provider.
Provider – Clinical – added EDN&M and EDAH
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POLICY
DELEGATION OF AUTHORITY
APPLICABLE TO: MidCentral District
Health Board

1.

ISSUED BY: Corporate Services
CONTACT: General Manager - Finance &
Corporate Services

PURPOSE

This Policy sets the delegation of authority limits and all employees and Board members of
MidCentral District Health Board (“the DHB”), including temporary employees, must
comply with this policy.
The DHB is a body corporate owned by the Crown and established under section 19 of the
New Zealand Public Health and Disability Act 2000 (“the NZPHD Act”).
Under the NZPHD Act and the Crown Entities Act 2004 (“the CE Act”) the DHB and
the Board of the DHB have a number of functions, duties and powers. The NZPHD Act:


requires the Board of the DHB to delegate to the DHB’s chief executive the power to
make decisions on management matters relating to the DHB (section 26(3));
requires the Board of the DHB to formulate, keep under review and amend or replace
(as it considers appropriate) a policy for the exercise of its powers of delegation (clause
39(1) of Schedule 3); and
expressly authorises the Board of the DHB to, by written notice, delegate any of the
functions, duties or powers of the Board or of the DHB (clause 39(5) of Schedule 3).




This policy has been formulated by the Board as its policy for the exercise of its powers of
delegation under the Act and replaces any previous delegation policies of the Board.
Every exercise by the Board of a power of delegation must comply with this policy (clause
39 (3) of Schedule 3 of the NZPHD Act).
This policy should be read in conjunction with the DHB Code of Conduct Policy, Sensitive
Expenditure Policy, Procurement Policy, Treasury Policy, the State Sector Standards of
Integrity and Conduct, and the Controller and Auditor-General Controlling Sensitive
Expenditure Guidelines.
2.

SCOPE

This policy, including the attachments, applies to Board members, Board committees and
sub-Committees, the Chief Executive and other specified levels of management and staff
within the MidCentral District Health Board.
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3.

GOVERNANCE

3.1

Functions, duties and powers of the DHB and the Board
Under section 25 of the CE Act, the Board has the authority, in the DHB’s name, to exercise
powers and perform the functions of the DHB. The NZPHD Act and the CE Act set out
the objectives, functions, duties and powers of the DHB and theBoard, and restrictions
on those functions, duties and powers. Those restrictions include, but are not limited to,
the following:
• The DHB must pursue its objectives in accordance with its plans prepared under
section 38 and 39 of the NZPHD Act, and any directions or requirements given to it by
the Minister of Health under section 33 of the NZPHD Act, or sections 103 or 107 of
the CE Act (section 22(2) of the NZPHD Act). The DHB’s objectives are set out in
section 22(1) of the NZPHD Act.
 Acts of the DHB may be invalid if they are contrary to, or outside the authority of, an
Act or are done otherwise than for the purpose of performing the DHB’s
functions (section 19 of the CE Act). The DHB’s functions are set out in section 23 of
the NZPHD Act and section 14 of the CE Act.
 The Board must ensure that the DHB acts in a manner consistent with the DHB’s
objectives, functions and current statement of intent (section 49 of the CE Act).
 The Board must ensure that the DHB performs its functions efficiently and effectively
and in a manner consistent with the spirit of service to the public (section 50 of the CE
Act).
 The Board must ensure that the DHB operates in a financially responsible manner, in
a way that prudently manages the DHB’s assets and liabilities and in a way that
endeavours to ensure the DHB’s long-term financial viability and that the DHB acts as
a going concern (section 51 of the CE Act).
 The Regional Service Plan, including any significant amendments, requires the
consent of the Minister of Health.
 The Annual Plan must be agreed upon with the Minister of Health.
 The delegations policy requires the approval of the Minister of Health (clause 39(2) of
Schedule 3 of the NZPHD Act).
 The Board is required to put in place the following Advisory Committees (sections 3436 of the NZPHD Act):
o Hospital Advisory Committee
o Community and Public Health Advisory Committee
o Disability Support Advisory Committee.
This requirement is fulfilled through the Terms of Reference of the Health and
Disability Advisory Committee (HDAC) formerly the Healthy Community Advisory
Committee and Quality and Excellence Advisory Committee.
 The terms and conditions of employment of the Chief Executive (“the CEO”), while
determined by the Board, require the consent of the State Services Commissioner
(clause 44 of Schedule 3 of the NZPHD Act).
 The Board (and its members and committees of the Board) must not interfere in
respect of matters relating to decisions on individual employees (for example, relating
to the appointment, promotion, demotion, transfer, personal grievances, disciplining,
or cessation of employment, of an employee). These are the independent responsibility
of the CEO (clause 44(4) of Schedule 3 of the NZPHD Act).
 The DHB may not borrow, amend the terms of any borrowing, give a guarantee or
indemnity or acquire shares except in accordance with sections 160 – 164 of the CE
Act and section 45, 45A and 46 Schedule 3 of the NZPHD Act.
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3.2

The Board’s power to delegate
Clause 39 of Schedule 3 of the NZPHD Act authorises the Board of the DHB to delegate any
of the functions, duties or powers of the Board or of the DHB to:
 a committee of the Board;
 a member of the Board;
 an employee of the DHB;
 a person or class of persons approved by the Minister for the purpose.
Every delegation of the Board of any of the functions, duties, or powers of the Board, or of
the DHB, must be in writing (clause 39 (4) and (5) of Schedule 3 of the NZPHD Act).
A delegation of a function, duty, or power is revocable at will and does not prevent the
Board or the DHB from performing the function or duty, or exercising the power (clause 39
(6) of Schedule 3 of the NZPHD Act).
A delegation may be made to any named person or to any member of a specified class of
persons; and, if made to a specified class of persons is, unless it provides otherwise, to
each member of the class for the time being, even though the membership of the class has
changed since the delegation was made (clause 39 (7) of Schedule 3 of the NZPHD Act).

3.3

The Powers reserved for the Board
The Board reserves all its functions, duties, or powers with the exception of any of those
to be specifically delegated.

4.

BOARD RESPONSIBILITIES

4.1

General
Delegations are to provide the correct balance between control and independence to
encourage achievement of required outputs. They are to comply with proven practice and
ensure that the organisation is not exposed to unacceptable risk.
Any delegated function, duty or power performed or exercised by a delegate must be
performed or exercised:
 in pursuit of the DHB’s objectives, as set out in section 22(1) of the NZPHD Act, in
accordance with the Regional Service Plan, Annual Plan, Statement of Intent, and any
directions or requirements given to it by the Minister of Health under section 33 of the
NZPHD Act or section 103 or section 107 of the CE Act (section 22(2) of the NZPHD
Act);
 for the purpose of performing the DHB’s functions as set out in section 23 of the
NZPHD Act and section 14 of the CE Act (section 19(1)(b) of the CE Act);
 in a way that is not contrary to or outside the authority of an Act (section 19(1)(a) of
the CE Act);
 in a manner consistent with the DHB’s objectives, functions and current statement of
intent (section 49 of the CE Act);
 efficiently and effectively and in a manner consistent with the spirit of service to the
public (section 50 of the CE Act);
 in a financially responsible manner, in a way that prudently manages the DHB’s assets
and liabilities and in a way that endeavours to ensure the DHB’s long-term financial
viability and that the DHB acts as a successful going concern (section 51 of the CE
Act);
 in line with statutory requirements (in particular the requirements of the NZPHD Act);
 with due regard for the need to obtain best value from the available health resources;
 in a manner that would withstand full public scrutiny of process and outcome.
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4.2

Amendments and replacement to this policy
The Board must keep this policy under review and amend or replace the policy as it
considers appropriate. An amendment or replacement does not come into force unless it
has been approved by the Minister of Health (clause 39(1) and (2) of Schedule 3 of the
NZPHD Act).

5.

DELEGATE RESPONSIBILITIES

5.1

Conflict of Interest
Delegates must comply with clauses 39(8) and (9) and 40(2) and (3) of Schedule 3 of
the NZPHD Act regarding conflicts of interest. Section 6 of the NZPHD Act defines a
conflict of interest (refer Appendix 6).
Under clause 39(8) and (9) of Schedule 3 of the NZPHD Act, a delegate who on a day is to
perform a function or duty or exercise a power:
 must, before doing so, consider whether or not he or she has (or, as the case requires,
will have) on that day any conflicts of interest with the DHB; and
 if the delegate has (or will have) any such conflicts of interest, must give the Board a
statement completed by him or her in good faith that discloses those conflicts of
interest, together with any such conflicts of interest the delegate believes are likely to
arise in the future. The delegate must inform the Board of any relevant change in their
circumstances affecting a matter disclosed in that statement, as soon as practicable after
the change occurs.
 if the delegate who has (or will have) no such conflicts of interest, must inform the
Board of any relevant change in the delegate’s circumstances affecting that fact, as soon
as practicable after the change occurs.
Clause 40(2) and (3) of Schedule 3 of the NZPHD Act provides that a delegate who is
interested in a transaction of the DHB may not perform a function or duty, or exercise a
power, under the delegation if the function, duty, or power related to the transaction.
The only exception is if the Board has given its prior written consent to the delegate
performing the function or duty, or exercising the power, even though the function, duty,
or power relates to the transaction.
Members of the executive management team are to report conflicts to the Board in the
board papers and advisory committee papers and record these in an Officers and
Employees Conflict of Interests Register maintained through the CEO’s office. Annual
declarations for Executive employees are required and support conflict declarations.
Other staff members are to report conflicts in writing to the appropriate member of the
executive management team.

5.2

Temporary Assignment
Whenever a manager of a DHB who has been delegated functions, duties or powers, and
who has the power to assign all or part of his or her delegations takes leave or is going to
be absent for a significant period, he or she should decide whether any of those functions,
duties or powers ought to be temporarily assigned to another employee to ensure
continuation of the service. For the purpose of this policy “assign” includes “subdelegate”. Delegations may be assigned in part.
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Temporary assignments are to be made using Instrument of Delegation (Temporary) form
and are not effective until endorsed by the line manager. This will specify the
delegations provided and the length of time the assignment is to be enforced for and
recorded in the delegations register.
Permanent assignment using the forms in Appendix 2 (part B) requires “one-up” approval.
5.3

Key Principles of all Delegations
Board approval is required for any action exceeding the limits delegated to the CEO.
All new ventures and changes of policy or practice, outside those signalled in the Board
approved Annual Plan that are likely to significantly affect outputs or change access to
a service, require Board approval.
Notification to the Board is required for any proposal or action that might attract significant
adverse publicity, or can with reasonable foresight be predicted to result in legal action
against the DHB.
The Board will not delegate to any person the authority to raise capital or to specifically
borrow money or enter into lease agreements for a term of more than 5 years by any means
whatsoever. The Board will not delegate the power to sell, exchange, mortgage, or charge
land. Ministerial consent is required for the Board to enter into such agreements as
outlined in clause 43 of Schedule 3 of the NZPHD Act. Delegation may be given for
appropriate risk management tools such as interest risk derivatives or forward exchange
contracts within limits specified under this policy. In the case of interest rate derivatives,
joint Ministers’ approval must be obtained first as outlined in the CE Act. Acting within the
parameters of the Act and the Crown Entities Act 2004, and with Ministerial approval as
required, the Board has approved use of certain treasury instruments for the day-to-day
management of treasury risks and exposures. No other treasury instruments are permitted
without the prior approval of the Board. Where such instruments are entered into,
appropriate reporting to the Board or the Finance, Risk and Audit Committee is expected.
A delegate may, unless the delegation concerned provides otherwise, perform the functions
or duties and exercise the powers they have been delegated in the same manner, subject to
the same restrictions, and with the same effect, as if they were the Board or the DHB
(including in accordance with all relevant policies and procedures set by the Board from
time to time) (clause 40(1)(a) of Schedule 3 of the NZPHD Act). All delegates must
familiarise themselves with the relevant provisions of the NZPHD Act, CE Act, Operational
Policy Framework and Crown Funding Agreement before performing delegated functions
or duties, or exercising delegated powers.

5.4

General Principles of all Delegations
The following are general principles that apply to delegations and to any permitted
assignments:
A delegate may not assign any functions, duties or powers they have been delegated,
unless expressly permitted by the delegation concerned or with the written consent of the
Board (clause 40(1)(b) of Schedule 3 of the NZPHD Act).
No employee shall approve timesheets, leave, expenditure, benefit, etc which relate to
themselves or to family members/partners or for the purpose of personal gain. In all such
instances, the individual’s manager must give approval. The following levels of “one-up”
delegation are specifically noted:
 CEO expenses shall require the approval of the Chair of the Board.
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The expenses of the Chair of the Board require the approval of the Chair of the
Finance, Risk and Audit Committee and the General Manager Finance & Corporate
Services.
The expenses of all other Board members require the approval of the Chair of the
Board.

At least two people must be involved in each transaction or as specified in the delegation
schedules outlined in this policy. For example, the same person should not perform all of
the following functions:
 Raise a manual purchase order
 Receive the goods
 Authorise the invoice for payment.
5.5

Financial Delegations
In determining who needs to authorise a transaction, the GST (NZD) exclusive value of the
transaction (being the value of the assets, rights or interests to be acquired or disposed, or
likely to be acquired or disposed, (whether contingent or not) or the value of the obligations
or liabilities (including contingent liabilities) to be incurred or likely to be incurred under or
in relation to the transaction) needs to be considered.
Financial delegations will apply on a ‘per transaction’ basis provided that the item is within
the annual budget; otherwise delegation limits for items outside of budget apply.
Where a contract for goods or services is in place the delegated authority level applicable for
transactions under that contract is limited to the maximum per annum contract value. This
applies where transactions are paid either singularly or by instalment so that the annual
contract value cannot be exceeded. The person holding delegation is responsible for
ensuring transactions authorised adhere to this maximum.

5.6

Capital Projects
All capital expenditure must be supported by a clear rationale identifying how the
expenditure will contribute to achieving the outcomes of the DHB.
Project Business Cases and Project Plans must be developed and approved in
accordance with MDHB Capital Expenditure Policy before the capital investment is
committed.

5.7

Avoidance
Any attempt to bring something within delegated authority which would otherwise not be,
or any action or inaction which has this effect, is considered to be a failure to comply with
delegated authority and may result in disciplinary action. This will include splitting
items requiring approval into smaller components and so avoiding the need to obtain
approval from a person with higher authorisation limits.

5.8

The DHB’s Policy Manual
Other policies in the DHB’s Policy Manual relating to a particular area of delegation may
explain further how the proposed delegations outlined in this policy may be authorised
and applied. In exercising a delegated function, duty or power, delegates must comply
with relevant provisions in the DHB’s Policy Manual that include but are not limited to:
 DHB Code of Conduct Policy
 Procurement Policy
 Sensitive Expenditure Policy
 Treasury Management Policy
 Conflict of Interest Policy
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Delegates must also consider and reference where appropriate the following guidelines:
 State Sector Standards of Integrity & Conduct
 Controller & Auditor General Controlling Sensitive Expenditure guidelines.
5.9

Monitoring and Enforcement
Delegators must inform the General Manager Finance & Corporate Services in writing of
any new delegations they make; or any additions, changes or deletions to existing
delegations they have made; or any conflicts of interest they have been notified of. Refer to
Appendix 3 of this policy and the Conflict of Interest Policy.

6.

DELEGATIONS TO BOARD COMMITTEES

6.1

Board Committees and their Roles
The NZPHD Act requires the establishment of a Community and Public Health
Advisory Committee, a Disability Support Advisory Committee and Hospital Advisory
Committee (sections 34-36 of the NZPHD Act). These Committee’s have been combined
into the Health & Disability Advisory Committee (HDAC). The NZPHD Act gives the Board
the power to establish or dissolve one or more other committees of the Board for a
particular purpose or purposes (clause 38 of Schedule 3 of the NZPHD Act). The Board
has established a Finance, Risk and Audit Committee.
The Board may delegate to a committee of the Board any of the functions, duties or
powers of the Board (clause 39(4) of Schedule 3 to the NZPHD Act).

6.1.1

Short Term or Specific Issue Committees
The Board may, from time to time, with the Minister of Health’s approval establish short
term or specific issue committees and delegate functions, duties and powers in relation to
a specific issue to a defined subcommittee, any decision of which requires ratification by the
Board.

6.2

Authorities of the Board and its Committees

6.2.1 Appointment of Members
The Chair and membership of the advisory committees is determined by the Board.
Membership will be for a term up to three years, and appointment will be by the Board.
Each advisory committee operates by its Terms of Reference that have been approved by
the Board. The Terms of Reference include the membership composition of each advisory
committee.
Provisions applying to HDAC are attached as Appendix 4. Provisions applying to other
committees of the Board are attached as Appendix 5.
6.2.2 Levels of Authority
Each committee is accountable to the Board. By approving this policy the Board has
delegated to each committee the power to make recommendations to the Board on matters
of service provision, service funding and service changes, and the power to advise the
Board on issues and recommend actions.
There is no continuing delegation by the Board to the committees, for the committees to
make decisions on behalf of the DHB except for the power to appoint members to Board
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established Consultative Sub-committees (see clause 6.3 below). From time to time the
Board may delegate responsibility for specific issues to a committee.
The Chairs of each committee may request management to provide information, assistance
and prepare reports to their committee, to enable their committee to fulfil its particular
purpose or purposes.
6.3

Consultative Subcommittees

6.3.1 Appointment of Members
The consultative subcommittees assist the DHB by maintaining an overview of the services
and issues in the District, by providing advice to the Board on the provision and funding of
services, and by assisting in the integration of services in the District.
The Chairs of advisory committees may request consultative subcommittees to provide
information, assistance and prepare reports to the committee, to enable their members to
fulfil their purpose. The Chair of each consultative subcommittee is appointed by the
Board. Membership of each consultative subcommittee is recommended by the respective
Chair of the consultative subcommittee, for approval by the Board.
Each consultative subcommittee operates by its Terms of Reference that have been
approved by the relevant advisory committee. The Terms of Reference include purpose,
scope and term along with membership composition and budget of each consultative
subcommittee.
The Board must obtain the Minister of Health’s approval to establish Board consultative
subcommittees (clause 38(1) of Schedule 3 of the NZPHD Act). The Board has the authority
to dissolve and to regulate each committee’s procedure (clause 38(1) and clause 38(4) of
Schedule 3 of the NZPHD Act).
7.

DELEGATIONS TO THE CEO
These delegations are aimed at facilitating the timely management of the DHB, while
minimising risk to the Board. Delegates when exercising those functions, duties and
powers, must comply with the policy and its schedules.

7.1

Delegation to CEO of Power to Make Decisions on Management Matters
Section 26(3) of the NZPHD Act requires the Board to delegate to the DHB’s CEO the
power to make decisions on management matters relating to the DHB, and any such
delegation may be made on such terms and conditions as the Board thinks fit.
In accordance with section 26(3) of the NZPHD Act and by approving this policy the
Board has delegated to the CEO the power to make decisions on management matters
relating to the DHB. That delegation includes, without limitation, the power to make
decisions on the following management matters of the DHB:
(a)
human resources
(b)
revenue contracts and funding contracts up to the financial limitation
delegated
(c)
capital expenditure up to the financial limitation delegated
(d)
expenditure for major maintenance up to the financial limitation
delegated
(e)
financial delegations up to the financial limitation delegated
(f)
property matters subject to any conditions in respect of approval
(g)
legal matters subject to any conditions specified
(h)
administration matters subject to any conditions and relevant policies
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(i)
(j)
(k)
7.2

supplies and services subject to any conditions and up to the financial limitation
delegated
research matters subject to any condition in respect of approval
health and safety improvements

Delegation of other functions, powers and duties to the CEO
In addition to the above by approving this policy the Board has delegated to the CEO its
functions, powers and duties under the following Acts as detailed in Appendix 65
"Delegations under other Enactments" of this policy:

Accident Compensation Act 2001

Charitable Trusts Act 1957

Oranga Tamariki Act 1989 Children’s & Young People’s Well-being Act 1989

Civil Defence Emergency Management Act 2002

Contraception, Sterilisation, and Abortion Act 1977

Crowns Entities Act 2004

Health Act 1956

Health and Disability Services (Safety) Act 2001

Health Practitioners’ Competence Assurance Act 2003

Health Sector (Transfers) Act 1993

Social Security Act 1964

Public Records Act 2005 and the NZPHD (Archives) Regulations 2001
This policy specifically excludes:
•
Mental Health (Compulsory Assessment and Treatment) Act 1992 which covers the
role of the Director Area Mental Health Services
•
Powers conferred on the Medical Officer of Health under the Health Act
1956.

7.3

CEO may sub-delegate functions, duties and powers
Subject to the Commerce Act 1986 and section 24 of the NZPHD Act, the role of the DHB
Funder Arm is to enter into co-operative agreements and arrangements to assist the DHB
meet its strategic and annual plans, to enhance health and disability outcomes for people,
and to enhance efficiencies in the health sector.
The CEO may, by notice in writing, sub-delegate functions, duties and powers to the
Executive Leadership members and other staff to ensure that the functions of the DHB can
be performed.
Such a delegation may permit the relevant delegate to assign certain functions, duties and
powers to other specified levels of management within the organisational structure,
including temporary delegations consistent with this policy.

7.4

Terms and conditions of delegations
Delegations made to the CEO are made on the following terms and conditions.
(a)
The Board consents, in accordance with clause 40(1)(b) of Schedule 3 of the
NZPHD Act, to the CEO assigning:
(i)
any non- financial powers, duties or functions set out in the DHB Delegation
Policy Document; and
(ii)
the financial powers, duties or functions in accordance with Appendix 1.
(b)
Delegations made do not include:
(i)
delegation of any function, duty or power of the Board or of the DHB that the Board
currently retains or exercises; and
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(ii)
(c)
7.5

any delegation to a committee of the Board any of the functions, duties or powers, of
the Board or of the DHB pursuant to clause 39 (4) of Schedule 3 to the NZPHD Act.
And otherwise on the terms and conditions set out in this Policy.

CEO to maintain delegations register
The CEO will maintain a register of delegation authorities in accordance with this policy.
The delegations register will show what delegations are in force and, where they are not
open-ended, the dates at which attention should be given to renewal. The register will
also record the statutory power that has been delegated, the office held by the delegate,
any conditions on the delegation, and whether consent is given to sub-delegation.
For the sake of clarity, this function will be undertaken by the General Manager,
Finance & Corporate Services (or equivalent) on behalf of the CEO.

8.

DELEGATIONS TO PERSONS OUTSIDE DHB/BOARD
If the Board desires to delegate any functions, duties, or powers to persons who are
neither members of the Board nor employees of the DHB, the prior approval of the
Minister of Health is required.

9.

POWERS, FUNCTIONS AND DUTIES RESERVED FOR MINISTER
The NZPHD Act, the Public Finance Act 1989 and government policy require approval
by the Minister of the following transactions:
•
Sale of land and buildings;
•
Borrowing or financing transactions not conducted within approved external
borrowings;
•
Co-operative arrangements;
•
Purchasing and holding of shares or securities;
•
Creating or settling trusts.

10.

RELATED MATTERS

10.1

Governance
By approving this policy, the Board has made the delegations in relation to governance
matters to the persons listed in Appendix 1, while the CEO is authorised to sub-delegate
his or her powers, functions and duties in relation to operational matters as outlined in
clause 7 above.

10.2

Process for Delegating Responsibilities
This clause applies where employees holding delegations wish to sub-delegate any
delegated authority they have. For delegating powers, duties or functions of the DHB or
the Board, the Delegator will:
1.
2.
3.
4.

define the powers, duties or functions to be delegated specifically outlining the
limits of the powers, duties or functions being delegated;
determine to whom it is proposed the powers, duties or functions are to be
delegated (“the potential delegate”), particularly ensuring that the person is not
‘interested’ in the transaction;
define the criteria to be used in assessing whether to delegate the power;
assess the competence of the potential delegate to perform the powers, duties or
functions being delegated;
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5.
6.
7.
8.

determine and then approve the fitness of the potential delegate for
delegation;
formally delegate in writing the powers, duties or functions as defined;
consider the question of sub-delegation of that power and any conditions attached to
that sub-delegation.
Where there is an appointment to, or change in, any position that has delegated
authority, or persons are nominated to temporarily act in roles that have delegated
authority. Corporate Services (Payroll and Finance Departments) must be notified
in writing on the appropriate form with a specimen signature of the named
appointee or incumbent.

10.3

Policy Review
This policy shall be reviewed annually. The DHB’s Finance, Risk and Audit Committee
shall review and make recommendations to the Board. Any policy amendments require
the further approval of the Minister of Health.

11.

DEFINITIONS
MDHB Board and Board Committees is as defined in the New Zealand Public Health
and Disability Act 2000.
Board Member or Board Chairman is any person elected or appointed to MDHB’s Board
as per the New Zealand Public Health and Disability Act 2000.
Board Committee member is any person elected or appointed to a Committee of
MDHB’s Board.
Other Committees
Include for example, the Medicines Advice and Policy Committee, Professional Advisory
Committees and the Product Evaluation Committee and may also include Consumer
Advisory committee(s), Maori Health committee(s) and other ad hoc committees
established by the Board or CEO for the purposes of advancing MDHB’s business and
community interests.
Delegation to confer authority upon a designated person holding an appointed position
within the organisation, to enable that person to undertake and be accountable for the role,
responsibilities, powers and duties of that position.
Employer is MDHB as defined in the New Zealand Public Health and Disability Act 2000
and the Employment Relations Act 2000.
Employee is a person employed by MDHB to do any work for hire or reward under a
contract of service as defined in the Employment Relations Act 2000.
General Manager/ Operations Executive / Clinical Executive – for the purposes of
this policy, where references are made to General Manager/ Operations Executive / Clinical
Executive, those managers reporting directly to the CEO or a General Manager are also
included.
Sub-delegation the designated person passing on their delegated authority to another
person with agreed defined limitations.
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12.
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13.

RELATED MIDCENTRAL DISTRICT HEALTH BOARD DOCUMENTS
Other policy documents.

14.

FOR FURTHER INFORMATION/ASSISTANCE
Manager, Human Resources
General Managers
Operations Executives Clinical Executives
Medical Director
Executive Director of Nursing
Deputy Chief Financial Officer

15.

APPENDICES (these form part of the policy)
1.
Delegation Schedule
2.
Delegation Tables
3.
Assignment of Delegated Authority
4.
Provisions Applying to HDAC (formerly HCAC & QEAC)
5.
Provisions Applying to Other Board Committees
6.
Delegations under Other Enactments
7.
Conflicts of Interest
8.
Additional Approval if budget has been exceeded

16.

KEYWORDS
Authority Limits
Delegation(s)
Reimbursements
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Appendix 1 – Delegation Schedule – Levels of Delegation
The following table shows the various levels of delegation across the organisation, provided however that the CEO may add roles to the categories
where the CEO considers financial delegations are necessary or appropriate (such delegations to be approved by FRAC).

MDHB Level Positions
A

Chief Executive Officer (CEO)

Formatted: Font: 10 pt

B

General Manager, Finance & Corporate Services (GMF)
General Manager, Strategy, Planning & Performance (GMSPP)
General Manager, Enable New Zealand (GMENZ)
General Manager, People & Culture (GMPC)
Chief Digital Officer (CDO)
Operations Executive Acute & Elective Services
Operations Executive Cancer Screening, Treatment and Support
Operations Executive Health Women Children & Youth
Operations Executive Healthy Ageing & Rehabilitation
Operations Executive Public, Primary & Community Health
Operations Executive Mental Health & Addictions
General Manager, Quality & Innovation (GMQI)
General Manager, Māori Health & Pacific (GMMP)
Executive Director, Medical/Chief Medical Officer (CMO)
Executive Director, Nursing & Midwifery (EDN&M)
Executive Director, Allied Health (EDAH)
Clinical Executive Acute & Elective Services
Clinical Executive Cancer Screening, Treatment and Support
Clinical Executive Health Women Children & Youth
Clinical Executive Healthy Ageing & Rehabilitation
Clinical Executive Public, Primary & Community Health
Clinical Executive Mental Health & Addictions
ManagerDirector, Facilities & Estate Management (DFEM)
Operations Director, Enable
Deputy Chief Financial Officer (DCFO)
Financial Planning Manager (FPM)
Director, Facilities Development
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C
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All other 2nd, 3rd or 4th tier managers including (but not limited to) (with cost centre/budget holding responsibility) Chief Pharmacist, Operations Leads, Pae
Ora Operations Director, Charge Nurses/Midwives, Medical Leads, Team Leaders and other Corporate Services Managers, Communications Manager
(ComM), Manager, Administration & Governance Services
All other Responsibility Centre Managers

D
E

To reiterate, the following general principles apply to delegations and to any permitted assignments:


A delegate may not assign any functions, duties or powers they have been delegated, unless expressly permitted by the delegation
concerned or with the written consent of the Board (clause 40(1)(b) of Schedule 3 of the NZPHD Act).



No employee shall approve timesheets, leave, expenditure, benefit, etc which relate to themselves or for the purpose of personal gain. In all
such instances, the individual’s manager must give approval. The following levels of “one step removed” delegation are specifically noted:



o

CEO expenses shall require the approval of the Chair of the Board.

o

The expenses of the Chair of the Board require the approval of the Chair of the Finance, Risk and Audit Committee and the General
Manager, Finance & Corporate Services.

o

The expenses of all other Board members require the approval of the Chair of the Board.

At least two people must be involved in each transaction or as specified in the delegation schedules outlined in this policy. For example, the
same person should not perform all of the following functions:
o

Raise a manual purchase order

o

Receive the goods

o

Authorise the invoice for payment.
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Policy for Delegation of Authority

Appendix 2 Delegation Tables
All amounts in the following delegation tables are exclusive of GST and are in New Zealand dollars.

1

Level E

Level D

Level C

Level B

Board

Delegation of Authority

Level A

Key: Y means yes but not delegable, YD means yes and delegable, blank in a section lower than a section with a Y means no delegated
authority, blank in a section higher than a section with a Y means that section also has that authority unless specifically indicated otherwise.
Policy Statement and Comments

ANNUAL BUSINESS PLAN

Approve Annual Plans and RSP
Approve activities outside plan:
> $1,000,000
< $1,000,000
< $500,000
< $200,000
< $100,000
< $500
Approve capital budget
Approve operating budget

Document No: MDHB-2022

Y

All decisions made outside of plan must not, when accumulated,
lead to the DHB posting an end of year result outside of the
original business plan. If this is likely to occur then the decisions
need to be referred to the Board

Y
Y
Y*
Y

*GMF and GMSPP only
Y
Y

Y
Y
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See also limits in Section 2.1
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Level E

Level D

Level C

Level B

Board

Level A

Policy for Delegation of Authority
Delegation of Authority

Policy Statement and Comments

2

EXPENDITURES

2.1

Contracts for Commissioning of Health & Disability Services (See footnote below**)

Prioritisation approval process

Y

Annual approval of Funder budget and
Funder commitments schedule of
contracts for health and disability
services
Nationally negotiated contracts or all-ofgovernment contracts within approved
budgets

Y

Contracts with a term > three years
and >$500,000 annualised

Y

Funder annual commitments schedule to identify specific contract
details (e.g. service, provider, previous year contract value, new
contract value) for Board approval.

Y*

Renewal/Renegotiaton of Existing
Contracts

YD

Contracts approved in annual funder
commitments schedule and within
approved budget with a term < three
years and < $500,000 annualised

YD*

Contracts with a term of <three years
and <$200,000 annualised

Document No: MDHB-2022

Payments of invoices for approved contracts are delegated to the
CEO who may sub-delegate that payment approval.

YD

Page 16 of 50

*Enable NZ pass through contracts with ACC and MoH with no
guaranteed volumes

*Delegable only to GMSPP or equivalent.
YD*

GMSPP or GMF can delegate to Level C and Level D.
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For contracts not approved in annual
commitments list and annual budget:

Level E

Level D

Level C

Level B

Board

Level A

Policy for Delegation of Authority
Delegation of Authority

Policy Statement and Comments

New Contracts must be budgeted or limits in Section 1 otherwise
apply.
FRAC is required to review and endorse the annual Funder
commitment schedule and all Funder arm contract changes
where the annualised value of the change is greater than the
GMSPP delegation limit. This includes all contracts for a new
service or a contract with a new provider.

>$200,000 (annualised value)

Y

< $200,000 (annualised value)
Exiting of contracts >$1m

YD
Y

Exiting of Contracts <$1m

Any Funder contract exits should be brought to the attention of
the Board.
Y

Exiting of Contracts <$250k

GM
SPP

**NOTE: As a transition arrangement, although the responsibility for identifying, negotiating and managing Providers rests with Operations

Executives, formal delegation for commissioning contracts is delegated to the GMSPP in support of that process.
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2.2

Level E

Level D

Level C

Level B

Board

Level A

Policy for Delegation of Authority
Delegation of Authority

Policy Statement and Comments

Operating Expenditure

> $1,000,000
< $1,000,000
< $500,000
< $200,000
< $100,000
< $25,000
< $5,000

YD

YD
Y
Y
Y

Consultants (not covered per 5.2)

Document No: MDHB-2022

Delegatable only to one level below i.e. level A can delegate the
$1,000,000 to level B but level B cannot then delegate this limit to
level C.
All leasing arrangements require the approval of the GMF.

YD*
YD

Capital charge, interest costs & tax
payments (no limit but within budget)

Legal advisors:
> $200,000
< $200,000
< $ 50,000

Within approved budget limits.
YD

GMF

DCFO

Y

Y*

*GMF and GMSPP only

YD

Y
YD
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*GMQI, CMO, EDN&M, EDAH
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2.3

Policy Statement and Comments

Level E

Level D

Level C

Level B

Board

Level A

Policy for Delegation of Authority
Delegation of Authority

Contracts for Supply of Goods and/or Services
Y

Y*

New Contracts must be budgeted or limits in Section 1
otherwise apply.
*Enable NZ Contracts; and contracts for support and
maintenance of new capital equipment
Payments of invoices for approved contracts are delegated to
the CEO who may sub-delegate that payment approval.

Contracts with a term > three years
regardless of value

>$1,000,000 (annualised value)
<$1,000,000 (annualised value)
<$200,000
(annualised value)
< $100,000 (annualised value)
< $25,000
(annualised value)
< $5,000
(annualised value)
Nationally negotiated contracts or all-ofgovernment contracts within approved
budgets
2.4

Y
Y
Y
Y
Y
Y
YD

Staff Travel/Expenses and Entertainment

> $16,000 (including CME)

YD

< $16,000 (including CME)
< $1,000 (National or Australia only)
< $100 (National or Australia only)
Entertainment and approved
functions within above limits
Working lunches (on premises)
Vehicle use application

Document No: MDHB-2022

YD

All board expenses/reimbursements must be authorised by the
Board chair
*CME only
All staff expenses/reimbursements must not be authorised by
themselves or their peers or their subordinates.

Y*
YD
Y

YD

Y

All staff travel and expenses/reimbursements must be authorised
by the supervisor the staff member reports to.

Y
Y

Page 19 of 50

Also, please refer to the Travel and Other Sensitive Expenditure
Policy for guidance on this type of expenditure.
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2.5

Level E

Level D

The Finance, Risk & Audit Committee receive notifications of all
ex-gratia payments and make recommendations to the Board for
payments >$50,000

Y

Trust & Bequest Funds
Y

Approved use of Trust Funds in accordance with stated purpose
of the Trust & nominated signatory to funds.

Y
YD

Y

Research

Approve the conduct of research on
premises
2.8

Level C

Level B

Board
Y

> $250,000
< $250,000
< $50,000
2.7

Policy Statement and Comments

Ex-Gratia Payments

> $50,000
< $50,000
2.6

Level A

Policy for Delegation of Authority
Delegation of Authority

Based on recommendation of Ethics Committee, a confirmed
business case and sign off by legal insurance officer and
Operations Executive

CMO

Capital Expenditure

> $500,000
< $500,000
< $250,000
< $50,000
< $10,000

Y
Y
Y
Y
Y

Approval of Capex cost overruns

Y

Alterations or changes to premises
including changes in type of activity

Document No: MDHB-2022

YD

Y*
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Y*

Within approved capital budget. All capital spend items
greater than $1m require monthly reporting of actual spend
against approved spend until the project has been
completed.
Payments of invoices for Board approved contracts are delegated
to the CEO who may sub-delegate that payment approval.
CEO delegation to approve up to 10% or $500k overruns,
whichever is less, on Board approved projects to enable
continuity of delivery, with subsequent advice to FRAC.

Formatted Table

*Level B – General Manager, Finance & Corporate Services
only.
*Level C – Director, Facilities & Estate Management and
Director, Facilities Development only.

Formatted: Centered
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2.9 Capital Asset Disposal
Land or Buildings

Y*

Book or Sale Value >$200,000

Y

Book or Sale Value <$200,000

Level E

GMF
Y

REVENUES

3.1

Contracts for Revenue: Government Funded Services
Y

*Enable NZ Contracts only

Y*
YD*

Crown Funding Agreement &
Variations
All other:

*Delegable to GMSPP only

Y

< $5,000,000 p.a.

Y
YD

< $500,000 p.a.
< $100,000 p.a.

Document No: MDHB-2022

Level D

Y

3

> $5,000,000 p.a.

Policy Statement and Comments

*Note that all sale of land requires Ministry of Health approval.

Book or Sale Value <$100,000
Book or Sale Value <$2000

Contracts with a term > three years

Level C

Level B

Level A

Board

Policy for Delegation of Authority
Delegation of Authority

Y
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3.2

Y

> $500,000 (annualised value)

Y

< $500,000 (annualised value)

Level E

Y
Y

< $200,000 (annualised value)
< $50,000 (annualised value)

Y

< $10,000 (annualised value)

Y

Invoices for Revenue (not covered by a specific contract)

> $500,000
< $500,000
< $200,000
< $50,000
< $10,000
3.4

Policy Statement and Comments

Contracts for Revenue: Non-Government Funded Services

Contracts with a term > three years
regardless of value

3.3

Level D

Level C

Level B

Level A

Board

Policy for Delegation of Authority
Delegation of Authority

YD

YD
YD
YD
Y

Credit Notes

> $100,000
< $100,000
< $50,000
< $10,000

Y
Y
GMF
GM

DCFO

Enable

3.5

Write-Offs (Bad Debt and Stock/Inventory)

> $100,000
< $100,000
< $50,000

Document No: MDHB-2022

Y
Y
GMF
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3.6

Level E

Level D

Level C

Level B

Level A

Board

Policy for Delegation of Authority
Delegation of Authority

Policy Statement and Comments

Receiving Gifts, Entertainment & Donations

Non-financial gifts >$200

Y

Non-financial gifts <$200
Non-financial gifts <$100

Y

Financial Gratuities

Document No: MDHB-2022

Refer Gifts Donations, Gifts, Gratuity and Sponsorship Policy
Y
On no account should staff (personally) accept tips or money from
patients, visitors or business clients of the DHB. People or
organisations that wish to give financial gratuities or non-financial
assets to the organisation and not individuals are able to in line
with donation policies or to the various DHB trust funds. Staff
should refer to Finance should such gifts arise.
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4

Level E

Level D

Level C

Level B

Board

Level A

Policy for Delegation of Authority
Delegation of Authority

Policy Statement and Comments

TREASURY MANAGEMENT

Set and amend Treasury investment,
forex, debt and trading policies

The Treasury Policy sets out operational guidelines and
requirements.

Y

Approve investment in Treasury Bills,
Government Stock, Bank deposits &
other securities
Approve (bank/other) debt
Approve addition of debt

Y
Y

Approve repayment of debt

Y

Y

Approve change of debt terms

Y

Approve rollover of debt

Y

GMF

Approve Finance Leases

GMF

Approve Operating Leases

GMF

Approve Foreign Exchange Cover

GMF

DCFO

GMF

DCFO

Approve Interest Rate Hedging
Approve main banking relationship

Y

Approve all permanent bank facilities
& overdraft arrangements
Approve drawdown of debt within
arranged facilities
Approve account signatories

GMF

Approve other bank accounts

GMF

Approve short-term investments per
Treasury policy

GMF

Document No: MDHB-2022
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5

HUMAN RESOURCES

5.1

Employment Matters Relating to the Chief Executive

All matters relating to the
employment of the CEO

Level E

Policy Statement and Comments

Y

5.2
Recruitment & Appointment
Approve recruitment to a vacant
position within establishment FTE
and within budget
Approve employment in excess of
one FTE
Approve recruitment to a position in
addition to establishment
FTE/budget
Engage recruitment agency to fill
vacant position
Approve transfer expenses on
appointment
Approval to appoint individuals with
criminal convictions where applicable
and in accordance with policy
Approve dispensation from
advertising vacancies

Y

Y

Y*

*in consultation with the General Manager People & Culture in
accordance with other relevant policies

Y
Y*

Within Operating expenditure limits at 2.1, 2.2 and 2.3 in
consultation with Manager and HR and OD

Y*
General Manager, People & Culture only

Y*

Y

Approve honorary appointments of
staff

Y

Approve employing a relative within
own area

Document No: MDHB-2022

Level D

Level C

Level B

Board

Level A

Policy for Delegation of Authority
Delegation of Authority

Y
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HR must approve
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Issue formal written offer of
employment
5.3

Level E

Level D

Level C

Level B

Board

Level A

Policy for Delegation of Authority
Delegation of Authority

Policy Statement and Comments

Y

Employment Conditions

Approve IEA salary increase within
approved parameters
Approve merit/performance
advancement, or accelerated
progression in accordance with
employment agreement
Approve ex-Gratia outside MECA and
policy

Y*

* In consultation with Manager HROD

Y

HR must approve
In consultation with HR Business Advisor
In consultation with HR Business Advisor

Y
Y

Approve waiver of Bonds
Approve variations to standard terms
and conditions offered if outside
collective agreement provisions, or
individual agreement framework
Approve higher duties payments
within employment agreement
provisions
Approve higher duties payments
outside of employment agreement
provisions
Vary working hours within provisions
of employment agreements

Y
Y

In consultation with HR Business Partner
Y

Approve staff representation on
outside committees

Y

Approve secondment of employee to
another organisation within NZ

Y

*overseas secondment requires approval of General
Manager People & Culture

Y

Approve changes to IEA template

Document No: MDHB-2022

In consultation with the GM People & Culture

Y
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Level E

Level D

Level C
Y

Approve grading or regrading of
positions after job sizing has taken
place
Approve private practice/secondary
employment/conflict of interest
5.4

Level B

Board

Level A

Policy for Delegation of Authority
Delegation of Authority

Policy Statement and Comments

*Manager HROD – any increase to establishment needs
approval of Level A

Y

Leave

Y

Approve taking of annual leave
Approve leave taken in advance of
entitlement as per policy (authority to
recover must be signed)

Y*

Y*

Approve buy-out of annual leave in
accordance with Policy

Y

Approve leave without pay (up to 5
days)
Y

Approve leave without pay (up to 1
month)
Approve all international travel for
study/conference/training leave (with
or without pay & reasonable
expenses) Not covered by CME
Approve national travel for
study/conference/training leave (with
or without pay & reasonable
expenses) Not covered by CME
Approve local study / conference
/training leave (with or without pay &
reasonable expenses) Not covered by
CME

Document No: MDHB-2022

*In consultation with HR Business Partner
Note expense approval as per 2.2
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In consultation with Manager HR & OD

Y
Y*

Y
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Policy Statement and Comments

Y

Approve taking of all other leave
within employment agreement
provisions
Y*

Approve discretionary sick leave over
and above provisions of employment
agreement
5.5

Level E

Level D

Level C

Level B

Board

Level A

Policy for Delegation of Authority
Delegation of Authority

Negotiate Collective Employment Agreement within Approved Strategy

Approve or vary bargaining strategies

Y

Initiate bargaining for a collective
employment agreement
Delegate authority to bargain for a
collective employment agreement
within approved strategy

Y

Sign as employer party for collective
agreement or collective agreement
variation and approve issue of notice
of lockout, suspend striking
employees, suspend non-striking
employees and ratify collective
employment agreements.

Y

Document No: MDHB-2022
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5.6
Payment of Salary/Wages
Approve timesheets for staff in
accordance with employment
agreement provisions
Authorise rosters
Authorise overtime in accordance
with employment agreement

Level E

Level D

Level C

Policy Statement and Comments

Y*

Y

Y
Y
Y

Approve reimbursement of workrelated expenses within employment
agreement provisions
Approve non-recovery of
overpayment
5.7

Level B

Board

Level A

Policy for Delegation of Authority
Delegation of Authority

Y*

In accordance with Sensitive Expenditure Policy

* In consultation with GMFCS

Restructuring
Y*

Authorise initiation of review of
services and/or structure that may
result in staff surplus

*Structure changes affecting direct reports of the CEO to be
discussed with the Remuneration Committee before
finalisation. All structure changes affecting Tiers 3 & 4 to be
advised to the Remuneration Committee following
finalisation.

Prepare, consult and finalise review
proposals

Y

Sign off final decision documents for
review of services and / or structure

Y
Y

Authorise initiation of review of
services and/or structure that may
result in staff surplus
Prepare, consult and finalise review
proposals
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5.8

Level E

Level D

Level C

Level B

Board

Level A

Policy for Delegation of Authority
Delegation of Authority

Policy Statement and Comments

Resignation/Retirement

Approve termination of employment
on medical grounds
Approve voluntary medical retirement
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5.9

Level E

Level D

Level C

Level B

Board

Level A

Policy for Delegation of Authority
Delegation of Authority

Policy Statement and Comments

Disciplinary Procedures (in consultation with DHRS)

Issue first warning

Y

Issue final warning
Suspend staff
Terminate employment
Approve summary dismissal for
serious misconduct

Y*
Y**
Y
Y

Settle disputes, grievances, or other
employment related claims against
MDHB over the value of $50,000
Settle disputes, grievances, or other
employment related claims against
MDHB up to the value of $50,000
Settle disputes, grievances, or other
employment related claims against
MDHB under the value of $10,000
Agree to the payment of any nontaxable compensation amounts under
Section 123 (c) (i) of the Employment
Relations Act
Notify Registration Bodies/Councils of
Health Professional’s Competence
Issues (on behalf of the organisation)
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In line with HR policies
* Only for misconduct; serious misconduct can result in
dismissal and therefore needs to be at the level of the CE or
(usually) as delegated by the CE.
** In consultation with HR Business Advisor

Y

Y

Y

Approval by Manager, HROD

Y

Y

Professional Leads Only
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6

Level E

Level D

Level C

Level B

Board

Level A

Policy for Delegation of Authority
Delegation of Authority

Policy Statement and Comments

PUBLIC RELATIONS/COMMUNICATIONS

Set and change PR policy

Y

Y*

Comment to media on policy issues
and governance

Y*

Comment to media on operational
issues

YD

ComM*

*Subject to clearance by relevant General Manager

Approve Consultation expenditure or
community relations expenses
> $200,000
< $200,000
< $5,000

Document No: MDHB-2022

*The CEO must clear all significant releases in accordance with
media policy. The CEO will notify the Chair of any event that is
likely to give rise to adverse publicity.

Any such expenditure for consultation will be in line with
consultation as defined in the Operating Policy Framework and
will have been discussed with the Board.

Y
YD
ComM*
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7

Level E

Level D

Level C

Level B

Level A

Board

Policy for Delegation of Authority
Delegation of Authority

Policy Statement and Comments

OPERATIONAL POLICY & PROCEDURES

Statutory (Delegation)

Y

Statutory policies to go to the Finance Risk
and Audit Committee followed by a recommendation to the
Board.
Examples are: Public Finance Act 1989,
Employment Relations Act 2000,
Health and Safety in Employment Act 1992,
Resource Management Act 1993,
Privacy Act 1993,
Health Practitioners Competence Assurance
Act 2003, Official Information Act 1982
Y

Governance arm
Funder arm
Provider arm – Clinical

CMO
EDN&
M
EDAH

Provider arm – Non-Clinical
Finance (Governance, Funder &
Provider)

YD

Information Technology
Human Resources

Document No: MDHB-2022

Must be endorsed by CEO

GMSP
P
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In consultation with clinical body, e.g. Clinical Heads of
Department

GMF

*GMQI or relevant OE.
Must be endorsed by CEO

CDO
GMPC

Must be endorsed by CEO
Must be endorsed by CEO

Y*
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8.

Policy Statement and Comments

ACCIDENT COMPENSATION

Accept claim for work related
accident

Y

Agree return to work component of
Rehabilitation Plan

Y

Approve and offer alternative or
transitional duties for injured
employee in accordance with
Rehabilitation Plan guidelines

Y

9.

Level E

Level D

Level C

Level B

Board

Level A

Policy for Delegation of Authority
Delegation of Authority

OTHER

Notify Registration Bodies / Councils
re Health issues

Y

Obtain external legal advice on
employment related matters

Y
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Appendix 3 – Assignment of Delegated Authority
All assignments of delegated authority given under this policy are not effective until the Instrument of
Delegation form or Instrument of Delegation (Temporary) form have been completed and signed by
both the delegator and delegate. The endorsement of the assignment is required by the General
Manager Finance & Corporate Services for all:



Permanent assignments at positions at Level D (as determined in Appendix 1); or
Temporary assignments at Level C or D (as determined in Appendix 1).

The Instrument of Delegation and Instrument of Delegation (Temporary) forms follow.
Delegations are made at a Level but specific exclusions may be allowed for if the delegator does not
wish to give blanket authority to a delegate or wishes to give authority to more than one delegate.
The original signed form will be held in a central register by the General Manager Finance &
Corporate Services, on behalf of the CEO, and a copy provided to both the delegator and delegate.
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INSTRUMENT OF SUB-DELEGATION
Issued by: Finance

Applicable to: <Name of Delegatee>

Contact: General Manager, Finance &
Corporate Services

Notice of Delegation / Sub‐delegation
To:

……………………………………………………………………………(print name)

Position / Job Title:

……………………………………………………………………………

Department / Location: ………………………………………………………………….
From:

……………………………………………………………………………(print name)

Position / Job Title:

……………………………………………………………………………

Department / Location: ………………………………………………………………….
The following functions, duties and/or powers are delegated to you, which are in accordance with the New
Zealand Public Health and Disability Act 2000 (“the Act”) and MidCentral District Health Board’s Delegation
Policy.
Delegation: List the functions or duties that are to be performed, or the powers that are to be exercised with
this delegation.
Delegation of function, duty or power

Limitations to this delegation
(including $value)

(Attach an additional page if required for further delegations)

Terms and Conditions of Delegations:


You will at all times follow the principles and rules applying delegations, as described in the Delegations
Policy and as summarised on the following page.



These delegations are revocable at any time, but they will cease in any event when you cease to be
employed in your current position with MidCentral District Health Board, or, if you transfer to another
position within MidCentral District Health Board, or, as otherwise amended or revoked in writing.



Date of Commencement: ……………………… Date of Termination (if applicable)……………
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Signed:

_____________________________________

Position:

_____________________________________

Date:

___________________

Signed:

_____________________________________ (Appointee)

Position:

_____________________________________

Date:

___________________

Copy to: ______________________Manager
Copy to: Payroll Office / Office Manager, Finance / Manager, Materials Management
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GENERAL PRINCIPLES AND RULES OF DELEGATIONS



All delegated authorities are exercised on the Board’s behalf and must be exercised in accordance with
relevant policies and procedures set by the Board from the time to time
All individuals must familiarise themselves with the principles and requirements of the Act before
exercising delegated authority

Limitations to Delegations and Application of Authority

Persons with delegated authority are required to act within the parameters defined by the Board’s
Policies, annual plan, Key Performance Indicators, Collective and Individual Employment Agreements,
individual position descriptions and legislation.

All delegations of financial matters are to be undertaken within the limits of the approved annual plan
and approved operational budget, or as otherwise expressly written in the terms and conditions of a
delegation.

Best business practice and the extent to which MidCentral District Health Board may be exposed to
fiscal risk or legal challenge as a result of an action will generally determine the level to which
authorities are delegated, together with the expectations of the role and responsibilities of the
designated position contained in the approved position description and person specification.
Effect of Delegation

If a function, duty or power of the board of MidCentral District Health Board (“the Board”) or of
MidCentral District Health Board is delegated, the delegate may, unless the delegation provides
otherwise, perform the function, duty or exercise the power in the same manner, subject to the same
restrictions and with the same effect as if the delegate were the Board or MidCentral District Health
Board, but may not further delegate that function, duty or power except in accordance with the
provisions of that delegation, as specified in the Schedule of Delegations (Attachment 1 to the
Delegations Policy), or, with the written consent of the Board.

A delegation of authority also means a delegation of accountability. A delegation of a function, duty or
power is revocable at will, and, does not prevent the Board or MidCentral District Health Board from
performing that function or duty or exercising that power.

A delegate who is interested in a transaction of MidCentral District Health Board may not perform a
function, duty, or exercise a power, under the delegation if the function, duty or power relates to the
transaction, unless the Board provides prior written consent to the delegate.
Appointment / Change In Positions

When there is an appointment to, or change in, any position that has delegated authority, or persons
are nominated to temporarily act in roles that have delegated authority, then Corporate Services
(Payroll and Finance Departments) must be notified in writing on the appropriate form with a specimen
signature of the named appointee or incumbent.
Personal Benefit / One‐Step Removed Principle

No individual may approve time sheets, annual, special, study or conference leave, any expenditure or
benefit that relates to that individual or results in personal gain. In such cases, the individual’s manager
/ team leader must give approval.
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General Rules of Sub‐delegation
The Act authorises sub‐delegation only with the Board’s written consent or in accordance with the provisions
of the specific delegation, as specified in the Schedule of Delegations.
Sub‐delegation does not diminish the responsibility of the holder of the delegated authority for the way in
which the authority is exercised. All sub‐delegations must be in writing and specify limits and any special
conditions.
Sub‐delegations stops at Level 4 (e.g. Team Leaders cannot sub delegate to their staff), unless expressly
specified in the attached Schedule of Delegations. Such sub‐delegations should be exercised only with the
approval of the person who delegated the power, duty or function to them, or as expressly specified in the
attached Schedule of Delegations.
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Appendix 4 – Provisions applying to HDAC
Extract from New Zealand Public Health and Disability Act 2000/Schedule 4. Provisions applying to
community and public health advisory committees, disability support advisory committees, and hospital
advisory committees:
Members
(1) Members of the committee ‐
(a) must each be appointed by the board by notice in writing to the member for a term, not
exceeding 3 years, stated in the notice together with the date on which the member comes
into office:
(b) are eligible for reappointment.
(2) A person who is a member of a board of a publicly‐owned health and disability organisation may
not be appointed as a member of a committee that regularly advises, or is likely regularly to advise,
on matters relating to transactions of a kind in which the person is interested.
(3) Before the board of a DHB appoints a person who is not a member of that board to a committee, the
person must give the board a statement completed by the person in good faith that ‐
(a) discloses any conflicts of interest that the person has with the DHB as at the date on which
the statement is completed, or states that the person has no such conflicts of interest as at
that date; and
(b) discloses any such conflicts of interest that the person believes are likely to arise in future, or
states that the person does not believe that any such conflicts are likely to arise in future.
Terms or conditions of office, and remuneration
Members of the committee ‐
(a) have the terms or conditions of office, consistent with this Act, that the board determines; and
(b) are remunerated [in accordance with section 47 of the Crown Entities Act 2004 and are entitled to
be reimbursed for expenses in accordance with section 48 of that Act as if the members of the
committee were members of the DHB].
Resignation
A member of the committee may resign from that office by notice in writing to the committee and
board stating the date on which the resignation takes effect.
Vacation of office
(1) A member of the committee ceases to hold that office if
(a)

the period of his or her appointment expires; or

(b)

he or she dies; or

(c)

the DHB to which the board relates is disestablished by an Order in Council made under
section 19(2)

Document No: MDHB-2022

Page 41 of 50

Version: 11

I:\CEO\ADMINCS\MidCentral District Health Board\Electronic Agenda\2020\6 - 29 September\Part 1 reports\4.4A App 1 - Delegation of Authority -Policy Sept 2020.docI:\FINANCE\GENMGR\EXECUTIVE ASSISTANT'S
FOLDER\FRAC\2020\September\NJW Copy Delegation of Authority -Policy Sept 2020.docC:\Users\PhilippaS\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.Outlook\IYALR185\AMENDED FINAL MASTER
MDHB Delegation of Authority Policy 2017 Approved by the Ministry Sep 17(V4) (4) Jul18 after FRAC changes.doc
Printed 2020-09-23 15:12:009/09/2020 7:51:00 am20/12/2018 9:02:00 a.m.

214

Policy for Delegation of Authority

(2) For the purposes of sub‐clause (1)(c), a DHB is not disestablished just because it
(a)

is renamed; or

(b)

is involved in a reorganisation of districts (as described in clause 18 of Schedule 2); or

(c)

has its district altered (as described in clause 19 of Schedule 2).

(3) Sub‐clause (1) overrides any deed or agreement.
Removal from office
(1) A member of the committee may be removed from that office by the board by notice in writing
to the member and committee stating the board's reasons for the removal and the date on which
the removal takes effect.
(2) A board may exercise the power under sub‐clause (1) only if it has first consulted the member, and
committee, about the removal.
(3) Sub‐clauses (1) and (2) override any deed or agreement.
Chairperson and deputy chairperson
(1) A board
(a)

must appoint a member of the committee as chairperson of the committee; and

(b)

may appoint another member of the committee as deputy chairperson of the committee.

(2) The appointment must be by notice in writing to the member and committee that –
(a)
(b)

may be the same notice as the notice under clause 6(1)(a) appointing the member; and
must state the period (starting at or after the time the member comes into that office, and ending
at or before the time he or she must cease to be a member) for which the member is appointed
chairperson or deputy chairperson and the date on which he or she comes into that office.

(3) A member appointed chairperson or deputy chairperson and whose appointment as such has
expired –
(a)

continues in that office until his or her successor is appointed; and

(b)

is eligible for reappointment to that office so long as he or she continues to be a member of the
committee.

Resignation
A chairperson or deputy chairperson of the committee ‐
(a) may resign from that office by notice in writing to the committee and board stating the date
on which the resignation takes effect; but
(b) if he or she does so, continues to be a member of the committee unless he or she also resigns
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from that office, under clause 8.
Vacation of office
(1) A chairperson or deputy chairperson of the committee ceases to hold that office if he or she
ceases to be a member of the committee.
(2) A deputy chairperson of the committee ceases to hold that office if he or she is appointed
chairperson of the committee.
(3) Sub‐clauses (1) and (2) override any deed or agreement.
Removal from office
(1) A chairperson or deputy chairperson of the committee may be removed from that office by the board
by notice in writing to the chairperson or, as the case requires, deputy chairperson, and committee
stating the board's reasons for the removal and the date on which the removal takes effect.
(2) A board may exercise the power under sub‐clause (1) only if it has first consulted the chairperson or,
as the case requires, deputy chairperson, and committee, about the removal.
(3) Sub‐clauses (1) and (2) override any deed or agreement.
(4) A chairperson or deputy chairperson removed from that office continues to be a member of the
committee unless also removed from that office, under clause 10(1).
Board to notify Minister of appointments, etc
(1) The board must give the Minister notice of any appointment, resignation, vacation of office, or
removal from office, of any chairperson, deputy chairperson, or member of a committee, under any
of clauses 6, or 8 to 14.
(2) The notice must be in writing and given as soon as practicable, and no later than 10 working days,
after the board becomes aware of the appointment, resignation, vacation of office, or removal from
office.
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Appendix 5 – Provisions Applying to other Board Committees
Extract from Schedule 3 of the New Zealand Public Health and Disability Act 2000/ Provisions applying to
DHBs and its boards:
Committees
(1) A board of a DHB may—
(a)
(b)
(c)
(d)

after first obtaining the Minister's approval establish 1 or more committees of the board for a
particular purpose or purposes:
appoint, as members of a committee of the board, or as the chairperson or deputy chairperson of
any such committee, either members of the board, or other persons, or both:
dismiss any member, or chairperson, or deputy chairperson, of a committee of the board:
dissolve any committee of the board.

(2) In making appointments to a committee of a board, the board must endeavour, where appropriate, to
ensure representation of Maori on the committee.
(3) If a board of a DHB dismisses any member, or chairperson, or deputy chairperson, of a committee of
the board, under sub‐clause (1)(c), the board must, on or as soon as reasonably practicable after the
dismissal, give that person a written statement of the board's reasons for the dismissal.
(4) A board may regulate the procedure of each committee of the board in any manner not inconsistent
with this Act the board thinks fit.
(5) If meetings of a committee of a board involve making decisions or resolutions on behalf of the board,
clauses 16 to 24, 28, and 31 to 35 apply to those meetings as if the committee were the board.
(6) Before a board of a DHB appoints a person who is not a member of the board to a committee of the
board, the person must give the board a statement completed by the person in good faith that—
(a)

(b)

discloses any conflicts of interest that the person has with the DHB as at the date on which the
statement is completed, or states that the person has no such conflicts of interest as at that date;
and
discloses any such conflicts of interest that the person believes are likely to arise in future, or
states that the person does not believe that any such conflicts are likely to arise in future.

(7) Nothing in this clause applies in respect of the community and public health advisory committee, or
disability support advisory committee, or hospital advisory committee, of the board of any DHB.
(8) Clauses 38 and 39 of Schedule 4 apply to every committee established under this clause.
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Appendix 6 – Delegations under other Enactments
Accident Compensation Act 2001
Pursuant to section 26 and clause 39 of Schedule 3 of the Act, the Board of the DHB delegates to the CEO
any function or duty required to be performed, or any power that may be exercised, by the DHB under
the Injury Prevention Rehabilitation Compensation Act 2001 (including those set out in the following table)
and anything reasonably incidental to the performance of such functions and duties and to the exercise of
such powers:
Section
280

Description of Power
Power to supply certain information to ACC for the purposes of verifying the
entitlement or eligibility of any person to or for any payment or the amount of
any payment to which any person is or was entitled or for which any person is or was
eligible.

Charitable Trusts Act 1957
Pursuant to Section 26 and clause 39 of Schedule 3 of the New Zealand Public Health and Disability Act 2000,
the MidCentral District Health Board (the DHB) will delegate to the Chief Executive any function or duty
required to be performed, or any power that may be exercised, by the DHB under the Charitable Trusts Act
1957, including the power set out in the following table, and anything reasonably incidental to the
performance of such function or duty or to the exercise of such power:
Section
51

Description of Power
Power to carry out the purposes of, or administer any property, income or money in
relation to, a charitable trust scheme approved under Part III or IV of the Charitable
Trusts Act 1957.

Oranga Tamariki Act 1989 Children’s & Young People’s Well‐being Act 1989
Pursuant to Section 26 and clause 39 of Schedule 3 of the New Zealand Public Health and Disability Act 2000,
the MidCentral District Health Board (the DHB) will delegate to the Chief Executive any function or duty
required to be performed, or any power that may be exercised, by the DHB under the Oranga Tamariki Act
1989 Children’s & Young People’s Well‐being Act 1989, including the power set out in the following table, and
anything reasonably incidental to the performance of such function or duty or to the exercise of such power:
Section
141

Description of Power
Power (where delegated by the Director‐General of Health pursuant to s141 (7)) to
authorise any suitable person or organisation to issue certificates for the purposes
of providing for the placement of any child or young person in the care of a proposed
caregiver.

Document No: MDHB-2022

Page 45 of 50

Version: 11

I:\CEO\ADMINCS\MidCentral District Health Board\Electronic Agenda\2020\6 - 29 September\Part 1 reports\4.4A App 1 - Delegation of Authority -Policy Sept 2020.docI:\FINANCE\GENMGR\EXECUTIVE ASSISTANT'S
FOLDER\FRAC\2020\September\NJW Copy Delegation of Authority -Policy Sept 2020.docC:\Users\PhilippaS\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.Outlook\IYALR185\AMENDED FINAL MASTER
MDHB Delegation of Authority Policy 2017 Approved by the Ministry Sep 17(V4) (4) Jul18 after FRAC changes.doc
Printed 2020-09-23 15:12:009/09/2020 7:51:00 am20/12/2018 9:02:00 a.m.

218

Policy for Delegation of Authority

Civil Defence Emergency Management Act 2002
Pursuant to Section 26 and clause 39 of Schedule 3 of the New Zealand Public Health and Disability Act 2000,
the MidCentral District Health Board (the DHB) will delegate to the Chief Executive any function or duty
required to be performed, or any power that may be exercised, by the DHB under the Civil Defence
Emergency Management Act 2002, including those set out in the following table, and anything reasonably
incidental to the performance of such function or duty or to the exercise of such power:
Section
59
63

Description of Power
Duty to undertake civil defence emergency management functions and responsibilities.
Duty to participate in the development of the national civil defence emergency
management strategy and civil defence emergency management plans and to
provide an active member for each of the Civil Defence Emergency Management
Co‐ordinating Executive Groups.

Contraception, Sterilisation, and Abortion Act 1977
Pursuant to section 26 and clause 39 of Schedule 3 of the Act, the Board delegates to the CEO any function
or duty required to be performed, or any power that may be exercised, by the DHB under the
Contraception, Sterilisation, and Abortion Act 1977 (including the power set out in the following table) and
anything reasonably incidental to the performance of such functions and duties and to the exercise of
such powers:
Section
17(3)
20

Description of Power
Power to provide work, services, goods, stores or equipment to the Supervisory
Committee.
Power to apply for a licence.

Crown Entities Act 2004
Pursuant to section 26 and clause 39 of Schedule 3 of the Act, the Board delegates to the CEO any function
or duty required to be performed, or any power that may be exercised, by the DHB under the Crown
Entities Act 2004 (including those set out in the following table) and anything reasonably incidental to the
performance of such functions and duties and to the exercise of such powers:
Section
133‐134
139
146
150
154
156
158
168

Description of Power
Duty to supply information to the Minister of Health and Minister of Finance on
request.
Duty to prepare a statement of intent.
Duty to provide statement of intent to the Minister of Health.
Duty to prepare an Annual Report.
Duty to prepare financial statements at the end of each financial year.
Duty to forward information and annual reports to the Auditor General.
Duties regarding bank accounts.
Duty to cause accounting records to be kept.
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Health Act 1956
Pursuant to Section 26 and clause 39 of Schedule 3 of the New Zealand Public Health and Disability Act 2000,
the MidCentral District Health Board (the DHB) will delegate to the Chief Executive any function or duty
required to be performed, or any power that may be exercised, by the DHB under the Health Act 1956,
including those set out in the following table, and anything reasonably incidental to the performance of
such function or duty or to the exercise of such power:
Section
22C
22D

22E

22G

Description of Power
Power to disclose health information if that information is required by certain
specified persons for certain specified purposes.
Duty to provide returns or other information concerning the condition or
treatment of, or the health services or disability services provided to, any
individuals in order to obtain statistics for health purposes or for the purposes of
advancing health knowledge, health education, or health research.
Duty to provide certain information to an entity appointed under section 63 of the
Human Tissue Act 2008 (in relation to the collection and distribution of blood and
controlled human substances).
Power to request the records of a person who has claimed payment from the DHB
and to authorise the inspection of those records.

Health and Disability Services (Safety) Act 2001
[The Hospitals Act 1957 was repealed by the Health and Disability Services (Safety) Act 2001] Pursuant to
section 26 and clause 39 of Schedule 3 of the Act the Board delegates to the CEO any function or duty
required to be performed, or any power that may be exercised, by the DHB under the Health and
Disability Services (Safety) Act 2001 (including those set out in the following table) and anything reasonably
incidental to the performance of such functions and duties and to the exercise of such powers:
Section
9
31

Description of Power
Duty to meet service standards.
Duty to provide information to the Director‐General of Health.

Health Practitioners Competence Assurance Act 2003
Pursuant to section 26 and clause 39 of Schedule 3 of the Act, the Board delegates to the CEO any function
or duty required to be performed, or any power that may be exercised, by the DHB under the Health
Practitioners Competence Assurance Act 2003 (including those set out in the following table) and
anything reasonably incidental to the performance of such functions and duties and to the exercise of
such powers:
Section
54

Description of Power
Power to apply for quality assurance activities to be protected.

Health Sector (Transfers) Act 1993
Pursuant to section 26 and clause 39 of Schedule 3 of the Act, the Board delegates to the CEO any function
or duty required to be performed, or any power that may be exercised, by the DHB under the Health
Sector (Transfers) Act 1993 (including those set out in the following table) and anything reasonably
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incidental to the performance of such functions and duties and to the exercise of such powers:
Section
11A
11C

Description of Power
Power to deal with trust land.
Power to apply proceeds of sale of Crown endowment land.

Mental Health Commission Amendment Act 2012
Pursuant to Section 26 and clause 39 of Schedule 3 of the New Zealand Public Health and Disability Act 2000,
the MidCentral District Health Board (the DHB) will delegate to the Chief Executive any function or duty
required to be performed, or any power that may be exercised, by the DHB under the Mental Health
Commission Amendment Act 2012, including the duty set out in the following table, and anything reasonably
incidental to the performance of such function or duty or to the exercise of such power:
Section
6

Description of Power
Duty to assist in the implementation of the national mental health strategy in the
manner contemplated by s6 of the Mental Health Commission Act 1998.

The Mental Health (Compulsory, Assessment & Treatment) Act 1992 includes a delegation to the Chief
Executive however the power given to the Chief Executive in this Act is a statutory power and does not
need to be included in this policy.
Social Security Act 1964
Pursuant to Section 26 clause 39 of Schedule 3 of the New Zealand Public Health and Disability Act 2000, the
MidCentral District Health Board (the DHB) will delegate to the Chief Executive any function or duty
required to be performed, or any power that may be exercised, by the DHB under the Social Security
Act 1964, including those set out in the following table, and anything reasonably incidental to the
performance of such function or duty or to the exercise of such power:
Section
69FA

Description of Power
Power to assess whether a person requires home‐based disability support services.

Public Records Act 2005 and the NZPHD (Archives) Regulations 2001
Pursuant to section 26 and clause 39 of Schedule 3 of the Act, the Board delegates to the CEO any function or
duty required to be performed, or any power that may be exercised, by the DHB under the Public Records Act
2005 and the New Zealand Public Health and Disability (Archives) Regulations 2001 (including the duties
required to be performed by the Public Records Act 2005 set out in the following table) and anything
reasonably incidental to the performance of such functions and duties and to the exercise of such powers:
Section
17‐18
21‐22

Description of Power
Duty to create and maintain records.
Duty to transfer public records that have been in existence for 25 years to the control of
the Chief Archivist.
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Appendix 7 – Conflicts of Interest, Secondary Employment, Appointments and Employee
Representation on MidCentral District Health Board and Committees
Other MDHB policies relating to the above are incorporated into this policy by reference. A delegate must
comply with all relevant provisions in the DHB’s policy manual that include, but are not limited to :
MDHB‐7376 Conflicts of Interest ‐Policy‐
MDHB‐5841 MDHB Board and Committee Members' Code of Conduct ‐Policy‐
MDHB‐7377 Secondary Employment ‐Policy‐
MDHB‐4564 Election Protocols for MidCentral District Health Board Staff and Members ‐Policy‐
MDHB‐5849 Private Practice ‐ Senior Medical Officers ‐Policy
MDHB‐2865 MDHB’S Board and Committee Members' Expenses –Policy
MDHB‐1988 Expenditure of a Discretionary Nature [Policy]
MDHB‐2024 Property ‐ Intellectual [Policy]
MDHB‐3148 MidCentral District Health Board (MDHB) Standing Orders [Policy]
HRM: Human Resource Manual
Conflict of Interest
A conflict of interest arises where a prospective or existing Board Member has an interest which conflicts (or
might conflict, or might be perceived to conflict) with the interest of MDHB itself.

Ethical Context
Conflicts of interest should be viewed within an ethical context of good faith, honesty and impartiality:
 Good faith: Board Members have an obligation to act at all times in good faith and in the best
interests of MDHB;
 Honesty: Board Members have an obligation to act honestly at all times in relation to all matters
concerned MDHB;
 Impartiality: Board Members must observe the principles of fairness and impartiality in all official
dealings. No individual or organisation with which Board Members are involved may be given
improper preferential treatment – whether by access to goods and services, or access to
information, or anything similar.
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Appendix 8 – Additional Approval if Annual Budget has been exceeded
If a result centre manager exceeds their total phased annual budget expenditure, their manager can agree to a
5% variation only if the line manager does not exceed their overall phased budget. If the DHB is likely to
exceed the annual budgeted result, the Finance, Risk and Audit Committee must approve any variation.
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For:
Decision
Endorsement
X

Noting

To

Board

Author

Rory Matthews, Interim Director, Office of the Chief Executive

Endorsed by

Brendan Duffy, Board Chair
Kathryn Cook, Chief Executive

Date

15 September 2020

Subject

Disrupted Board Orientation Programme

RECOMMENDATION
It is recommended that the Board:


note the revised dates for the disrupted Board Orientation Programme



note the feedback and recommendations from the Tregaskis Brown
assessment



note that Board members are encouraged to discuss any individual training
and development needs directly with the Chair



note the planned orientation site visits following the Health and Disability
Advisory Committee meeting on Tuesday 13 October 2020.

Strategic Alignment
This report is aligned to the DHB’s strategy and key enabler, “Stewardship”.
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1.

PURPOSE

To update the MidCentral District Health Board (MDHB) members regarding the
2019-22 Board Orientation Programme that was interrupted by the COVID-19
pandemic.
2.

SUMMARY

The Board Orientation Programme was interrupted part-way through by the
COVID-19 Alert Level 4 lockdown.
The Manawhenua Hauora and MDHB joint meeting and the Health and Safety
Workshop have already been rescheduled.
Feedback has recently been received from the Tregaskis Brown Board assessment
noting Board Member governor experience, legal, IT and data analytics as areas for
development and/or additional skills being required. Nine board members
responded to the assessment and five members have attended the online
governance modules. A third round of the modules is available in September and
October 2020.
Board members are encouraged to approach the Chair to discuss any individual
development and training needs. It would be useful for this to occur prior to the
November Board meeting, where Committee membership will be reviewed.
An orientation tour of multiple DHB sites is being scheduled to follow the Health
and Disability Advisory (HDAC) meeting in October.
3.

BACKGROUND

The Training for Board Members Policy states that the Chief Executive is
responsible for providing a Board/Committee Member orientation programme for
new members within three months of their appointment.
The Orientation Programme for Board and Committee Members should comprise six
key areas:


Governance



Board/Committee structure



Management structure



Organisation



Manawhenua Hauora



Site/service visits.

The following orientation programme was established in 2019, to be delivered over
seven days between December 2019 and May 2020.
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Date
13 December
2019

Topic
 Governance SharedNet and iPads
 Staff Christmas BBQ

Presenters
Scott Crowley

17 December
2019




Brendan Duffy, Kathryn Cook
Oriana Paewai, Tracee Te Huia



Governance/Structure
Iwi Partner – Manawhenua
Hauora
Vision, Strategy, District, Region,
Structure, Accountability
Budgeting



Planning Framework

Neil Wanden, Darryl Ratana
Craig Johnston, Kelly Isles,
Angela Rainham

11 February
2020








Quality and Innovation
People and Culture
Capital
Risk Management
Digital Strategy
Te Tiriti o Waitangi

Judith Catherwood
Keyur Anjaria
Neil Wanden, Darryl Ratana
Neil Wanden, Darren Horsley
Steve Miller
Oriana Paewai, Tracee Te Huia

3 March 2020



Planning workshop (priorities,
budget, and service changes)

Neil Wanden, Craig Johnston

6 April 2020



Manawhenua Hauora & MDHB

Brendan Duffy, Oriana Paewai

16 April 2020



Annual Health and Safety
Workshop

Keyur Anjaria

26 May 2020



Personal Development and
Training Needs

Brendan Duffy, Kathryn Cook



Kathryn Cook

The COVID-19 Alert Level 4 lockdown announced by the Government on 23 March
2020 restricted gatherings and introduced social distancing requirements. As a
result, the orientation days on 6 April, 16 April and 26 May were not able to
proceed as planned. Board members have requested clarification of the process
going forward.
4.

RESOLVING THE OUTSTANDING ORIENTATION AREAS

4.1

Rescheduled Orientation Days

The following revisions have been made to reinstate the following orientation days:


The joint Manawhenua Hauora and MidCentral District Health Board hui has
been rescheduled to follow the 29 September Board meeting.



The annual Health and Safety Workshop has been rescheduled to take place
following the 10 November Board meeting.

4.2

Board Development

The Ministry of Health commissioned Tregaskis Brown Ltd to provide development
for DHBs nationally. As part of this process, five MidCentral District Health Board
members participated in one or more of the four online modules available. A third
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round of workshops are being held in September and October for Board Members
who were unable to attend. The online module topics include:
1.
2.
3.
4.

What is governance?
Governing a Crown entity
Board relationships and board room dynamics
The health funding model and levers.

A board skills assessment was offered, to which nine Board members responded.
The assessment analyses the overall Board, not individual members. The report
(Appendix A) was received on 13 September and identifies that the Board has an
excellent base with broad technical knowledge, while acknowledging a higher
proportion of lesser experienced governors.
The report notes or recommends the following improvement:


The Board encourages members to advance their individual governance
knowledge and experience both within the DHB system and in other sectors.



The Board has limited experience or knowledge in legal, IT, and data and
analytics. The report advises that independent expertise is sought for any
significant projects in these areas.

As a result, the Board Chair has asked the DHB to explore development
opportunities to address the areas of lower expertise. Further consideration on
Board member IT expertise is warranted, given digital services is a key priority for
MDHB this year.
4.3

Personal Development and Training Needs

Board members are encouraged to approach the Chair to discuss their individual
development and training needs. Ideally this should be undertaken prior to the
November Board meeting where committee membership will be reviewed.
Board members should consider their development needs in alignment with the
Training for Board Members Policy.
4.4

Site and Service Visits

Board members have provided feedback to the Chair that an orientation site visit,
separate to the Quality and Safety Walkrounds would be helpful. As such, the Chair
has proposed an orientation site tour following the Health and Disability Advisory
Committee (HDAC) meeting on 13 October 2020.
The tour will be developed by the DHB and will likely include visits to:


Enable New Zealand



THINK Hauora and Public Health Unit (Main Street)



Te Papaioea Birthing Centre



The Palmerston North Hospital site – exploring areas of planned and
proposed development



The hospital perioperative (operating theatres) service.
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4.5

Board-to-Board Workshops

Further work on DHB Board-to-Board relationships is required and has commenced
with Chair and CEO meetings with Whanganui and Wairarapa DHBs. Regional
approaches continue to be considered and explored.
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Appendix One

Midcentral District Health Board

BOARD SKILLS ASSESSMENT
September 2020

1
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Assessment

Summary

•

9 members completed the assessment,

•

The assessment analytics is for the Board overall, not for individual members, and is therefore not
an individual development plan

Analysis
•

The Board has good broad technical knowledge across all areas surveyed. This is an excellent
balance.

•

The board has a high proportion of lesser experienced govenors.

Recommendations
•

A particular focus on growing the skill of being a governor. Understanding the nuances and
subtilities of a governor, that enhance the technical knowledge and expertise that is sitting around
the table.

•

Consider a plan of committee member succession to allow those with limited experience in those
2
specialist areas to work alongside experienced committee members
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Demographics
Gender

Age

1

Ethnicity

2
3

3

5

6
5

20‐30

30‐40

40‐50

50‐60

60+

Observation:

Gender Diverse

Female

Male

Maori

Pacific

NZ Asian

Other

NZ European

One member did not complete the age and
diversity information.

A board with a no younger generation members, the gender proportions are
biased female, while the ethnicity is biased towards NZ European

Recommendation:
None

3
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Governance Experience
Size & Scale
0

Sector

Revenue

3

5

7

1

2

3

<$10m

DHB

Health

Community

Iwi

Local Government

Education

13

$10m ‐ $100m

>$100m

# Employees
1

Observation:

5

A fair amount of governance experience in the health
sector

12

Recommendation:

Encourage those members with lesser “large
organisation” experience to learn from their
colleagues

1‐50

50‐250

250‐1000

>1000

4
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Governance Skills
Method

Governance skills & experience for each
member

Members were asked to rate their governance
skill in 16 areas. 1 being a general knowledge
only, and 3 being specialist skill.
This chart shows the summary of each
members skill across all 16 of the governance
areas, with a maximum rating of 48.
A benchmark of a rating on average of 2 across
all areas (32 in total) would indicate a
reasonably competent director.

Observation:

50
45
40
35
30
25
20
15
10
5
0

Your board has a high proportion of lesser experienced members.

Recommendation:

Encourage members to advance their individual knowledge and experience both within
the DHB system and in other sectors.
5
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How to read the following charts
Members self‐assessed their skill & knowledge across a range of areas.
Members rated themselves as either having a general knowledge, working knowledge, or specialist
knowledge.
For each skill area, the charts show the number of members who self‐assessed their skill as either
general knowledge, working knowledge or specialist knowledge. Where a member did not provide an
assessment in a skill area, the total number of members represented on the chart is less than the
number of members on the board.
General knowledge is shown as
Working knowledge is shown as
Specialist knowledge is shown as
The solid line (left hand side) shows the average skill level of the board for that skill area. Where 1 is
general knowledge, 2 is working knowledge and 3 is specialist knowledge.
In an ideal world the combined Board would have an average skill level above 2, and for areas critical to
the Board performance at least 2 members would be specialists in that area.
Areas highlighted with a red circle are areas where the Board has opportunity for development of its
members to ensure that the board has a good breadth of capability.
6
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Knowledge of NZ Public Health System
12

3
2

3

3

2
4

4

2
7
7

1
2
0

5

6
3

1

Limited Experience (RHS)

4

3

5

3

4

4

4

3

3

5

8
5

7

4

5

1

Experienced (RHS)

3

2

2

3

4

1

Highly Experienced (RHS)

6
4

5
3

10

2
0

Average

Observation: The Board has very good knowledge fo the health system. No significant knowledge gaps,
all areas have at least two members who are highly experienced in each area.
Recommendation: None
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Professional, Management, Specialist Skills and
Capabilities
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Observation:

7

6

5
2
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1
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7
7

5
6

3
0

0

Experienced (RHS)

2

7
2
1

1

1

5
7

6

5
1

0

2

3

Highly Experienced (RHS)

5

0

0

10

4

8

7

6
6

3

4
2
0

Average

The Board has limited experience and knowledge in legal, IT and data & analytics,
but good knowledge across all of the other skillsets.
Recommendation: If the DHB is to embark on any significant IT or data transformation
projects consider a Board sub-committee overseen by an independent chair with experience of
Board oversight of significant IT transformations.
8
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Experience and skills as a Governor of an
organisation
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5.0

6.0

2.0
0.0

Average

Observation:

Consistent with previous observations, a gap exists in specialist IT, but
otherwise the Board is well served with broad experience.
9
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Experience and skills in Board Sub Committees
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Audit & Risk.

Remuneration or Clinical Committee Hospital Advisory
other HR.
Committee.

Limited Experience (RHS)

Experienced (RHS)

Community and Disability Support
Public Health
Advisory
Advisory
Committee.
Committee.
Highly Experienced (RHS)
Average

Observation:

Although the board has at least one experienced member in each area, a
number of other members have limited experience on a number of these committees.
Recommendation: Consider planning for succession on these committees by having lesser
experienced members mentored by members experienced in these specialist committees.

10
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Knowledge of the business of the DHB
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Observation:

Good experience and knowledge of the business of the DHB across most areas. The
exception being data and analytics
Recommendation: None.
11
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FOR ENDORSEMENT
Approval
X

Endorsement
Noting

To

Board

Author

Rory Matthews, Interim Director, Office of the Chief Executive

Endorsed by

Brendan Duffy, Board Chair
Kathryn Cook, Chief Executive

Date

22 September 2020

Subject

Review of the Board and Committee Reporting

Key questions the Board should consider in
reviewing this paper:
•

Do you agree with the observations and
opportunities for improvement?

•

Are there any challenges or opportunities that have
not been identified?

•

Will the proposed changes enhance your ability to
govern the DHB effectively?

•

Are you comfortable with the direction and
suggestions proposed?

RECOMMENDATION
It is recommended that the Board:
•

note the contents of the PowerPoint report

•

feedback on any enhancements to the current Board processes, content and agenda

•

endorse the direction and iterative progress that is being made.

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

MidCentral DHB

Review of the Board and Committee
Reporting
Content and Process
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Appendix One
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Background
•

•

The appointment of a new Board in 2019 is a timely opportunity to
ensure that the DHB’s processes support the Board and Committees to
govern effectively
The Office of the CEO has been established with two new staff
supporting the Board processes
•
•

•
•

Rory Matthews – Interim Director
Margaret Bell – Board Secretary

The Interim Director has been reviewing the Board reporting and
processes over the last month
He will work iteratively with the Board and Chair to improve these over
the coming weeks
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Questions for the Board
⚫
⚫
⚫
⚫

Do you find the current board reports provide the right information
to govern?
What aspects of the current reporting do you find good and / or
helpful?
What aspects could be improved?
Are there any topics that have / have not been included on the work
programme that you believe should be?
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Observations thus far
•
•
•
•

•
•
•

A harmonious, respectful and supportive board
Purpose of the papers is often not clear
Papers can be lengthy and lack clarity on what the DHB wants the
Board to understand or consider
Reporting is approached as a compliance activity rather than high value
engagement opportunity
Repetition of reporting and conversations between Board and
Committee meetings
Limited time focussed on strategic governance discussions and
direction compared with operational scrutiny
Level of repetition between metrics in reports (particularly HDAC)
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Observations thus far cont…
•
•
•
•

•

•

Financial reports and metrics from FRAC flow through to the Board
while HDAC reports and metrics are less consistent (quarterly)
Endorsements from Committees could be better integrated into Board
process to minimise re-discussing / litigating issues
Data and information is not consistent or easy to interpret
The production process for reports is manual and paper based
Board members are all using devices yet the papers are in a traditional
A4 format

Better platforms exist for sharing board papers (e.g. Stellar or Diligent)
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Opportunities to improve the process
•
•
•

Focus on strategic issues in the morning and noting papers to close
Clarify use of ‘Approve’, ‘Decision’, ‘Endorsement’ and ‘Noting’
Stronger focus upfront about what the papers are trying to achieve
•

•
•

What are the 3 – 5 key considerations that the Board (and author) should
be considering in the context of this paper

Consolidate some of the metrics to a higher level with a narrative
describing the drivers supported by evidence as relevant
Consider changes to paper structure and style (e.g. landscape for
devices)
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A refreshed agenda structure
ITEMS

INTENT

ADMINISTRATIVE MATTERS & PROCEDURAL BUSINESS

STRATEGIC FOCUS

DECISION PAPERS

•
•
•

Pre-read
Clarity/ Probing
Decide

DISCUSSION PAPERS

•
•
•

Pre-read
Feedback to management
Managing expectations

FOR NOTING

•
•

Pre-read
Feedback not anticipated beyond clarification

CLOSE & NEXT MEETING DATE
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Developing the work programme
Strategic Topics

Developing direction on “meaty’
topics. Workshops or 1 – 2
topics per meeting

• Organisational Strategy
• Health & Disability Review
implications and opportunities
• Prioritising Māori Health
Equity and Te Tiriti obligations
• Partnerships of Significance

Approval

Needs to focus on future
oriented intentions and plans
the Board can approve or
annual statements requiring
sign-off

• CEO’s report
• Finance and Performance
projections and plans
• Annual / Financial Plan
• Operational Plans
• Governance ToR / MOU /
Shareholdings etc
• Work Programme
• Workforce / OD plan
• Annual account / audit
• Iwi partnerships
• Remuneration policy

Discussion

Noting

Feedback is actively sought to
align Board and Management
direction and expectations in
anticipation of a future
approval paper

Feedback not anticipated
Papers are taken as read with
exception questions

Māori response to COVID-19
Quality and Safety walks
Consumer stories
Service changes under
development
• Board to Board Huis
• Consumer / Clinical Councils
• Professional working groups
•
•
•
•

• CCDM reporting
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Refreshed dashboard (service activity)

249

Sample of refreshed dashboard (service view)
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Next steps
⚫

The Board work programme and reports continue to be refined and
iterated based on feedback
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For:
X

Approve
Endorsement
Noting

To

Board

Author

Judith Catherwood, General Manager Quality & Innovation

Endorsed by

Kathryn Cook, Chief Executive
Awards and Recognition Committee
Organisational Leadership Team

Date

18 September 2020

Subject

Awards and Recognition

RECOMMENDATION
It is recommended that the Board:


approve the re-establishment of MidCentral District Health Awards in
2021



confirm which Board members will be ambassadors for award and
recognition activities as outlined in Appendix One



note that the MDHB staff barbeques are to be extended to include a staff
awards ceremony



note that MDHB will commence long service recognition awards.

Strategic Alignment
This report aligns to MidCentral District Health Board’s Strategy, the strategic
imperative of delivering quality and excellence by design and specifically to the
DHB’s People Plan and The Quality Agenda.
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1.

PURPOSE

To seek approval from the Board to re-establish the MidCentral District Health
Awards as a biennial event (every two years). It is proposed these recommence
in 2021. This proposal is part of a broader package of initiatives to firmly
establish recognition practices across our workforce and the wider health
community. These have been endorsed by the Organisational Leadership Team,
Clinical and Consumer Councils.
Appendix One outlines the planned events and the proposed role and time
commitment of the Board. It is recommended the Board identify members to
become ambassadors for award and recognition activities.
2.

BACKGROUND AND SUMMARY

It was clear in responses from the 2018 and 2020 staff engagement surveys that
more needs to be done to recognise and applaud staff for their commitment and
achievements. After the 2018 staff engagement survey, MidCentral District
Health Board (MDHB) developed a People Plan, which was approved by the
Board in September 2019. One of the elements of this plan is to create
improved recognition practices by creating an awards and recognition framework
to support recognition and achievement.
In addition, MDHB has approved a revised clinical governance framework
(The Quality Agenda) in 2018, which aligns with our People Plan and supports
our people to engage at every level in the delivery of improvement activities and
innovation to support improved services to our population. One of the goals in
this framework is to recognise and reward quality.
The outcomes of the 2020 engagement survey demonstrate positive
improvement in engagement results and a number of other measures, including
a commitment to our strategy and vision and a strong sense of belonging. One
of the areas for improvement noted in the key driver analysis was the need our
workforce expressed for greater levels of positive praise and recognition for their
efforts.
To enable these goals to be realised, MDHB has established an Awards and
Recognition Committee. The committee’s functions are to support improved
practices around awards and recognition and establish a consistent framework
by which this can be embedded across MDHB and the wider district.
The committee was established in late 2019 and is developing the framework to
progress awards and recognition in a consistent, sustainable and fit for purpose
way across our district and our workforce.
Whilst developing the framework, the committee believe there are some quick
wins that should be implemented to support the development of a positive
organisational culture which rewards people for their work, improvements and
innovations in practice.
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The framework and approach will reflect our commitment to Te Tiriti o Waitangi
across all activities.
An informal recognition guide to support people leaders in their roles has been
developed and will be implemented across the organisation in the coming
months.
3.

PROPOSED PLAN AND APPROACH

The first steps and activities include:


Re-establishing the MidCentral District Health Awards as a biennial event



Integrating internal annual staff awards within the end of year function (staff
barbeque)



Establishing long service recognition awards.

In the past MDHB have hosted annual awards gala events to acknowledge and
celebrate success, innovation and improvement across our district. These
activities are undertaken in other DHBs regularly.
It is proposed we reinstate these to acknowledge the district-wide improvement
initiatives and successes and provide an avenue for sharing, rewarding and
celebrating success. The MidCentral District Health Awards would be aligned to
our strategy, imperatives and values, and highlight examples of excellence that
make a difference to the health and experience of our people, their whānau and
the wider community. They are our way of recognising and celebrating the
dedication of our people across the district, and inspiring others, by sharing
excellence around the organisation, within the wider health and disability service
community and with partner agencies.
Plans to commence the long service awards are well advanced and we anticipate
commencing these before end of 2020. The staff barbeque will be held in
December 2020 and include the staff awards referred to above.
Subject to the approval of the Board, the MidCentral District Health Awards will
re-commence with a ceremony to be held toward the end of 2021 in Palmerston
North. Planning for this event will commence before the end of 2020.
3.1

Costs

The staff barbeque event, and resources required to support Long Service
Recognition are within existing budget. The awards components will be
coordinated by the CEO’s office.
An organising committee will be required for the MidCentral District Health
Awards. It is anticipated the event be self-financing with income from
sponsorship and ticket sales covering the costs of the event.
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Appendix One
Event
MidCentral
District
Health
Awards

Proposed
Awards
District
Awards for
individuals
and health
care teams
aligned to
our strategy

Audience
District-wide
focus
Partners and
stakeholders
invited

Role of the
Board
Two members of
the Board would
be part of a
judging committee
assessing
applications for
Awards

Frequency
Biennially
Recommencing
2021

All Board members
invited to the
event
Board Chair and
other Board
members will
present Awards
Master of
Ceremony
appointed to
manage the
evening event
Staff
celebration
and end of
year
barbeque

Living Our
Values
Awards for
teams and
individuals

MDHB
employed
staff and
volunteers

All Board members
invited

MDHB
employed
staff and
whānau

Board Chair or
deputy/delegate
attend on roster to
present Awards

Annually

CEO and Board
Chair announce
Awards winners

CEO’s
Awards

Long
Service
Awards

Volunteer
Awards
Awards
provided to
staff at 20,
30, 40 and
50 years of
service

Celebration
event held
quarterly
throughout
the year
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For:
X

Approval
Endorsement
Noting

To

Board

Author

Graeme Gillespie, Advisor, Commissioning and Contracts

Endorsed by

Health and Disability Advisory Committee
Craig Johnston, General Manager – Strategy, Planning and
Performance.

Date

15 September 2020

Subject

Community Pharmacy Services Commissioning

RECOMMENDATION
It is recommended that the Board:


note that approval of the Community Pharmacy Services Commissioning
Policy will end the moratorium on issuing new contracts for community
pharmacy providers



approve the Community Pharmacy Services Commissioning Policy.

Strategic Alignment
The Community Pharmacy Commissioning Policy is closely aligned to the key
strategic priorities and enablers in the MidCentral DHB’s Strategy.
The themes are consistent with our desire to invest in services that support
Quality Living, Healthy Lives and Well Communities.
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1.

PURPOSE

To seek Board approval of the MidCentral District Health Board (MDHB) Community
Pharmacy Commissioning Policy.
The purpose of the policy is to drive improved integration of primary care services
and reinforce a strong equity focus, ensuring that we maximise our investment in
areas that will improve equity of health outcomes for our priority populations,
including those with financial barriers and those with complex health and social
needs.
2.

SUMMARY

The Community Pharmacy Services Commissioning Policy supports the Pharmacy in
MidCentral Strategy which was approved by the Board in October 2019.
The strategy and policy have been created to guide the future development of
pharmacy services in the MDHB’s district. The strategy incorporates local and
national strategic priorities and was developed with extensive engagement with the
pharmacy sector and other stakeholders, including Māori, consumers and primary
care.
The policy was endorsed by the Health and Disability Advisory Committee at its
meeting on 1 September 2020. The committee made recommendations to include
Te Tiriti o Waitangi commitments and definitions of holistic care. The policy has
also received a final review by Buddle Findlay, who have recommended changes to
reduce duplication and strengthen alignment with the Integrated Community
Pharmacy Services Agreement (ICPSA).
The policy will enable MDHB to lift its current moratorium on new community
pharmacy services contracts and start to take an active role in the commissioning
of new and changed local pharmacy services. Such services are part of the ICPSA,
which all local pharmacies have signed up to.
3.

BACKGROUND

The strategic environment for community pharmacy is determined by the New
Zealand Health Strategy; the Ministry of Health’s Pharmacy Action Plan 2016-2020
and Implementing Medicines in New Zealand 2015-2020; and the MDHB Strategy
and Pharmacy in MidCentral Strategy.
The practice in New Zealand has been for district health boards (DHBs) to
automatically approve any application for a new ICPSA. This allowed the market to
determine the location of community pharmacies and the services they provided.
This has resulted in an over-supply of services in some areas and shortage in
others. The emergence of new entrants risks ‘cherry picking’ more profitable
services which could lead to reduced sustainability of critical services to vulnerable
populations and increased inequity.
The 2019 variation to the ICPSA introduced clauses relating to location, equity and
audit. In order to apply the location provisions the DHB must have a policy relating
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to population access to community pharmacy services. This policy fulfils that
requirement.
The policy provides the opportunity to configure and shape our pharmacy services
to ensure greater emphasis on access, targeting inequities and generate better
health outcomes for our community. The policy provides greater influence on where
new pharmacist services are located, and ensure the providers demonstrate a
collaborative partnership with primary care. It will assist to ensure provision of
community pharmacy services that best address our vision for quality pharmacist
services.
The policy will drive the commissioning of services through community pharmacies
that support the MDHB’s strategic imperatives and outcomes sought by the Ministry
of Health Pharmacy Action Plan and MDHB’s Pharmacy in MidCentral Strategy.
The criteria for decision making to determine applications will be based on the
applicant’s ability to demonstrate the following:









Alignment with national and local strategic priorities for pharmacy and
pharmacy services
Good character and meets requirements to practice
Provision of accessible services to a population in need of pharmacy services
Sufficient qualified staff to deliver services
Achieving better health outcomes through a holistic approach
A focus on providing integrated patient care across pharmacy in MidCentral and
primary care
Suitable systems and processes to deliver quality, best practice services
Addressing funding priorities as directed by the Board or the Ministry of Health.

On 18 December 2018 the Board approved the imposition of a moratorium on
issuing new contracts for community pharmacy providers from 18 December 2018,
until the adoption of a policy on contracting pharmacy services within MidCentral in
2019.
4.

CONSULTATION

Consultation with key stakeholders on the Community Pharmacy Services
Commissioning Policy and Quality Framework was undertaken during December
2019 and January 2020. This was followed by a period of direct engagement to
finalise the policy.
Submissions were received from community pharmacists, the Clinical Council, a
Consumer Council member, a Community Wellbeing Committee and the Pharmacy
Guild.
The strongest feedback related to the application of the policy to existing ICSPA
holders in the sale of businesses and the membership of the Commissioning Panel.
The provisions of the ICPSA in respect to amalgamation or sale and purchase of an
existing pharmacy that the DHB not unreasonably withhold consent for the
assignment or transfer of rights or obligations under the ICPSA is made clear.
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Membership of the Commissioning Panel will include an experienced community
pharmacist. It is considered that this sector knowledge and experience will enhance
the commissioning process and outcomes.
Submitters also offered valuable suggestions for quality improvement in respect to
errors, formatting, definitions and consistency.
An area of contention is the co-location of community pharmacy services with the
sale of tobacco products and alcohol. The policy does not exclude this, however
requires the applicant to identify how they will reduce or mitigate the adverse
health impact of any co-located and nearby services and facilities relating to
alcohol and tobacco sales, gambling facilities, or other services that contribute to
poorer population health outcomes. It is felt any such restriction targets specific
providers, who may also provide significant access benefits.
Other issues raised included provision of financial statements; lack of a defined
review period; provision of an equity plan; membership of the Manawatu
Community Pharmacy Group; and managing conflicts of interest. The requirements
in respect to these matters have been made clearer.
The policy was endorsed by the Health and Disability Advisory Committee at its
meeting on 1 September 2020. The committee made recommendations to include
Te Tiriti o Waitangi commitments and definitions of holistic care. A requirement for
the applicant to demonstrate that the proposed services are consistent with Te
Tiriti o Waitangi has been included in the criteria. This is supported by a
requirement to provide details of how the applicant will support the introduction of
appropriate Māori principles/tikanga within its organisation to promote the holistic
approach of Māori health care and provide a Quality Improvement Plan that
includes details of how the applicant will take into account the needs of Māori
service users. The applicant will also need to provide information on how they will
address the physical, emotional, social, spiritual and intellectual aspects of health
in providing holistic services.
The policy has also received a final review by Buddle Findlay, who have
recommended some formatting changes that reduce duplication and strengthen
alignment with the ICPSA. This reduces the risk of any successful legal challenge of
the policy or decisions made under the policy.
5.

CONCLUSION

Implementing the Community Pharmacy Commissioning Policy is the final element
in a strategically-led approach to community pharmacy in MDHB. It supports MDHB
to determine the nature and location of community pharmacy services within the
context of national and DHB strategic frameworks and community need.
The policy allows MDHB to lift its moratorium on new community pharmacy
agreements.
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POLICY
COMMUNITY PHARMACY SERVICES COMMISSIONING
Applicable to: Community Pharmacy
Services Providers and
persons wanting to
provide Community
Pharmacy Services
1.

Issued by: Strategy, Planning and
Performance
Contact: Advisor Commissioning and
Contracts

PURPOSE
The purpose of this policy is to outline an equitable and quality approach by which MidCentral
District Health Board (MDHB) will commission Community Pharmacy Services that achieve its
statutory objectives and the national and MDHB visions for those services in an equitable manner
that best meets the needs of MDHB’s district community.
Commissioning is a continual and iterative cycle involving the development and implementation
of services based on strategic planning, procurement, monitoring/reporting and evaluation.
Commissioning describes a broad set of linked activities, including service overviews, priority
setting, procurement and purchase through contracts, monitoring of service delivery and review
and evaluation.

2. CONTEXT
MDHB has a statutory objective under the New Zealand Public Health and Disability Act 2000:
‘....to seek the optimum arrangement for the most effective and efficient delivery of health services
in order to meet local... needs’ (section 22(1)(ba)).
The Integrated Community Pharmacy Services Agreement (ICPSA) came into effect on 1 October
2018. The purpose of this contract is to implement the objectives relating to the delivery of
Community Pharmacy Services that are set out in clause A.1 of the ICPSA. These include:
 delivering Community Pharmacy Services in an innovative way so that all New Zealanders
have equitable access to medicines and health care services;
 fully utilising the unique and complementary skill set of pharmacists as healthcare
providers to enhance patient safety; and
 flexible delivery of Community Pharmacy Services to enable DHBs to commission
population services to meet the needs of the people living in the DHB’s geographical area.
A variation to ICPSA that came into force in 2019 provides that a DHB may control the location of
contract holders if it has a policy relating to population access to Community Pharmacy Services.
This policy serves that purpose.
This policy guides how MDHB will achieve the intent of the Ministry of Health’s Pharmacy Action
Plan 2016-2020 and MDHB’s Pharmacy in MidCentral Strategy.
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POLICY
3. POLICY STATEMENT
This policy provides the opportunity to configure and shape MDHB’s pharmacy services to ensure
greater emphasis on access, target inequities and generate better health outcomes for MDHB’s
district community. The policy provides greater influence on where new pharmacist services are
located, and ensures that providers demonstrate a collaborative partnership with primary care. It
will ensure Community Pharmacy Services best address MDHB’s vision for quality pharmacist
services. Providers must be capable of complying with the ICPSA and support the Pharmacy
Action Plan and Pharmacy in MidCentral Strategy.
MDHB will continue to investigate and develop opportunities to commission services through
Community Pharmacies that support the following:






MDHB Strategic Imperatives, including:
o Achieving quality and excellence by design;
o Connecting and transforming primary, community and specialist care;
o Partnering with people and whānau to support health and wellbeing; and
o Achieving equity of outcomes across communities.
Pharmacy Action Plan 2016-2020, in relation to:
o Population and personal health;
o Medicines management services;
o Minor ailments and referral; and
o Dispensing and supply services.
Pharmacy in MidCentral Strategy, in relation to:
o Systems;
o Services; and
o Workforce.

This approach will take a quality improvement approach, with a focus on:







Delivery of services based on health need;
Equitable access to Community Pharmacy Services;
Fully informed patient self-care;
Integrated, multi-disciplinary co-ordination to patient services;
A focus on people centric collaboration between pharmacists, from the hospital to the
community; and
Increasing primary care capacity

4. SCOPE
To achieve the policy statement set out above, this policy will guide MDHB’s decision-making
relating to Community Pharmacy Services in MDHB’s district including:



All requests received for a new ICPSA;
When existing ICPSA holders seek to transfer their pharmacy contract, which results from
the partial or complete sale of a pharmacy or because there is a change in control of the
pharmacy
 When an existing ICPSA holder:
o Seeks to relocate the pharmacy;
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o
o
o

Seeks to provide services from an additional premise (including through a satellite
pharmacy) or location;
Seeks to amalgamate with one or more providers; or
Seeks to provide a new Community Pharmacy Service within an existing contract.

This policy applies to:




5.

All employees and Board Members of MDHB;
All external personnel of MDHB; and
Any other designated person or organisation dealing with the commissioning of
Community Pharmacy Services for, or on behalf of, MDHB.

PROCESS
The process for assessing applications will be as follows:
a.

b.
c.

d.
5.1

Applicants must complete the relevant application form and send it to: Advisor
Commissioning and Contracts, Strategy, Planning and Performance, MidCentral
DHB, Gate 2, Heretaunga St, Palmerston North 4414 or emailed to
contracts.department@midcentraldhb.govt.nz
An email acknowledging your application will be sent within 5 working days of
receipt.
MDHB will convene the MidCentral DHB Community Pharmacy Commissioning
Panel (the Panel) to consider the information provided in the application form,
having regard to current access and quality of pharmacist services for the population
in the proposed location.
The Panel will make a recommendation to the Chief Executive Officer who will make
a decision on the application.

Applications for new ICPSA
The applicant will be advised of the outcome of the application within 20 working days of
making the application, unless a request for additional information is made.
Applications relating to new pharmacy contracts will be considered against the criteria
outlined in clause 6.1 of this policy.
Applications that are granted will be subject to the pharmacy subsequently obtaining and
maintaining a pharmacy licence through the Ministry of Health where required.

5.2

Applications for transfer of existing ICPSA
The applicant will be advised of the outcome of the application within 20 working days of
making the application, unless a request for additional information is made.
Applications relating to existing pharmacies will be considered against the criteria
outlined in clause 6.2 of this policy, consistent with the requirements of clause C.45 of the
ICPSA.
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5.3

Applications to provide services from a new location, additional premises, or
new services within an existing ICPSA, including delivery of existing national
service not currently provided by the provider
The applicant will be advised of the outcome of the application within three months of
making the application. MDHB will notify the applicant for a change of location of its
decision within 20 working days from receipt of the notification given under subclause
(1)(a) of clause B.20 of the ICPSA.
If approved, the service may be initially tested through a short-term pilot programme with
funding support (up to 12 months). Extensions after that period will be dependent on the
performance of the pilot programme.
Applications relating to the change of location, additional premises, or new funded
national services within existing Pharmacy Contracts will be considered against the
criteria outlined in clause 6.3 of this policy, and in accordance with the requirements of
clause B.20 of the ICPSA.

5.4

Applications not received
MidCentral DHB is not responsible for applications that are not received.

5.5

Requests for additional information
During the application process, the Panel may require further information from an
applicant additional to that contained in the application, for example in regard to:
 determining the nature of the interest held by any person in the pharmacy;
 the requirement for a person to be a 'fit and proper' person or a body corporate to be of
'good repute'; or
 the ownership structure of the pharmacy.
The applicant will be advised of the outcome of the application within 20 working days of
providing the additional information.
If the applicant fails to supply the information within 30 days of the date of the request (or
within any additional time given by the Panel) the application will lapse. This requires the
applicant to submit a new application.

5.6

Once an application is approved
Applications for new Pharmacy Contracts, relocations, additional premises or locations,
transfer of existing pharmacy contracts.
Subject to the application being approved, the applicant will have 90 days to begin the
process of purchasing/leasing the pharmacy building and submit the application for a
Ministry of Health Pharmacy Licence. If the applicant fails to begin the process within 90
days, the approval may be revoked and a new application may be required. New pharmacy
operations must be completed within 12 months of approval. If the applicant fails to begin
to complete the process within 12 months from approval, the approval may be revoked and
a new application may be required.
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Applications for new Community Pharmacy Services within existing Pharmacy
Contracts
Subject to the application being approved, the applicant will have 90 days to begin the
provision of service through a new pharmacy or existing pharmacy. If the applicant fails to
complete providing the service within 90 days, the approval may be revoked and a new
application may be required.
5.7

If an application is declined
In the event of the application being declined, the applicant may request that the decision
be reviewed by the Chief Executive Officer within 30 days of notification of the decision,
by providing additional information to support the original application. The decision of
the Chief Executive Officer will be final.
If any information provided in relation to an application is found to be untrue, incomplete
or misleading in anyway the application will be declined.

6. APPLICATION CRITERIA AND DECISION MAKING
6.1

New ICPSA
Consideration of applications for a new ICPSA will be guided by the criteria set out in the
table below. The associated information requirements are also set out in the table below.
Information requirement

Criteria



The applicant has demonstrated it is of
good character and there are no
unresolved issues concerning the
pharmacist/s current or past Annual
Practicing Certificate/s (APC) or Ministry
of Health licence/s or conditions.

The applicant has demonstrated that the
proposed services are consistent with
relevant national and local strategic
priorities, including Ti Tiriti o Waitangi
commitments, for pharmacy and
pharmacy services.
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Provide the following Applicant
information – APC (including any
conditions), police check and good
character information.
Details of community pharmacy
experience



Details of any conditions imposed on an
APC



Details if an APC has ever been
cancelled



If the applicant has been a pharmacy
owner previously, provide details if a
Ministry of Health licence has had
conditions applied or cancelled.

Explain how the proposed services will
meet the relevant national and local
strategic priorities for pharmacy and
pharmacy services outlined in the Clause
3 Policy Statement and Pharmacy in
MidCentral Strategy.
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Criteria

Information requirement

The applicant will contribute to providing 
best practice advice and service so that the
people of MidCentral achieve better health
outcomes – People Centric, Best Practice,
Better Health Outcomes.





The applicant has demonstrated that it will
provide services required by MDHB in an
area or for a population in need of
pharmacy services. Assessment of this
criterion will include:





location
population served
proposed services
opening days/hours










The applicant demonstrates that it has
sufficient staff with relevant qualifications
and accreditations to deliver the proposed
services.
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Provide details of how the applicant will
support the introduction of appropriate
Maori principles/tikanga within its
organisation to promote the holistic
approach of Maori health care.
Provide a Quality Improvement Plan that
includes details of how the applicant will
take into account the needs of Maori
service users.
Provide a plan on how the proposed
services will address inequity.
Provide details about how the applicant
will contribute to providing best practice
advice and service so that the people of
MidCentral achieve better health
outcomes – People Centric, Best Practice,
Better Health Outcomes.
Pharmacy Information – location,
proposed services, opening hours.
Confirmation that the applicant will
provide all PHARMAC Schedule section
B, C and D medications to patients if
requested and required; including high
cost medications (exemptions may apply
as directed by MidCentral DHB or
PHARMAC).
Provide information about existing
pharmacy services in the proposed
location and the different services that
will be supplied from the existing
services.
Distance to nearest existing pharmacies.
Proximity to primary care services and
populations with special needs.
Explanation of what the population
needs are of the proposed pharmacy
location, how are they currently being
met and how the services provided by
the applicant will meet the unmet
population health needs.
Provision of staffing plan and profile.
Information on contingency planning to
ensure maintenance of acceptable
minimum staffing levels.
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Criteria

Information requirement

The applicant will demonstrate how it will
increase the impact of co-located and
nearby services and facilities with positive
health outcomes and how it will minimise
and mitigate the impact of those with
negative health outcomes.





The applicant has demonstrated that it will
work in an integrated manner with
primary care providers to ensure
continuity of care to patients resulting in
better health outcomes.







The applicant has demonstrated it has
suitable systems and processes in place to
meet the Pharmacy in MidCentral Strategy
and the Community Pharmacy Quality
Standards.
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Information on where the proposed
pharmacy will be located, including
information on co-located and nearby
services and facilities relating to better
population health outcomes, such as
healthy eating, healthy exercise, social
inclusion, etc. and how the pharmacy
will leverage these to improve health
outcomes.
Information on any co-located and
nearby services and facilities relating to
alcohol and tobacco sales, gambling
facilities, or other services that
contribute to poorer population health
outcomes and how the pharmacy will
reduce or eliminate their adverse impact
on health outcomes.
Explanation of how the applicant will
work with primary care providers to
support better health outcomes.
Evidence of engagement plan with
primary care providers in the proposed
location.
Information on how the applicant will
engage with population groups with
greater needs, including the elderly and
those receiving mental health and
addiction services.
Information on how the applicant will
address the physical, emotional, social,
spiritual and intellectual aspects of
health in providing holistic services
Provide evidence of systems and
processes relevant to meeting the
Pharmacy in MidCentral Strategy and
the Community Pharmacy Quality
Standards.
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6.2

Transfer of existing ICPSA

Consideration of applications for a transfer of an existing pharmacy contract will be guided by the
criteria set out in the table in clause 6.1 as relevant and decisions about applications will be made
in accordance with C.45 of the ICPSA. MDHB must be satisfied of the proposed transferee’s
ability to perform its obligations under the ICPSA and request reasonable details to inform any
consent. The MDHB seeks to gain maximum quality improvement through any change.
6.3

Services from a new location, additional premises or for new services within
existing ICPSA, including delivery of existing national service not currently
provided by the provider

Consideration of applications for services from a new location, additional premises or new funded
national services within an existing ICPSA, including delivery of existing national service not
currently provided by the provider, will be guided by the criteria set out in the table in clause 6.1
as relevant. Consideration of applications for a change in location of premises will be consistent
with clause B.20 of the ICPSA. MDHB will have regard to the proximity of other community
pharmacies to the proposed location, needs of the providers current service users and the likely
needs of the population that may be served at the proposed location. MDHB seeks to gain
maximum quality improvement through any change.
7.

MIDCENTRAL DHB COMMUNITY PHARMACY COMMISSIONING PANEL
The Panel will assess applications against the criteria and provide an assessment on the extent an
application meet the criteria.
The Panel will include the following roles:
 Community Pharmacy Experience nominated by the MidCentral Community Pharmacy
Group;
 Pae Ora Maori Health Directorate representative;
 Primary Care Representative nominated by THINK Hauora;
 Consumer or Community Representative nominated by the Consumer Council;
 Chief Pharmacist; and
 Business Accountant.
The Panel may seek additional information or advice, and/or co-opt additional members as
required.
Panel members will be required to declare any conflicts of interest in respect to each application
considered. MDHB will determine whether the conflict excludes the member from the Panel, or the
conflict can be satisfactorily managed.

8. POLICY REVIEW
This policy will be reviewed as and when required, and may be updated by MDHB at any time.
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9. REFERENCES
This policy acknowledges MDHB’s responsibilities under legislation, such as:
 New Zealand Public Health and Disability Act 2000;
 Commerce Act 1986;
 Employment Relations Act 2000;
 Fair Trading Act 1986;
 Health and Safety at Work Act 2015;
 Human Rights Act 1993;
 Medicines (Database of Medical Devices) Regulations 2003;
 Official Information Act 1982;
 Privacy Act 1993;
 Contract and Commercial Law Act 2017;
 Treaty of Waitangi Act 1975;
 Resource Management Act 1991;
 Ministry of Health, Health and Disability Services, Pharmacy Service Standards 2010.
10. DEFINITIONS
APC

The principal purpose of the Health Practitioners Competence
Assurance (HPCA) Act 2003 is to protect the health and safety of
members of the public by providing for mechanisms to ensure that
pharmacists are competent and fit to practise. It requires
pharmacists to be registered and hold a current Annual Practising
Certificate (APC) to be able to practice, even if practising under
supervision.

Community
Pharmacy Services

Means the services provided by the Provider under the ICPSA,
including services provided in relation to the dispensing of
pharmaceuticals

Contract

An agreement between two or more persons or legal entities which
is intended to be enforceable. Both parties must have capacity to
contract. The essential elements of a contract are:

agreement between the parties as to the essential
terms of their bargain;

an intention by the parties to create a legally
binding relationship; and

the existence of consideration which means that
each party gives the other something and each party gets
something in return.

External Personnel

Means:

authorised paid individuals or individuals from paid
companies or other entities (non-employees) working
within MidCentral DHB to meet staffing/service/project
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needs, e.g. external agency staff, locums, consultants and
contractors; and

authorised unpaid individuals or groups to observe
(including clinical observers), gain experience, teach or
provide support within agreed boundaries.
PHARMAC

The Pharmaceutical Management Agency (PHARMAC) is the New
Zealand Crown agency that decides, on behalf of District Health
Boards, which medicines and related products are subsidised for
use.
More recently, PHARMAC been appointed by Cabinet to be the
future national shared procurement service for Medical Devices
and will gradually begin to work on national contracts. The
national contracts are optional for DHBs to use, but may offer
significant benefits to the DHBs and where appropriate should be
applied.

Procurement

All of the business processes associated with acquisition of goods
and services, spanning the whole cycle from the identification of
needs to the end of a service contract or the end of the useful life
and subsequent disposal of an asset.

Purchase

A transaction in which goods or services are acquired in exchange
for payment.

Staff

Means generally all people to whom this policy applies and who
are involved in some capacity during a procurement process; and
also
Means the person nominated to directly manage and be
accountable for a particular procurement. Responsibilities include:
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planning and documenting the procurement activity
adequately;
engaging key stakeholders (including Procurement
Services, Contract Services, Infection Control, Local and
Regional Information Services, Health and Safety Services,
where necessary);
development of requirements and specifications;
obtaining necessary approvals and authorisation;
providing originals of signed contracts to Contract Services;
and
complying with regulatory requirements and relevant
MidCentral DHB policies.
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11. RELATED MDHB DOCUMENTS
MDHB Policies:
MDHB-1892 Health and Safety [Policy] [HR H3]
MDHB-1963 Contracts Policy
MDHB-2018 Conflict of Interest Policy
MDHB-2022 Delegations Policy
MDHB-5705 Procurement Policy
MDHB Guides:
Panel Assessment Template – New Pharmacy, Amalgamations or Sale and Purchase of existing
Pharmacy
Panel Assessment Template – New Pharmacy Services within existing Pharmacy Contracts
MDHB Manuals:
Board Policies Manual
Health and Safety Manual
Procurement Manual
MDHB Strategy Documents:
MidCentral DHB Strategy
Pharmacy in MidCentral Strategy
12. KEYWORDS
Contracts
Government Rules of Sourcing
Pricing / price reviews
Procurement
Community Pharmacy
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For:
Decision
Endorsement
X

Noting

To

Board

Author

Margaret Bell, Board Secretary
Rory Matthews, Interim Director Office of the Chief Executive

Endorsed by

Brendan Duffy, Board Chair
Kathryn Cook, Chief Executive

Date

18 September 2020

Subject

Board meeting attendance fees

RECOMMENDATION
It is recommended that the Board:


note the reasons for not paying Board members for attendance at the
Health and Disability Advisory Committee meeting held on 26 May 2020,
or the Finance, Risk and Audit Committee meeting held on 16 June 2020



note the MidCentral District Health Board’s Governance Manual, Section
18 Remuneration and Expenses for Board Members, will be updated to
clarify how meeting attendance fees are calculated if a combined meeting
of the Board and a Statutory Committee is required.

Strategic Alignment
This report aligns to the DHB’s Strategy and key enabler, “Stewardship”. It
discusses an aspect of effective governance.

271
1.

PURPOSE

To clarify the way payments are made for attendance at combined meetings of
the Board and Statutory Committees.
2.

BACKGROUND

Due to the COVID-19 restrictions earlier this year, the following two meetings of
the Board and its Statutory Committees were combined:



26 May 2020 – Board and Health and Disability Advisory Committee (HDAC)
16 June 2020 – Board and Finance, Risk and Audit Committee (FRAC).

A Board member has asked why Board members were not paid for attending the
HDAC and FRAC meetings.
2.1

Combined Board and HDAC meeting

One agenda was issued for the combined meeting and separate minutes were
prepared. The minutes show that both meetings started at 9am and were held
concurrently. The HDAC meeting ended at 12.05pm, and the Board meeting
ended at 12.55pm.
2.2

Combined Board and FRAC meeting

One agenda was issued for the combined meeting and separate minutes were
prepared. The minutes show that both meetings started at 9am and were held
concurrently. The FRAC meeting ended at 1.45pmm and the Board meeting
ended at 1.50pm.
3.

CABINET FEES FRAMEWORK

As outlined in the Cabinet Office Fees Framework (CO (19) 1, updated January
2020), attendance at Board meetings is covered by the honorarium for Board
members, which is paid monthly. Workshops are also covered by the
honorarium.
Board members who are appointed to a Statutory Committee such as the Health
and Disability Advisory Committee (HDAC) or Finance, Risk and Audit Committee
(FRAC) are entitled to be paid an additional fee for attendance only.
4.

PAYMENTS MADE FOR THE COMBINED MEETINGS

As the Board meetings in May and June were combined with Statutory
Committee meetings, it was decided that payment for attending the Statutory
Committee meetings would only be made to independent committee members
who attended.

272
This decision is in line with guidance received from Te Kawa Mataaho Public
Service Commission (formerly State Services Commission) on the interpretation
of the Cabinet Office Fees Framework.
The combined meetings between the Board and HDAC and the Board and FRAC
were due to extraordinary circumstances arising from the COVID-19 pandemic.
Therefore, the issue of payments for a situation of holding combined meetings
has not been covered in the Board’s Governance Manual. This will be updated
when next reviewed to clarify and explain how meeting attendance fees are
calculated if a combined meeting of the Board and a Statutory Committee is
required in the future.
As a Crown entity, there is public interest in the payment of fees and
reimbursement of expenses to Board members. It is important to ensure there
is no public perception that Board members receive two payments for attending
the same meeting.
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For:
Decision
Endorsement
X

Noting

To

Board

Author

Tracee Te Huia, General Manager Māori Health

Endorsed by

Manawhenua Hauora 10 August Hui
Kathryn Cook, Chief Executive

Date

22 September 2020

Subject

Manawhenua Hauora Chair’s Report

RECOMMENDATION
It is recommended that the Board:


1

note the content of the report from the Manawhenua Hauora Chair.

INTRODUCTION

Attached is the Manawhenua Hauora Chair’s report following the Manawhenua
Hauora meeting held on 10 August 2020. The meeting was held face-to-face
and using Zoom. Members are enjoying the option for Zoom and the new sound
system in the Board Room.
Following recommendations by Manawhenua Hauora, the General Manager Māori
Health’s advice is outlind below.
1.1

Manawhenua Hauora and MDHB Joint Work Plan 2020/21

Manawhenua Hauora has endorsed the joint work plan 2020/21 which is now
ready for consideration and approval at the Board meeting on 29 September.
1.2

Māori Health Equity System Review

On completion of the review, the report and an accompanying paper will be
provided to Manawhenua Hauora and Board that outlines the recommendations
and next steps. This review is being taken seriously by the Organisational
Leadership Team and the Finance, Risk and Audit Committee, who will ensure
key recommendations are upheld and implemented.
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1.3

Ka Ao Ka Awatea and iwi plans

Iwi have been focusing on developing iwi pathways and plans that can be used
by MidCentral District Health Board (MDHB) in health planning. Iwi are
completing these plans in their own time and two iwi are doing so with no
resources from the health sector. This is a goodwill exercise requested by Pae
Ora Paiaka Whaiora to ensure iwi are well engaged in MDHB planning. The
majority of iwi time is being spent on developing economic opportunities in
partnership with other organisations to improve their financial position, and in
doing so prioritise health and wellbeing options for whānau, such as housing,
jobs and business. The view of one iwi is that if you align commercial efforts
with culture, you increase wellness. It has been described at a Manawhenua
Hauora meeting that iwi are heavily investing their time into the health sector
with little return for their people. The General Manager Māori Health’s
recommendation is that the Board agrees with iwi expectations for evident Tiriti
o Waitangi commitment into planning, design and delivery of services that lead
to whānau ora.
1.4

Tiriti o Waitangi training for the Board

Manawhenua Hauora is in the throes of developing an exciting programme of
learning for the Board. This will be discussed at the Combined Board meeting on
29 September to allow Board members to be involved in the design of the
programme.
1.5

MDHB Tiriti o Waitangi Policy review – first draft for consultation

Feedback has been sought from Manawhenua Hauora and the Organisational
Leadership Team on the draft policy, with changes now complete. This policy
will be submitted to the Board for approval at its 29 September meeting.
1.6

Equity versus Māori Health

Pae Ora Paiaka Whaiora agrees with Manawhenua Hauora in using the term
‘equity’ to mean Māori health can be distracting and may seem disrespectful in
terms of the partnership MDHB has with iwi. The General Manager Māori
Health’s recommendation is that MDHB ceases to use equity as meaning Māori
health and is more explicit to only use Māori health or Māori health equity where
required.

The Manawhenua Hauora Chair’s report and recommendations are attached for
the Board’s consideration.

Manawhenua Hauora

Mana Whenua Partners to Te Pae Hauora O Ruahine O Tararua MidCentral District Health Board

PO BOX 1341 MAXWELLS
PALMERSTON NORTH

Manawhenua Hauora and District Health Board’s Joint workplan
2020/21
A workshop was held with Manawhenua Hauora to identify key priorities and
actions to be included in the 2020/21 Board to Board Joint Workplan, key
priorities were identified what a clear framework for accountability. The
workplan has been included into the Board pack for discussion at the Board to
Board meeting. Manawhenua Hauora discussed the partnership that is
continuing to strengthen with a sense that the next year is going to be both
challenging and exciting.
Manawhenua Hauora now recommends the Boards jointly approve the workplan
at the Board to Board meeting once discussion and any changes are agreed, for
implementation. We suggest Pae Ora Paiaka Whaiora have responsibility for
reporting progress and performance of the workplan for the year.
Māori Health Equity System Review – Technical Advisory Services
The scope of this review was discussed and on the whole the members were
satisfied with the direction of travel. Key to the discussion, was how the
auditors were going to engage iwi. It was suggested that the auditors come to
the next Manawhenua Hauora meeting with a clear set of questions and
flexibility for members to respond how they wish. Members particularly liked the
suggestion of following the IHI (International Health Improvement) improving
heath equity assessment tool which covers the following:
• Make Health Equity a Strategic Priority – DHB leaders commit to improving
health equity by including equity in the DHB’s (and Directorate level) strategy
and goals. Equity is viewed as mission critical - that is, the mission, vision, and
directorates cannot thrive without a focus on equity.
• Build Infrastructure to Support Health Equity – Operationalising a health equity
strategy requires dedicated resources, including human resources and data
intelligence and resources, as well as an organisational infrastructure.
• Address the Multiple Determinants of Health – DHB’s must develop strategies
to address the multiple determinants of health, including health care services,
organisational policies, the organisation’s physical environment, the community’s
socioeconomic status, and encouraging health behaviours.
• Eliminate Racism and Other Forms of Oppression – DHB’s must look at their
systems, practices, and policies along with behaviours and attitudes of staff to
assess where inequities are produced and where equity can be proactively
created.
• Partner with the Community to Improve Health Equity – To support
communities to reach their full health potential, DHB’s must work in partnership
(increasingly with high trust models of commissioning and service design) with
community members and community based organisations. It’s imperative that
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local Iwi are extensively engaged throughout, from setting strategy through to
deployment and monitoring impact.
Manawhenua Hauora is expecting strong recommendations to fall out of this
review and for DHB to take them seriously. If we want a significant change in
Māori inequity for health, we need to ensure we act. We look forward to the
discussions with the auditors on the 21st of September 2020.
Ka Ao Ka Awatea refresh and Iwi plans
We heard from Pae Ora about the process they are taking to partner both THINK
Hauora and Te Tihi on this refresh. Members felt it important that the refresh
links with the DHB’s 10-year strategic plan refresh so that integration of the focus
and efforts on Māori health are not fragmented. Iwi planning is progressing well
with three of the five iwi having already submitted their plans to DHB. These are
currently being analysed and incorporated into the high level strategic framework
discussions with the governance group. Again the members made it clear to Pae
Ora that if they want to see change they need to respect that iwi are the better
leaders for this change and not DHB. We must share the power and control if we
want to make a difference. We have enough evidence to understand that by DHB
having all of the control little is achieved. The timeline as we understand it is the
following:
TIMELINE





August - September: Engagement with Iwi regarding Health and Wellbeing
Plans
September - October: Working alongside Iwi requiring support with the
development of Health and Wellbeing Plans
November: Identification of Iwi health and wellbeing priorities to be
incorporated into MDHB planning
November: Reiterate identified priorities to Iwi and finalise refresh of Ka Ao
Ka Awatea
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We look forward to the outcome of good integrated planning and that will help
us lead to stronger performance of the health sector. Mauri ora!!
Tiriti o Waitangi training for the Board
Discussion was held on the second phase of training for the Board. An
agreement was reached by the members that we need to discuss this
extensively with the Board members themselves. The fact that only four Board
members attended the last Treaty training by Jen Margaret and three of these
Board members were Maori, suggests there is a need to agree with what we are
trying to achieve here and what we are committing to.
MDHB Treaty of Waitangi policy review – first draft for consultation
The drafted refresh of the Treaty of Waitangi policy was written following the
release of Whakamaua, the Ministry of Health’s Māori Health Action plan in July.
Members were largely supportive of the policy but asked that they be provided
the final policy in September. What was made clear was that members expect
the policy to be outward facing and not just relate to the hospital. Additionally,
member’s views were that the policy when complete, must be embedded into
everything we do. Every project, every service, every funding bid, every
business case etc. must consider how they are going to improve Māori health
through the identified work proposed. If there isn’t a Māori health improvement
focus, then this should be explained up front and critiqued by Pae Ora Paiaka
Whaiora.
Equity versus Māori Health
It has come to the attention of Manawhenua Hauora at the health sector is
collapsing the two concepts of Equity and Māori health together. Of course the
members agree that Māori health equity is the focus, however when equity in its
widest sense is considered to be the same or inclusive of Māori health the
priority for Māori health is lost. This is not to suggesting that elderly, disability
or refugee health is not important but it needs to be made clear that the
prioritising of Māori health comes from a very different paradigm in that the DHB
has an obligation under te Tiriti o Waitangi to prioritise Māori health
improvement in the first instance. This is completely different to servicing a
total population and its needs. Māori has to be the focus and we shouldn’t be
enmeshing this priority with other high needs populations. We recommend that
the Board not tolerate the use of equity to mean Māori health and that we are
explicit in the refresh of the 10-year strategy and Ka Ao Ka Awatea and any
other pertinent areas, that Māori health equity is the focus and not equity of
itself.
Oriana Paewai
Chair Manawhenua Hauora

277

278

For:
Approval
Endorsement
X

Noting

To

Board

Author

Rory Matthews, Interim Director, Office of the Chief Executive

Endorsed by

Brendan Duffy, Board Chair
Kathryn Cook, Chief Executive

Date

15 September 2020

Subject

Update on the Palmerston North Hospital Foundation

RECOMMENDATION
It is recommended that the Board:


note that progressing the Palmerston North Hospital Foundation was slowed
because of COVID-19



note that the Board Chair and Interim Director of the Office of the Chief
Executive are working to actively progress the establishment of the
Foundation



note that the intention is for the Foundation’s purpose to be for the benefit of
Palmerston North Hospital



note that the Board and Committees will be kept updated on progress.

Strategic Alignment
This report is aligned to the DHB’s strategy and key enabler, “Stewardship”.
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1.

PURPOSE

This paper is to update the Board on the progress and next steps towards
establishing a charitable foundation trust.
2.

BACKGROUND

Unlike many other districts in New Zealand, MidCentral District Health Board
(MDHB) does not have a dedicated charitable Trust that is able to raise funds
aligned with the strategic needs of the DHB and its population, nor sponsor
initiatives beyond the resources of the DHB’s current funding priorities.
There are currently four relevant Trust funds that have received bequests and
donations. These are held in Trust accounts administered by MDHB and shown in
the monthly financial reports (approximately $2.7m in July) as follows:
1.

Palmerston North Hospital Medical Trust

2.

Palmerston North Medical Research Foundation

3.

Radiotherapy and Oncology Trust

4.

District Health Board Trusts and Special Funds Administration.

Each of these Trust funds have either been established for specific purposes or
received funds to be used for a specific purpose. Use of their associated funds is
variable and MDHB has limited ability to influence how funds are used or raised.
Considerations for a charitable Trust better aligned to MDHB and Palmerston North
Hospital priorities date back to 2006. Capacity, timing, competing priorities and
economic factors have impeded progress.
In September 2019 it was agreed at the Finance, Risk and Audit Committee (FRAC)
meeting to progress the establishment of a Foundation as a charitable Trust and
explore key considerations such as:


Advice on preferred structures for the Foundation to best enable it to operate
as an active Trust with fundraising activities aligned to MDHB’s priorities.



The design process for appointment of trustees to attract the level of funding
aspirations while maintaining an appropriate level of separation and
governance from the DHB.



Identification of a third party settlor to settle the Foundation with either a
nominal or substantive gift.



The operational resourcing model for the Foundation.



Defining the scope and aspirations of the Foundation to widen its appeal
without diluting existing fundraising efforts.



Drafting of a proposed Trust Deed.
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3.

PROGRESS AND NEXT STEPS

Following the September 2019 FRAC meeting, Buddle Findlay was asked to refresh
their opinion on the structure and purpose of the Trust and to draft a proposed
Trust Deed.
Advice from Buddle Findlay was received in January 2020, exploring options on the
structure. The DHB’s response to the COVID-19 pandemic has diverted efforts to
progress the response.
It has been agreed that the Interim Director of the Office of the Chief Executive will
work with the Board Chair to progress the establishment of the Foundation.
Discussion to date has established that it will be important that the purpose of the
Foundation is clear to support fundraising efforts. The intention is for the
Foundation’s purpose to be for the benefit of supporting the priorities and needs of
Palmerston North Hospital. We need to ensure donors have confidence that their
funds, donations, and bequests will be used for this purpose.
The immediate priorities are:


Finalising the preferred legal structure and trustee appointment process.



Articulating the purpose and finalising the Trust Deed.



Identifying the third party settlor and initial trustees.



Developing the target operating model for the Foundation.

The Board and Committees will receive regular updates as progress is made.
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MIDCENTRAL DISTRICT HEALTH BOARD
Minutes of the Health & Disability Advisory Committee meeting
held on 1 September 2020 from 9.00am in the Board Room,
Gate 2, Heretaunga Street, Palmerston North
PART 1
PRESENT:
John Waldon (Chair)
Brendan Duffy
Heather Browning
Vaughan Dennison
Lew Findlay
Muriel Hancock

Materoa Mar
Gail Munro
Karen Naylor
Oriana Paewai
Jenny Warren

ATTENDEES:
Kathryn Cook, Chief Executive
Dr Kelvin Billinghurst, Chief Medical Officer.
Tracee Te Huia, General Manager, Māori Health
Gabrielle Scott, Executive Director, Allied Health
Celina Eves, Executive Director Nursing & Midwifery
Judith Catherwood, General Manager, Quality & Innovation
Jennifer Free, Committee Secretary
IN ATTENDANCE – PART MEETING:
Lyn Horgan, Operations Executive, Acute and Elective Services
Dr Jeff Brown, Clinical Executive, Women, Children & Youth
Sarah Fenwick, Operations Executive, Women, Children & Youth
Dr Claire Hardie, Clinical Executive, Cancer Screening Treatment & Support
Cushla Lucas, Operations Executive, Cancer Screening Treatment & Support
Debbie Davies, Operations Executive, Primary, Public, Community Health
Scott Ambridge, Operations Executive, Mental Health & Addictions
Dr Vanessa Caldwell, Clinical Executive Mental Health & Addictions
Andrew Nwosu, Operations Executive, Healthy Ageing & Rehabilitation
Dr Syed Zaman, Clinical Executive Healthy Ageing & Rehabilitation
Michelle Riwai, General Manager, Enable NZ
1 x Media
2 x Public
2 x Comms
1.

KARAKIA

The meeting opened with the Organisational Karakia.
2.

ADMINISTRATIVE MATTERS

2.1 Apologies
No apologies received. Norman Gray was not present.
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2.2 Late Items
There were no late items.
2.3 Conflicts and/or Register of Interests Update
No conflicts were declared.
2.4 Minutes of the previous meeting
It was resolved:
that the Part One minutes of the meeting held on 21 July 2020 be approved as
a true and correct record. (Moved Karen Naylor; seconded Vaughan Dennison)
2.5 Matters arising from the previous minutes
At the last meeting there was a request to find out more about Community Allied Health
and assistive technology assessment wait lists, length of wait lists, impact on hospital
length of stay, allied health child assessments and access to audiology. The Executive
Director, Allied Health agreed to report back to the next Committee meeting.
3.
3.1

PERFORMANCE REPORTING
Update for April/May 2020

The individual cluster reports were considered and the following points discussed:
Te Uru Rauhī, Mental Health & Addictions: The report was taken as read. The Clinical
and Operations Executives highlighted there had been a slow but steady reduction in
acute readmissions. The work around the NGO (non-Government organisation)
partnerships continued to build relationships across the sectors providing specialist
support.
Te Uru Whakamauora, Healthy Ageing & Rehabilitation: The report was taken as read.
The Clinical and Operations Executives discussed the number of initiatives implemented
to improve inpatient flow and the work around the integrated pathway for management
of hip fracture patients, patient fall rate variances etc.
Te Uru Kiriora, Public, Primary & Community Health: The report was taken as
read. The Chief Medical Officer and the Operations Executive highlighted the following
areas. At the current Alert Level 2, the opportunity costs of COVID were highlighted, as
staff were redirected from other duties. Surveillance testing was being held with a pop
up COVID-19 testing centre in Levin today, with testing being focused on higher risk
populations. It was noted that over eighteen thousand tests have been completed
across the district with over three thousand Māori and 600 Pasifika. And primary care
consultation levels had returned to pre COVID rates.
Te Uru Mātai Matengau, Cancer Screening, Treatment and Support: The report was
taken as read. The Clinical and Operational Executives reported that overall progress
with annual plan initiatives was on track. The regional linear accelerators in Hastings
and New Plymouth was discussed. It was noted that while the model of service for
these outreach sites was largely agreed, the construction of the required new buildings,
to be built by the regional DHB’s, will take longer than originally anticipated and go-live
dates are as yet unclear. The Operations Executives agreed to provide more
information at the next meeting. Also noted was the availability of internationally-based
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riggers. Riggers who are essential for the installation of the Linacs will be required to
quarantine.
Te Uru Pā Harakeke, Healthy Women Children and Youth: The Clinical and Operational
Executives presented the report, which was taken as read. The Clinical Executive
acknowledged the significance and symbolism of gifted Māori names for principle areas
in Block C with a ceremony and blessing led by Pae Ora Paiaka Whaiora, suitably timed
around Matariki. The Operations Executive highlighted the ongoing midwifery workforce
risk, however confirmed a robust plan was in place and that the Department are
working with the New Zealand College of Midwives, MERAS and the Midwifery Council
regarding mitigation strategies. The Housing NZ Programme pilot had now finished
with under 16 year olds benefitting all being Māori. Further intersectoral work specific
to localities and communities is now needed to ensure value and permanence of these
benefits, and whether the programme or variations are appropriate in our COVID-19
world.
Te Uru Arotau, Acute & Elective Services: The report was noted as read. The Operations
Executive Te Uru Arotau, Acute & Elective Services reported there was good progress
being made in the ESPIs, especially ESPI2. The medications management programme
was positive, with a new innovation to improve medicine management for Māori and
Pasifika patients with gout.
It was resolved that the Committee
endorse the progress made by the Directorates in June/July 2020
note the changes to the performance overview reflecting the transition from
2019/20 plans to the 2020/21 financial year. (Moved Karen Naylor; seconded
Vaughan Dennison)
3.2

Enable New Zealand Report to 31 July 2020

The General Manager presented the report which was taken as read. Overall
performance was tracking well post-COVID lockdown and the Enablement Programme
was back on track. The Sensory Playroom was discussed and it was reported the
demand was high. The overall availability of data by ethnicity was discussed. The
General Manager indicated that as Enable NZ do not deliver service directly to disabled
people that is was difficult to get consistency in data across the various services and
therefore ethnicity data could not be relied on as accurate. Contract owners such as
the Ministry set the requirements for data capture for each service and that these vary
from contract to contract.
Further information about the Enable New Zealand planning process was discussed and
it was noted that the Enablement Programme Workplan formed the basis of the
organisations Operational Plan. Enable New Zealand report to both this Committee and
Finance Risk and Audit Committee (FRAC) for different matters.
It was resolved that the Committee:
endorse the Enable New Zealand Report to 31 July 2020. (Moved Vaughan
Dennison; seconded Muriel Hancock)
3.3

Pae Ora Paiaka Whaiora Progress Report

The report was taken as read. The General Manager presented the report. An overall
update on the directorate was given with a discussion on the review of the services,
wellbeing plans and the innovative approach and research around the smoking
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cessation programme and the root cause as to why there were addictions. Te Tiriti o
Waitangi (The Treaty) training was raised and the Board would be asked to notify the
team about what they wanted to get out of their forthcoming training, what didn’t work
and what changes were recommended. It was noted there was a Board to Manawhenau
Hauora Board hui taking on place 29 September 2020.
It was resolved that the Committee:
endorse the progress report by Pae Ora Paiaka Whaiora. (Moved John Waldon;
seconded Muriel Hancock)
4

DECISION/DISCUSSION PAPERS

4.1 Ōtaki Health and Wellbeing Plan Update
Angela Rainham, Project Manager, Strategy Planning & Performance presented the
report which was taken as read. There had been significant progress made in
several areas of the Wellbeing Plan.
There was discussion around the engagement of the Board in localities and it was
confirmed by the Board Chairman that the engagement in the localities through
the health and wellbeing groups was the preferred method.
There was discussion around the membership of the health and wellbeing groups
and the Chief Executive noted she had met with the Chairman of the local group
and plans were being made to strengthen Māori membership of the locality group.
It was resolved that the Committee:
endorse the progress that had been made in relation to the Ōtaki Te Mahere
Hauora (the Ōtaki Health and Wellbeing Plan). (Moved John Waldon; seconded
Muriel Hancock)
4.2 Community Pharmacy Services Commissioning
The Advisor, Commissioning and Contracts and the General Manager, Strategy,
Planning and Performance presented the report. The report was for endorsement
to enable the policy to be approved by the Board. It was noted this policy would
support the Board in the decision making around future provision of pharmacy
services in the district.
It was proposed the policy could be strengthened to include Te Tiriti o Waitangi
commitments and definitions of holistic care.
It was resolved that the Committee:
with the amendments proposed, endorse for the Board’s consideration the
Community Pharmacy Services Commissioning Policy for Board approval
note that approval by the Board of the Community Pharmacy Services
Commissioning Policy ends the moratorium on issuing new contracts for
community pharmacy providers. (Moved Karen Naylor; seconded Vaughan
Dennison)
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5

INFORMATION PAPERS

5.1 Committee’s Schedule and Work Programme
The General Manager, Quality & Innovation presented this report which was taken
as read.
It was noted the Committee and Board work programmes were under review.
There was discussion about the approach to receiving feedback on the approach
and the Chief Executive indicated this would be iterative, with Board and
Committee members providing feedback as the approach was developed and
implemented.
It was resolved that the Committee:
note the schedule for Committee meetings in 2021 which have been approved by
the Board
note the 2020/21 work programme is under review and will be presented at the
next meeting after approval of the Board
note the review underway to develop a contemporary reporting and work
programme commensurate with the role of the Health and Disability Advisory
Committee’s Terms of Reference. (Moved Muriel Hancock; seconded Brendan
Duffy)
6

LATE ITEMS

There were no late items.
7.

DATE OF NEXT MEETING

13 October 2020, Board Room, MidCentral District Health Board, Gate 2 Heretaunga
Street, Palmerston North.
8.

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
“In committee” minutes of the
Health & Disability Committee
previous meeting”

Reason
For reasons set out in the order
paper of 21.07.20

Part 1 of the meeting closed at 12.19pm
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Confirmed this 13th day of October 2020.

……………………………….
Chairperson
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MIDCENTRAL DISTRICT HEALTH BOARD
Minutes of the Finance, Risk and Audit Committee meeting
15 September 2020 from 9.00am
PART 1
MEMBERS
Brendan Duffy (Board Chair)
Simon Allan (Clinical Council Chair, Independent)
Vaughan Dennison

Tony Hartevelt (Independent)
John Waldon

IN ATTENDANCE
Member Muriel Hancock
Member Materoa Mar
Member Karen Naylor
Kathryn Cook, Chief Executive
Bruno Dente, External Auditor, Deloitte (via Zoom)
Lucy Nicol, External Auditor, Deloitte (via Zoom)
Jared McGillicuddy, Internal Audit Manager, Technical Advisory Services
Darryl Ratana, Deputy Chief Financial Officer
Tracee Te Huia, General Manager, Māori Health
Neil Wanden, General Manager, Finance and Corporate Services
Nicki Williamson, Committee Secretary
Rory Matthews, Acting Director of the CEO Office
IN ATTENDANCE (part meeting)
Doug Barnes, Programme Director, Enterprise Project Management Office (EPMO)
1.

KARAKIA

The meeting opened with the organisational karakia.
2.

ADMINISTRATIVE MATTERS

2.1

Apologies

Members Oriana Paewai and Heather Browning were apologies.
2.2

Late items

There were no late items.
2.3

Register of Interests Update

The Chair advised three changes to his interests; he was no longer a Trustee for Electra
Trust, a Member of the Environmental Legal Assistance Fund or a Member of the
Representation Commission.
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2.4

Minutes of the Previous Meeting

It was noted that Member Paewai had been absent from the previous meeting due to a
tangi rather than work commitments.
It was resolved:
That the minutes of the meeting held on 28 July 2020 be approved as a true and
correct record. (Moved Vaughan Dennison; seconded Tony Hartevelt)
2.5

Matters Arising from Previous Minutes

There were no matters arising.
3.

PERFORMANCE REPORTING

3.1

Finance Update – July 2020

The Deputy Chief Financial Officer presented the report. The report was taken as read.
The style of the report had been changed. The Chair complemented the new improved
report format.
Member Naylor joined the meeting.
The result had been a good start to the year. Planned care was well above budget for
the month. Holidays Act and COVID-19 had been identified as ‘exceptional items’.
There was discussion about the use of specialing in Mental Health and that the
mitigations in place hadn’t yet reflected in savings. Specialing was being monitored
carefully across the organisation, not just in Mental Health. The sustainability plan
would also address specialing.
The August result which had just been finalised was also a positive result, and a
promising start to the year. The COVID-19 impact on the bottom line of August had
been minimal.
The Chair advised the members that on the last Ministerial weekly call, it had been
made clear that COVID-19 costs were to be specifically for COVID-19 requirements and
would be closely scrutinised before any costs were reimbursed.
The Programme Director, Enterprise Project Management Office (EPMO) joined the
meeting.
It was asked if Appendix three of the finance report could have an additional line to
show the value of depreciation contributing funding of capital expenditure.
It was resolved that the Committee:
note that the month and year to date result for July 2020 is a deficit of $0.823m,
which is $0.147m favourable to budget
note that the result for July 2020 includes COVID-19 related net costs of
$0.069m and unbudgeted Holidays Act related costs of $0.335m. Net of these
costs the month variance to budget would be an operating favourable variance of
$0.551m
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note that total available cash and equivalents of $26.866m as at 31 July 2020 is
sufficient to support liquidity requirements.
endorse the July financial report for consideration by the Board. (Moved Vaughan
Dennison; seconded Simon Allan)
3.2

Sustainability Plan 2020-2023

The Programme Director EPMO presented the report which was taken as read. The plan
was progressing well. The Sustainability Plan Assurance Group had met and was
working on Terms of Reference and how mitigations, risks and slippage would be dealt
with.
It was resolved that the Committee:
note progress made to date on the Sustainability Plan for 2020-2023
(Moved Tony Hartevelt; seconded Vaughan Dennison)
3.3

2019/20 Annual Audit

Bruno Dente and Lucy Nicol from Deloitte joined the meeting via Zoom. The external
auditors thanked the General Manager, Finance & Corporate Services and Deputy Chief
Financial Officer and acknowledged that the audit had run very smoothly.
The auditors went through their report as provided in the meeting papers. The
Statement of Service Performance still had to be completed and reviewed and therefore
that numbers might change slightly. An audit extension had been granted until the end
of December by the Government although MidCentral intended to be completed by the
end of October as normal.
Areas of focus during the audit included: Holidays Act, there had been large movements
in provisions for the Holidays Act across all DHBs; Land and Buildings, these would be
due for a full re-evaluation next year; Financials, sector wide the DHBs were under
pressure. MidCentral was a going concern for at least the next 12 months and was one
of the few DHBs in New Zealand to not need a letter of comfort.
There were three areas of concern which related to I.T.
With the exception of the Holidays Act, which was a sector wide known issue, there was
no non-compliance with legislation identified during the audit.
The following areas audited were each closely examined and had no issues noted:
Progression of Regional Digital Health Services, Management override of controls,
Revenue recognition, Asset management, Procurement and Ethics and integrity.
It was resolved that the Committee:
note the Deloitte audit reports. (Moved John Waldon; seconded Vaughan
Dennison)
The external auditors left the meeting.
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3.4

2019/20 Annual Report Financial Statements

The Deputy Chief Financial Officer presented the report. The report was taken as read.
The Statement of Service Performance was still a work in progress and not available.
It was resolved that the Committee:
note that the additional note regarding the COVID-19 impact would be included
endorse the 2019/20 Annual Report Financial Statements, including the
statement of accounting policies, for Board approval. (Moved Tony Hartevelt;
seconded Simon Allan)
4.

DISCUSSION/DECISION PAPERS

4.1

Internal Audit Update

The General Manager, Finance and Corporate Services and Internal Auditor presented
the report, which was taken as read. The Internal Auditor had done a lot of work to
bring the programme back up to date following the impact of the COVID-19 Lockdown
and was tracking well against the recovery plan.
It was resolved that the Committee:
note the update on the 2019/ internal audit programme
note the removal of the IT Risk Management review from the draft 2020/21
Internal Audit Plan and its replacement with a review of Digital Portfolio
Management
endorse the draft Internal Audit Plan for 2020/21. (Moved John Waldon;
seconded Simon Allan)
4.2

Internal Audit Report – Clinical Coding Review

The Internal Auditor presented the report, which was taken as read. The audit had
reviewed the systems and processes that support clinical coding and checked record
inputs. The error rate was considered very reasonable compared to international
standards.
A few areas had been identified for improvement which included increasing resourcing
that would align with service demands and enable the introduction of an
auditor/educator role which should decrease the error rate. Interestingly, the same
audit across other DHBs that did employ an audit/educator coder had very similar error
rates to MidCentral.
All coders had been taken through their errors and coding changes rectified. There was
discussion about the impacts on the quality of service and roll on effect to consumer
and health outcomes if the coding wasn’t correct. Management would investigate
further.
It was resolved that the Committee:
endorse the internal audit on Clinical Coding. (Moved Vaughan Dennison;
seconded John Waldon)
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4.3

Non Clinical Audits Update re Recommendations

The General Manager, Finance & Corporate Services presented the report, which was
taken as read. The Chair was pleased to see that the EFTPOS machine had finally been
installed in the ED and understood the resistance to it had been resolved.
There was discussion about the Asset Management Planning Review and it’s linkages
back to the National Asset Management Plan report.
It was resolved:
That the update on the progress of the non-clinical audit recommendations be
noted. (Moved Tony Hartevelt; seconded Vaughan Dennison)
4.4

Enterprise Risk Workshop - Outcomes

The General Manager, Finance & Corporate Services presented the report, which was
taken as read. There were four key risks identified from the workshop that were not
already being reviewed by FRAC.
There was discussion about equity being in two categories, which the Committee felt
was possibly too condensed and should be wider across all audits.
One of the new risks identified on the table in appendix A had been mislabelled
“cultural” and would be amended to “Māori Health Te Tiriti Responsiveness”.
It was resolved that the Committee:
note the output of the Enterprise Risk workshop resulting in the four new
emerging risk themes for development
note that further work will be undertaken to bring that analysis and related
proposal to the next Committee meeting. (Moved Vaughan Dennison; seconded
John Waldon)
4.5

Proposed 2020/21 Internal Audit Plan

The General Manager, Finance & Corporate Services and Internal Auditor presented the
report, which was taken as read.
The proposed plan had included feedback from the risk workshop and the analysis of
that work. Movements and trends of risks over the last 12 months had also been taken
into consideration.
There was discussion if the stakeholder engagement prior to the plan had missed an
opportunity to engage with Manawhenua Hauora and ensure that individual audits had
Te Tiriti integrated within them. The Internal Auditor noted this feedback.
It was resolved that the Committee:
note the rationale for the proposed 2020/21 Internal Audit Plan
note the requirement for individual audit scopes to include consultation with
Manawhenua Hauora and reflect Te Tiriti
endorse the proposed Internal Audit Plan for 2020/21. (Moved John Waldon;
seconded Vaughan Dennison)
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4.6

Delegation of Authority Policy

The General Manager, Finance & Corporate Services presented the report, which was
taken as read. The policy had had minor changes made including some realignment of
delegations.
Clarifications were made on the following:
“Pacific” had been removed from the General Manager, Māori Health title and portfolio
and was included in the Te Uru Kiriora, Public, Primary & Community Health cluster.
Ex-gratia payments were explained as ‘for nothing’ no agreement and no expectation.
They were made when there was no obligation to do so.
Cessation payments reported in financial reports consisted of multiple payments, not to
one person. All had been made within the delegation limits.
Trusts and bequests were clarified. There was a distinction between the individual
bequests that were made to the DHB with specific conditions attached to them and the
Charitable Foundation which had been mentioned in a previous meeting and was
currently a work in progress.
Restructuring; the Committee queried the degree of oversight the Board had during
major restructuring. The Committee agreed that this occured due to the CEO’s
transparent reporting, rather than it being a prescriptive process within the policy and
requested management re-check.
There was discussion on appendix 1 section 2.8. This was a deliberate and very specific
restrictive delegation, as opposed to a permissive delegation to ensure no unintended
compliance issues from anyone acting outside their scope of skill and knowledge.
It was resolved that the Committee, subject to the matters raised being completed to
the Board’s satisfaction:
note the Delegation of Authority Policy has been reviewed and that several minor
adjustments are proposed
endorse for submission to the Board the revised Delegation of Authority Policy
(Moved Simon Allan; seconded John Waldon)
INFORMATION PAPERS
5.1

Enablement Programme Update to 31 August 2020

The Chief Executive presented the report, which was taken as read. There were no
matters raised.
It was resolved that the Committee:
note the Enablement Programme Update to 31 August 2020. (Moved Vaughan
Dennison; seconded John Waldon)
5.2

Board and Committee Members’ Expenses Policy – Discretionary
Authority

The Board Chair presented the report, which was taken as read. There were no
matters raised.
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It was resolved that the Committee:
note the report on the Board Chair’s use of discretionary authority during
2020/21 under the Board and Committee Members’ Expenses Policy.
(Moved Vaughan Dennison; seconded Tony Hartevelt)
6.

LATE ITEMS

There were no late items.
7.

DATE OF NEXT MEETING

Tuesday, 3 November 2020 – Boardroom, MidCentral District Health Board, Gate 2
Heretaunga Street, Palmerston North
8.

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

“In committee” minutes of the previous
meeting

For reasons set out in the order paper of
16 June 2020

Pathology and Laboratory Services Contract
Update

Subject to contract negotiations

9(2)(j)

Facilities Maintenance and Hotel Services

Subject to contract negotiations

9(2)(j)

(Moved Brendan Duffy; seconded Simon Allan)
Part one of the meeting closed at 11.05am
Confirmed this 3rd day of November 2020

……………………………
Chairperson
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Register of Interests: Summary, 16 September 2020
(Full Register of Interests available on Governance SharedNet Site)

Board Members
Name
Browning, Heather

Date
4.11.19

Nature of Interest / Company/Organisation
Director – HB Partners Limited
Member – MidCentral Governance Group Mana Whaikaha
Board Member and Chair, HR Committee – Workbridge

Duffy, Brendan

26.7.20

Director and Shareholder – Mana Whaikaha Ltd

3.8.17

Chair & Commissioner – Local Government Commission
Chairperson – Business Kapiti Horowhenua Inc (BKH)

Dennison,
Vaughan

4.2.20

Councillor – Palmerston North City Council

Findlay, Lew

1.11.19

President, Manawatu Branch and Director Central District - Grey Power
Councillor – Palmerston North City Council
Member – Abbeyfield

Gray, Norman

10.12.19

Employee – Wairarapa DHB
Branch Representative – Association of Salaried Medical Specialists

Hancock, Muriel

4.11.19

Sister is casual employee (Registered Nurse, ICU) – MidCentral DHB
Volunteer, MidCentral DHB Medical Museum

Mar, Materoa

16.12.19

Upoko Whakarae Te Tihi O Ruahine Whānau Ora Alliance
Chair – EMERGE Aotearoa
Matanga Mauri Ora MoH Mental Health and Addiction
Chair, ‘A Better Start – E Tipu Rea’, National Science Challenge, Liggins Institute,
University of Auckland

11.2.20

Member of MDHB Cluster
Member of local Child & Youth Mortality Review Group (CYMRG)

Naylor, Karen

5.8.20

Member of MDHB’s Māori Alliance Leadership Team (MALT)

6.12.10

Employee – MidCentral DHB
Member & Workplace Delegate – NZ Nurses Organisation

Paewai, Oriana

9.10.16

Councillor – Palmerston North City Council

1.5.10

CEO – Rangitane o Tamaki nui a Rua
Member – Te Runanga o Raukawa Governance Group
Chair – Manawhenua Hauora

13.6.17

Co-ordinating Chair – Te Whiti ki te Uru
Member Nga Manu Taiko, a standing committee of the Council – Manawatu District
Council
Member Governance Board – Te Ohu Auahi Mutunga (TOAM)
Member – Before School Checks (B4SC) Collective
Committee Member – Nga Kaitiaki o Ngati Kauwhata Inc
Member – Te Tihi o Ruahine Whānau Ora Alliance
Board Member – Cancer Society Manawatu

30.8.18

Appointed Member – Massey University Council
Coordinating Chair – Te Whiti ki te Uru (Central Region DHB MRBs)

31.8.20

Member – Project Alliance Board, Te Ahu a Turanga Manawatu-Tararua Highway
Member – Pa Harakeke CAG
Member – MDHB Māori Alliance Leadership Team (MALT)
Member – UNISON
Alliance Leadership Team (ALT) Member – THINK Hauora

Waldon, John

22.11.18

Co-director and co-owner – Churchyard Physiotherapy Ltd
Co-director and researcher – 2 Tama Limited
Manawatu District President – Cancer Society
Executive Committee Central Districts (rep for Manawatu, 1 of 2) – Cancer Society
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Warren, Jenny

6.11.19

Team Leader Bumps to Babies – Barnardos New Zealand
Consumer Representatives National Executive Committee – National On Track
Network
Pregnancy & Parenting Education Contractor – Palmerston North Parents’ Centre

Committee Members
Hartevelt, Tony

Allan, Simon

14.8.16

Independent Director – Otaki Family Medicine Ltd

14.8.16

Elder son is Director, Global Oncology Policy based at Head Office, USA – Merck
Sharpe & Dohme (Merck) (NZ operations for Global Pharmaceutical Company)

14.8.16

Younger son is news director for Stuff.co.nz – Fairfax Media

7.10.19

Independent Chair, PSAAP’s Primary Care Caucus – Primary Health Organisational
Service Agreement Amendment Protocol (PSAAP)

2.6.20

Deputy Chair – Manawatu Branch of Cancer Society
MDHB Rep – THINK Hauora
Palliative Care Advisory Panel (MoH advisory body)
Director of Palliative Care – Arohanui Hospice
Chair of Board – Manawatu Badminton Association

Celeita Williams

30.7.20

Employee, Lecturer – AUT University Dept of Paramedicine
Employee, Intensive and extended care paramedic – St John Ambulance NZ
Founding Member and Trustee – Vivere New Zealand Trust
Doctoral Candidate – AUT University
Caregiver – Oranga Tamariki
Member – Australasian College of Paramedicine

Management
Cook, Kathryn

1.7.16

Director – Central Region’s Technical Advisory Services

Ambridge, Scott

20.8.10

Nil

Amoore, Anne

23.8.04

Nil

Anjaria, Keyur

17.7.17

Wife is a user of the Needs Assessment & Service Co-ordination Service – MDHB

Ayres, Vivienne

26.8.10

Nil

Bell, Margaret

28.7.20

Nil

Billinghurst, Kelvin

6.8.20

Fellow of the Royal College of Medical Administration (RACMA)
Coordinator for the Indigenous Health Programme – RACMA
Member of the Rural Policy Advisory Group – RACMA
Fellow of the Australasian College of Health Service Managers (ACHSM)

Bradnock, Barb

26.8.10

Brogden, Greg

16.2.16

Brown, Jeff

Nil
Nil
TBA

Caldwell, Vanessa

7.5.18

Nil

Catherwood,
Judith

1.5.18

Nil

Davies, Deborah

18.5.18

Member, Alliance Leadership Team – Central PHO
Daughter is an employee and works within hospital services – MidCentral DHB

Eves, Celina

Fenwick, Sarah

14.5.18

Owner personal consulting company, UK – Celina Eves Limited (2020 moved into
dormancy)

20.4.20

Trustee – Palmerston North Medical Trust

13.8.18

Nil

Free, Jennifer

6.8.20

Nil

Friend, Karyn

14.12.19

Cousin works as a nurse in the renal unit

Hansen, Chiquita

9.2.16

Employed by MDHB and seconded to Central PHO 8/10ths – MidCentral DHB
CEO – Central PHO

Hardie, Claire

13.8.18

Member – Royal Australian & NZ College of Radiologists

13.8.18

Trustee – Palmerston North Hospital Regional Cancer Treatment Trust Inc

13.8.18

Member, Medical Advisory Committee – NZ Breast Cancer Foundation
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Horgan, Lyn

1.5.17

Sister is Coroner based in Wellington – Coronial Services

18.5.18

Member, Alliance Leadership Team – Central PHO

Howe, Jonathon

1.8.19

Nil

Lucas, Cushla

1.5.18

Nil

Johnston, Craig

19.2.16

Member, Alliance Leadership Team – Central PHO

19.4.16

Son is an employee and works within hospital services – MidCentral DHB

Feb 20

Partner now works for MidCentral DHB

Matthews, Jill

1.3.16

Nil

Matthews, Rory

20.8.20

Kirk, Chris

Managing Partner, FGI (NZ) Ltd trading as Francis Health
Trustee/Director Te Hopai Home and Hospital Ltd

Miller, Steve

18.4.17

Director. Farming business – Puriri Trust & Puriri Farm Partnerships

26.2.19

Board Member, Member, Conporto Health Board Patient’s First trading arm –
Patients First

6.3.19

Member, Alliance Leadership Team, Member, Information Governance Group –
Central PHO

1.10.19

Chair – National DHB Digital Investment Board

Nwosu, Andrew

10.8.18

Director UK health consulting company – AB Therapy Services

Ratana, Darryl

29.5.19

Nil

Russell, Greig

3.10.16

Minority shareholder – City Doctors
Member, Education Committee – NZ Medical Council

Sapsford, David

18.5.18

Nil

Scott, Gabrielle

Dec 19

Son is a permanent MDHB employee and works within Digital Services

Tanner, Steve

16.2.16

Nil

Te Huia, Tracee

19.11.19

Nil

Wanden, Neil

Feb 19

Nil

Williamson, Nicki

Mar 20

Nil

Walker, Barbara

Feb 20

Partner is a permanent MDHB employee and works in finance

Zaman, Syed

1.5.18

Nil
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Glossary of Terms
AC

Assessment Centre

ACC

Accident Compensation Corporation
The New Zealand Crown entity responsible for administering the country's no
fault accidental injury compensation scheme.

ACCPP

Accident Compensation Corporation Partnership Plan

ACE

Advanced Choice of Employment

ACT

Acute Crisis Team

ADL

Activities of Daily Living

ADON

Associate Director of Nursing

AESS

Te Uru Arotau Acute and Elective Services

ALOS

Average Length of Stay

Anti- VEGF

Anti-Vascular Endothelial Growth Factor

AoG

All of Government

AP
APEX

Annual Plan
The organisation's plan for the year.
Association of Professional and Executive Employees

API

Application Programming Interfaces

ARC

Aged Residential Care

ASH

Ambulatory Sensitive Hospitalisations

AS/NZS
ISO 31000

2018 Risk Management Principles and Guidelines

B Block

Wards, Laboratory, Admin, Out-Patients and Clinical Records

BAG

Bipartite Action Group

BAU

Business as Usual

BN

Bachelor of Nursing

BSCC

Breast Screen Coast to Coast

BYOD

Bring Your Own Device

CAG

Cluster Alliance Group
A group or 10-12 members from across the health and wider sector
supporting the Cluster Leadership Team to identify population health needs,
planning, commissioning and evaluating services and developing models of
care. Members include consumer and Māori representatives.

CAPEX

Capital Expenditure

CBAC(s)

Community Based Assesment Centre(s)

CCDHB

Capital and Coast District Health Board

CCDM

Care Capacity Demand Management
A programme that helps the organisation better match the capacity to care
with patient demand.

CCTV

Closed Circuit Television
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CCU

Critical Care Unit

CDO

Chief Digital Officer

CDS

Core Data Set

CE

Clinical Executive (of a service)

CE Act

Crown Entities Act

CEO

Chief Executive Officer

CFIS

Crown Financial Information System

CHF

Congestive Heart Failure

CIMS

Coordinated Incident Management System

CIO

Chief Information Officer

CLAB

Central Line Associated Bacteraemia

CME

Continuing Medical Education

CMO

Chief Medical Officer

CN

Charge Nurse(s)

CNM

Clinical Nurse Manager

CNS

Clinical Nurse Specialist

COI

Committee of Inquiry

ComM

Communications Manager

COPD

Chronic Obstructive Pulmonary Disease
A common lung disease which makes breathing difficult. There are two main
forms, Chronic bronchitis - a long term cough with mucus. Emphysema which involves damage to the lungs over time.

COVID-19

Novel Coronavirus

CPHO

Central Primary Health Organisation

CPI

Consumer Price Index

CPOE

Computer Physician Order Entry

CRM

Cyber Risk Monitoring

CSB

Clinical Services Block

CT

Computed Tomography
A CT scan combines a series of X-ray images taken from different angles
around your body and uses computer processing to create cross-sectional
images of the bones, blood vessels and soft tissues inside your body.

CTAS

Central Technical Advisory Services (also TAS)

CTCA

Computed Tomography Coronary Angiography
A CT scan that looks at the arteries that supply blood to the heart. Can be
used to diagnose the cause of chest pain or other symptoms.

CVAD

Central Venous Access Device
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CWDs

DCFO

Case Weighted Discharges
Case weights measure the relative complexity of the treatment given to each
patient. For example, a cataract operation will receive a case weight of
approximately 0.5, while a hip replacement will receive 4 case weights. This
difference reflects the resources needed for each operation, in terms of
theatre time, number of days in hospital, etc.
Deputy Chief Financial Officer

DHB

District Health Board

DIVA

Difficult Intravenous Access

DNA

Did Not Attend

DNW

Did Not Wait

DoN

Director of Nursing

DS

Digital Services

DSA

Detailed Siesmic Assessment

DX

Data Exchange
A data exchange software mechanism developed with the Social Investment
Agency (SIA) to support encrypted data sharing between public services.

EAP

Employee Assistance Programme

ECM

Enterprise Content Management

ED

Emergency Department

EDAH

Executive Director Allied Health

EDG-VPSR

Electrocadiograph – Visual Positioning System Rhythm

EDN&M

Executive Director, Nursing & Midwifery

EDOA

Emergency Department Observation Area

EDON

Executive Director of Nursing

EECA

Energy and Efficiency Conservation Authority

ELT

Executive Leadership Team

EMERGO

Emergo Train System

EMR

Electronic Medical Record

EN

Enrolled Nurse

ENT

Ear Nose and Throat

ENZ

Enable New Zealand

EOC

Emergency Operations Centre

EP

Efficiency Priority

EPA

Electronic Prescribing and Administration

EPMO

Enterprise Project Management Office

ERCP

Endoscopic Retrograde Cholangio Pancreatography

ERM

Enterprise Risk Management
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ESPI

Elective Services Patient Flow Indicator
Performance measures that provide information on how well the District
Health Board is managing key steps in the electives patient journey.

EWS

Early Warning System

EY

Ernst & Young

FHC

Feilding Health Care

FHIR

Fast Healthcare Interoperability Resources

FIT

Faecal Immunochemical Test

FM

Facilities Management

FM Services Facilities maintenance and hotel services required by the DHBs
FPIM

Finance and Procurement Information Management System

FPM

Financial Planning Manager

FRAC

Finance, Risk and Audit Committee

FSA

First Specialist Appointment

FSL

Fire Service Levies

FTE

Full Time Equivalent
The hours worked by one employee on a full-time basis.
Follow Up

FU
Gap

Analysis used to examine current performance with desired,
expected performance

GETS

Government Electronic Tenders Service

GM

General Manager

GMFCS

General Manager, Finance and Corporate Services

GMM

General Manager, Māori Health

GMPC

General Manager, People and Culture

GMQI

General Manager, Quality and Innovation

GMSPP

General Manager, Strategy, Planning and Performance

GP

General Practitioner

GST

Goods & Services Tax

H&S

Health and Safety

HaaG

Hospital at a Glance

HAI

Healthcare Associated Infection

HAR

Te Uru Whakamauora, Healthy Ageing and Rehabilitation

HBDHB

Hawke's Bay District Health Board

HCA(s)

Health Care Assistant(s)

HCSS

Home and Community Support Services

HDAC

Health and Disability Advisory Committee

HDU

High Dependency Unit
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HIP

Health Infrastructure Programme

HQSC

Health Quality & Safety Commission

HR

Human Resources

HRIS

Human Resources Information System

HROD

Human Resources and Organisational Development

HSWA

Health and Safety at Work Act

Hui

Formal meeting

HV

High Voltage

HVAC

Heating, Ventilation and Air Conditioning

HVDHB

Hutt Valley District Health Board

HWIP

Health Workforce Information Programme

HWNZ

Health Workforce New Zealand

IA

Internal Audit

IAAS

Infrastructure as a Service

IAP

Incident Action Plans

ICPSA

Integrated Community Pharmacy Services Agreement

ICT

Information and Communications Technology

ICU

Intensive Care Unit

IDF

Inter-district Flow
The default way that funding follows a patient around the health system
irrespective of where the are treated.

IEA

Individual Employment Agreement

IFHC

Integrated Family Health Centre
General practice teams with the patient at the centre, providing quality
health care when, where and how patients need it.

IFM /
IFM20

Integrated Facilities Management

IL

Importance Level
Seismic assessment rating

IMT

Incident Management Team

Insourced

Delivered directly by the DHBs via its staff

IOC

Integrated Operations Centre

IOL

Intraocular Lens

IOT

Internet of Things

IPSAS

International Public Sector Accounting Standards

IS

Information Systems

ISM

Integrated Service Model

IT

Information Technology/Digital Services

ITSM

Integrated Service Module
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IV

Intravenous

IVP

Improving Value Programme

JDE

JD Edwards
Name of software package

Ka Ao Ka
Awatea

Māori Health Strategy for the MDHB District

KPI(s)

Key Performance Indicator(s)
A measurable value that demonstrates how effectively an objective is being
achieved.

LDC

Local Data Council

LEO

Leading an Empowered Organisation

LMC

Lead Maternity Carer

LOS

Length of Stay

LSP

Leadership Success Profile

LTC

Long Term Condition(s)

LV

Low Voltage

MALT

Māori Alliance Leadership Team

MAPU

Medical Assessment and Planning Unit

MBIE

Ministry of Business, Innovation and Employment

MCH

MidCentral Health

MCIS

Maternity Clinical Information Service

MDBI

Material Damage and Business Interruption

MDHB

MidCentral District Health Board

MDM

Master Data Management

MDT

Multi-disciplinary Team

MECAs

Multi Employer Collective Agreements

MEED

Midwifery External Education and Development Committee

MERAS

Midwifery Employee Representation and Advisory Service

MIT

Medical Imaging Technologist
A radiographer who works with technology to produce X-rays, CT scans, MRI
scans and other medical images.

MIYA

MIYA Precision Platform

MoH

Ministry of Health

MOU

Memorandum of Understanding

MRI

Magnetic Resonance Imaging
A medical imaging technique used in radiology to form pictures of the
anatomy using strong magnetic fields and radio waves.

MRSO

Medical Radiation Officer

MRT

Medical Radiation Therapist(s)

MSD

Ministry of Social Development
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MWH

Manawhenua Hauora

MYFP

Midwifery First Year of Practice Programme

NAMD

Neovascular Age-Related Macular Degeneration

NBSP

National Bowel Screening Programme

NCAMP19

National Collections Annual Maintenance Programme 2019

NCEA

National Certificate of Educational Achievement

NCNZ

Nursing Council of New Zealand

NEED

Nursing External Education and Development Committee

NESP

Nurse Entry to Specialty Practice Programme (Mental Health)

NETP

Nurse Entry to Practice

NFSA

National Food Services Agreement

NGO

Non Government Organisation

NNU

Neo Natal Unit

NOS

National Oracle Solution

NP

Nurse Practitioner

NPC

Nurse Practitioner Candidate

NPTP

Nurse Practitioner Training Programme

NZ

New Zealand

NZCOM

New Zealand College of Midwives

NZCPHCN

New Zealand College of Primary Health Care Nurses

NZCRMP

New Zealand Code of Radiology Management Practice

NZD

New Zealand Dollar

NZHP

New Zealand Health Partnerships

NZNO

New Zealand Nurses Organisation

NZPHD Act

New Zealand Public Heath & Disability Act

O&G

Obstetrics and Gynaecology

OAG

Office of the Auditor-General

OD

Organisational Development

ODP

Organisational Development Plan

OE

Operations Executive (of a service)

OHS

Occupational Health and Safety

OLT

Organisational Leadership Team
OLT comprises all General Managers, Chief Medical Officer, Executive
Directors - Nursing & Midwifery and Allied Health, General Manager of Enable
NZ, all Operations Executives and Clinical Executives.

OPAL

Older People's Acute Assessment and Liaison Unit

OPERA

Older People's Rapid Assessment

OPF

Operational Policy Framework
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Outsourced Contracted to a third-party provider to deliver
Pae Ora
Paiaka
Whaiora

(Base/Platform of health) Healthy Futures (DHB Māori Directorate)

PACS

Picture Archiving Communication System

PBE

Public Sector Benefit Entity

PCBU

Person Conducting a Business or Undertaking

PCT

Pharmacy Cancer Treatment

PDRP

Professional Development and Recognition Programme

PDSA

Plan Do Study Act

PEDAL

Post Emergency Department Assessment Liaison

PET

Positron Emission Tomography

PHC

Primary Health Care

PHO

Primary Health Organisation (Think Hauora)

PHU

Public Health Unit

PICC

Peripherally Inserted Central Catheter

PICU

Paediatric Intensive Care Unit

PIP

PNCC

Performance Improvement Plan
This plan is designed to support the OLT in the prioritisation and
optimisation of system wide efforts to achieve our vision.
The plan was presented to the MoH as part of MDHB's 2019/20 strategic
discussion.
Palmerston North City Council

POAC

Primary Options for Acute Care

PPE

Personal Protective Equipment

Powhiri

Formal Māori Welcome

PPA

Promoting Professional Accountability

PPC

Public, Primary and Community

PP&CH

Public, Primary and Community Health

PPPR

Protection of Personal and Property Rights

PR&RO

Principal Risk and Resilience Officer

PSA

Public Service Association

QEAC

Quality & Excellence Advisory Committee

QHP

Qualified Health Plan

Qlik

Qlik Sense Data Visualisation Software (Dashboard Analytics)

Q&SM

Quality and Safety Markers

RACMA

Royal Australasian College of Medical Administrators

RDHS

Regional Digital Health Services

RFP

Request for Proposal
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RHIP

Regional Health Infometrics Programme
Provides a centralised platform to improve access to patient data in the
central region.

Risk ID

Risk Identification

RM

Registered Midwife

RMO

Resident Medical Officer

RN

Registered Nurse(s)

RP

Risk Priority

RSI

Relative Stay Index

RSP

Regional Service Plan

RTL

Round Trip Logistics
A technology platform.

Rules

Government Procurement Rules (4th Edition 2019)

SAC

Severity Assessment Code

SFIA

Skills Framework for the Information Age

SGOC

Shared Goals of Care

SIEM

Security Information Event Monitoring

SLA

Service Level Agreement

SLMs

System Level Measures

SME

Subject Matter Expert(s)

SMO

Senior Medical Officer

SNE

Services Not Engaged

SOI

Statement of Intent

SOR

Standard Operating Responses

SPE

Statement of Performance Expectations

SPIRE

Surgical Procedural Interventional Recovery Expansion
A project to establish additional procedural, interventional and surgical
resources within MDHB.

Spotless

Spotless Services (NZ) Limited

Spotless
Contract

The DHB's contract with Spotless for facilities maintenance and hotel
services

SRG

Shareholder's Review Group

SSC

State Services Commission (from 2020 - Te Kawa Mataaho Public Service
Commission)

SSHW

Safe Staffing, Healthy Workplaces

SSIED

Shorter Stays in Emergency Department

SSP

Statement of Service Performance

SSU

Sterile Supply Unit

SUDI

Sudden Unexpected Death in Infancy
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SUG

Space Utilisation Group

STAR

Services for Treatment, Assessment and Rehabiliation

TAS

Technical Advisory Services (also CTAS)

TCO

Total Cost of Ownership

TCU

Transitional Care Unit

THG

Tararua Health Group Limited

TKMPSC

Te Kawa Maataho Public Service Commission (formerly State Services
Commission)
Transformational Leadership Programme

TLP
Trendly

A national database capture tool and dashboard that focuses on the
measurement of DHBs to the National Māori Health Measures

TTOR

Te Tihi o Ruahine Whānau Ora Alliance

UCOL

Universal College of Learning

VBS

Voluntary Bonding Scheme

VRM

Variance Response Management

WDHB

Whanganui District Health Board

WebPAS

Web Based Patient Administration System

WebPASaas

Web Based Patient Administration System as a Service

WHEI

Whole Hospital Escalation Indicators

Y

Yes

YD

Yes and delegable

YTD

Year To Date

