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MIDCENTRAL DISTRICT HEALTH BOARD

Board Meeting
7 April 2015

Part1

1. APOLOGIES
2. LATE ITEMS

3. CONFLICT AND/OR REGISTER OF INTERESTS UPDATE
3.1 Amendments to the Register of Interests

3.2  Declaration of Conflicts in Relation to Today’s Business

4. MINUTES OF PREVIOUS MEETING

Pages: 4.1 — 4.8

Documentation: minutes of 24 February 2015

Recommendation: that the minutes of the previous meeting held on 24 February 2015
be confirmed as a true and correct record.

4.2 Matters Arising from the Minutes

5. BOARD COMMITTEES

5.1  |Group Audit Committee

Pages: 51-—5.6
Documentation: unconfirmed minutes of Group Audit Committee meeting, 24
February 2015

Recommendation:  that the unconfirmed minutes of the meeting of the Group Audit
Committee held on 24 February 2015 be received and the
recommendations contained therein approved.
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5.4
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5.0
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5.8

7.1

Matters Arising

Hospital Advisory Committee

Pages:
Documentation:

Recommendation:

Matters Arising

5.7 — 5.12
unconfirmed minutes of Hospital Advisory Committee meeting, 17
March 2015

that the unconfirmed minutes of the meeting of the Hospital
Advisory Committee held on 17 March 2015 be received and the
recommendations contained therein approved.

Disability Support Advisory Committee

Pages:
Documentation:

Recommendation:

Matters Arising

5.13 - 5.16

unconfirmed minutes of Disability Support Advisory Committee
meeting, 17 March 2015

that the unconfirmed minutes of the meeting of the Disability
Support Advisory Committee held on 17 March 2015 be received
and the recommendations contained therein approved

Community & Public Health Advisory Committee

Pages: 5.17 — 5.22

Documentation: unconfirmed minutes of Community & Public Health Advisory
Committee meeting, 17 March 2015

Recommendation:  that the unconfirmed minutes of the meeting of the Community &
Public Health Advisory Committee held on 17 March 2015 be
received and the recommendations contained therein approved.

Matters Arising

WORK PROGRAMME

Pages: 6.1—-6.7

Documentation: report from the CEO dated 27 March 2015

Recommendation:  that the updated 2014/15 work programme be noted.

OPERATIONAL REPORTS

CEOQO’s Report

Pages: 7.1 —7.34

Documentation: report from the CEO dated 27 March 2015

Recommendation:  that the report be received; and,

that the audit engagement letter, as contained in the CEO’s report
dated 27 March 2015, be approved.




8. GOVERNANCE ISSUES

8.1 CEQO Recruitment

Pages: 8.1—-8.2
Documentation: report from the Chairman dated 25 March 2015
Recommendation:  that the report be received.

8.2 [Signatories and Credit Card Approval |

Pages: 8.3-85

Documentation: report from the Interim General Manager MidCentral Health &
Support Services dated 26 March 2015

Recommendation:  that M Georgel ceases as a Westpac account signatory effective on
the 21 May 2015

that K Cook becomes a Westpac account signatory on the 4th May
2015

that S Wilson be removed as a Westpac account signatory with
immediate effect

that M Georgel ceases to be a Westpac credit card holder effective
on the 27 May 2015

that K Cook replaces M Georgel as a Westpac credit card holder
with a credit limit of $8,000 effective on the 4" May 2015

that C Channing replaces R Brown as a signatory for Ministry of
Health Loan documentation with immediate effect

that C Channing replaces R Brown as an Authorised Officer, with
immediate effect, authorising Westpac to rely on notices or
instructions on behalf of the Acceding Party with regards to the
Shared Banking and Treasury Services Master Agreements

9. LATEITEMS

10. DATE OF NEXT MEETING

Tuesday, 19 May 2015 at the Bush Multi-Sport Park, 57 Huxley Street, Pahiatua. To
include a public forum.

11.  EXCLUSION OF PUBLIC

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

Item Reason Ref
“In Committee” Minutes of the Previous For reasons stated in the previous
Meeting agenda




“In Committee” Minutes of Committee

Meetings:

o Hospital Advisory Committee, 17 March
2015

¢ Community & Public Health Adwsory
Committee,17 March 2015

o Disability Support Advisory Committee,
17 March 2015

For the reasons set out in the
Committees’ order paper 17.3.15
meeting held with the public present
For the reasons set out in the
Committees’ order paper 17.3.15
meeting held with the public present
For the reasons set out in the
Committees' order paper 17.3.15
meeting held with the public present

¢ Remuneration Committee: CEO’s To protect personal privacy g(2)(a)
performance review and measures,
and Remuneration Package
Strategic Matters
o 2015/16 Planning Process Subject of negotiation 9(2)()
¢ HBL Transition & Proposal Subject of negotiation 9(2)(4)
Operational Matters
» CEO’s report: HBL business cases, and, | Subject of negotiation and under 9(2)(j)
strategic reviews obligation of confidence o(2)(ba)
Governance Matters
e Insurance Update Contains competitive pricing 9(2)({)
information
 Banking and Treasury Agreement Contains commercially sensitive 9(2)([)

Amendments

information
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MIDCENTRAL DISTRICT HEALTH BOARD
Minutes of the MidCentral District Health Board meeting held on 24 February 2015 at 10.00am

at MidCentral District Health Board Offices, Board Room, Gate 2, Heretaunga Street,
Palmerston North

PRESENT

Phil Sunderland (Chair) Kate Joblin éé

Diane Anderson Nadarajah Manocharan (e @?’? .

Adrian Broad Karen Naylor 4

Lindsay Burnell Richard Orzecki !27@@/

Barbara Cameron Barbara Robson Ay,

Ann Chapman fﬁ?& f
€y

IN ATTENDANCE

Murray Georgel, Chief Executive Officer

Mike Grant, Interim General Manager, MidCentral Health/Corporate Services
Craig Johnston, Acting General Manager, Funding & Planning

Jill Matthews, Principal Administration Officer

Jeff Small, Group Manager, Commercial Support Services

Lyn Horgan, Operations Director, Hospital Services

Nicholas Glubb, Operations Director, Specialist Community & Regional Services
Muriel Hancock, Director, Patient Safety & Clinical Effectiveness

Brian Woolley, Manager, Knowledge & Information Management

Michele Coghlan, Director of Nursing

Dennis Geddis, Communications Officer

Scott Ambridge, General Manager, Enable New Zealand

David Andrews, Operations Manager, Enable New Zealand

Stephanie Turner, Director, Maori Health & Disability

Chris Channing, Finance Manager (part meeting)

Public (3)
Media (1)
1. APOLOGIES

An apology for lateness was received from Lindsay Burnell, Board Member.

2. LATE ITEMS

There were no late items.

3. CONFLICT AND/OR REGISTER OF INTERESTS UPDATE
3.1  Amendments to the Register of Interests

Barbara Robson advised a short (two meeting) interest, being a member (consumer
representative) of the Royal NZ College of GPs’ working group for the review of the aiming for
excellence standard.

Murray Georgel advised his board membership of Health Benefits Limited and the Central
Region’s Technical Advisory Services Limited has ceased.
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3.2  Declaration of Conflicts in Relation to Today’s Business

The following conflicts were declared:

e Ann Chapman: CEQ’s report, item 8.1; there was mention of Spark

e Barbara Cameron: her interest as a Councillor, Manawatu District Council in the Feilding
Integrated Family Health Centre

e Barbara Robson, consumer representative on the maternity clinical information system’s
working group

The Chair advised these interests had been declared and considered previously, and presented

no issue. The members concerned could participate freely in any discussion.

4. MINUTES OF PREVIOUS MEETING

4.1  Minutes

Tt was resolved:

that the minutes of the previous meeting held on 16 December 2014 be confirmed as a
true and correct record.

4.2 Matters Arising from the Minutes
There were no matters arising from the minutes.
5. BOARD COMMITTEES

5.1  Funding Audit Sub-Committee

It was resolved:

that the unconfirmed minutes of the meeting of the Funding Audit Sub-Committee held
on 16 December 2014 be recetved and the recommendations contained therein
approved.

5.2  Matters Arising
There were no matters arising from the minutes.
5.3 Hospital Advisory Committee

Barbara Robson, Committee Chair advised there was some repetition in the unconfirmed
minutes and this would be resolved. She confirmed that the content was correct.

It was resolved:

that the unconfirmed minutes of the meeting of the Fospital Advisory Committee held
on 3 February 2015 be received and the recommendations contained therein approved.

5.4 Matters Arising

There were no matters arising from the minutes.
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5.5 Community & Public Health Advisory Committee

It was resolved:

that the unconfirmed minutes of the meeting of the Community & Public Health
Advisory Committee held on 3 February 2015 be recetved and the recommendations
contained therein approved.

5.6  Matters Arising

5.6.1 Mental Health Phone Line

A member advised she asked further questions of management regarding this matter.
5.7 Enable New Zealand Governance Group

Tt was resolved:

that the unconfirmed minutes of the meeting of the Enable New Zealand Governance
Group held on 3 February 2015 be received and the recommendations contained
therein approved.

5.8 Matters Arising

There were no matters arising from the minutes.

6. WORK PROGRAMME

The CEO advised that consideration was being given to a workshop on 17 March. This would be
held between the meetings of the Hospital Advisory and the Community & Public Health
Advisory Committees. The subject would be a presentation from, and discussion with, the
Health Quality & Safety Commission.

The Minister of Health’s requirement that a value for money workshop be held as part of the
development of a detailed business case for the Master Health Service Plan was noted.
Management advised that these workshops were a standard part of projects such as this and
would oceur at several levels.

It was resolved:

that the updated 2014/15 work programme be noted.

7 STRATEGIC MATTERS
7.1 Master Health Service Plan: Detailed Business Case Update

The approach to the development of a detailed business case was discussed and it was agreed
and/or confirmed that:

e membership of the Steering Committee be expanded to include a Maori perspective

» expressions of interest would be sought for membership of the Consumer Advisory Group,
and previous members could continue

o the project structure, including a Steering Committee, programme office, programme
management support, programme director, etc would ensure a comprehensive range of
skills were available to the project, including accounting, commercial and contracts.

o an external agency would be contracted to provide support similar to the role Sapere had
played in the development of the indicative business case




The Minister of Health’s requirement that the assumptions be re-tested was questioned.
Management advised all assumptions contained in the indicative business case would be
retested, including demand modelling. This was part of the detailed business case development
process and ensured the resultant business case was robust. The value for management
workshops would also challenge assumptions and these were run by independent people. The
process would be transparent to the Board.

Management further advised that the re-testing of assumptions ensured changes,
improvements and enhancements which had occurred since the Indicative Business Case were
taken into account, eg length of stay for medical services had reduced by 1.5 days.

It was suggested that the expertise and knowledge of CEOs within the Central Region be used,
and that they be part of a workshop/forum. Management advised this proposition would be
accommodated within the programme the work.

Information systems requirements and costs, as identified by the National Health IT Board,
were discussed in respect of the project. Mike Grant advised some major infrastructure projects
would be completed ahead of the master health service plan project, such as wireless network,
voice over internet protocols. Other matters such as closed circuit TVs would be addressed as
part of business as usual activities. The building cost allocation per square metre included the
latest technology for the particular areas being developed.

The use of Master Class trips was discussed. Management confirmed that both national and
international services, initiatives and service models were visited as part of the scoping process.
A group of clinicians from MDHB had recently visited Hutt Valley and Capital & Coast DHBs,
and trips to Waikato, North Shore and other areas would be worthwhile.

Any plans for the Master Class programme would follow the same course as previous years,
being reported via the appropriate statutory committee, with details of the purpose, expected
outcomes, overall costs, and the impact for MDHB. The current update regarding the Master
Health Service Plan provided the Board an early signal of the Master Class programme
intentions.

It was resolved:

that the report be recetved.

8. OPERATIONAL REPORTS
8.1 CEO's Report

8.1.1  Sector Strategy

The review of the NZ Health Strategy was discussed. The following points and/or questions
were raised for consideration at the forthcoming national DHB Chairs and CEO forum:

e wider consultation with the sector and community was required; how would this be
satisfied?

e A strengthened mental health perspective was required within the strategy (as opposed to
be a separate strategy)

¢ how do DHBs work with others outside their jurisdiction, such as social services (and vice

versa)
It was noted that the health strategy review was at the early stages.

Chris Channing entered the meeting.
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8.1.2  Wireless Environment

The use of work or personal cellphones in the workplace was raised. Management confirmed
that policies and protocols were required in this regard, eg the use of personal devices. There
were a lot of learnings around this in the sector and information which was available. It was
noted that the taking of photographs in the work place was covered by other policies.

8.1.3 National Health Cormmittee

The CEO advised that the National Health Committee would be visiting MDHB on Wednesday,
25 February at 12noon. Board mermbers were invited to participate in the visit.

8.1.4 Feilding Integrated Family Health Centre

Management confirmed that the signing ceremony would take place on Thursday, 26t February
at 12.30pm at Clevely Centre.

8.1.5 Health Benefits Limited

HBL'’s role in the co-ordinating the sweep arrangements under the national treasury
programme was noted. Management advised that future responsibility for this role would be
determined through the transition process currently underway.

8.1.6 Minister’s Letter of Expectations
The Minister of Health's letter of expectations was noted.
8.1.7 Performance Intervention Framework

The discussion paper regarding the PIF was discussed. The concept of consumer budget
holding/risk sharing was raised in the paper. The CEO advised that co-payments existed within
the public sector, however more information would be available following sector discussions.

8.1.8 Financial Position

The DHB’s financial position was noted. The CEO advised management was confident the year
end budget would be achieved. Some timing differences had contributed to the January result,
such as MidCentral Health providing services ahead of schedule, and an over accrual for
pharmaceutical expenditure.

8.1.9 Annual Plan

The delays in receiving Ministerial endorsement of MDHB’s 2014/15 annual plan was raised.
Management reported the Ministry had advised the delays were not a reflection of the quality of
the DHB’s plans. It was understood a number of DHBs plans has been delayed, and that several
had been endorsed at the same time as MDHBs.

The CEQO advised that the annual plan was a valuable document for the organisation as it set out
its strategy and initiatives.

8.1.10 Integration of Primary and Secondary Care Services

A member questioned whether appropriate access to diagnostic services, such as MRI and CT,
was being given to primary care clinicians. Management advised that MDHB had made
available a range of radiology services to GPs. Access to CTs was more constrained and was
linked to specific conditions, such as headaches and trans ischaemic attacks (TIAs). Further
access was occurring and this was linked to the clinical care pathways.




It was agreed that this matter was best considered by the Community & Public Health Advisory
Committee and that management would provide a report for its next meeting. This would
provide a stocktake of current arrangements and what was planned for the future.

It was resolved:

that the report be received.
8.2 Contracts Update
Tt was resolved:

that the report be received.

9. GOVERNANCE ISSUES
9.1  Communication Policy

It was agreed that a definition of “health literacy” be included in the policy.

It was resolved:

that the Communication Policy be amended in line with the changes proposed in
management’s report dated ¢ February 2015, and that it be review in 36 months.

9.2 Manawhenua Hauora

An error in the minutes of 15 December 2014 was identified. As part of the CEO recruitment
process, CPHAC had not met with Richard Stone.

Richard Orzecki reported on the discussion Manawhenua Hauora had had with the Acting
General Manager, Funding & Planning. It had been suggested that four pou as contained within
He Korowai Oranga could form the basis of the Maori Health Plan.

Mr Orzecki drew members’ attention to the launch of the Central PHO’s Maori Wellbeing
Document. It was agreed this document be provided to all members.

The issue of Whanau Ora discussed in the minutes was raised. Management advised that a
standard DHB service was Whanau Ora and this had been in place for over 10 years. Separate
to this was funding for the Te Puni Kokiri national Whanau Ora programme . The two were

quite separate and distinct, and the DHB whanau ora could not be withdrawn when Whanau
Ora alliances/collectives were established.

It was noted that the new funding arrangements for the national Whanau Ora programme were
not clear at this stage.

It was resolved:

that the minutes be received.
9.3 CEO Recruitment
It was resolved:

that the report be received.




9.4 Treasury — Debt Roll-Over

Management advised that the Board had several options regarding the rollover of these loan
funds. They could roll them over for a short period (90 days) or a maximum of 10 years.
MDHB’s treasury policy required that loans be spread, with no more than 30% of loan funding
falling due at any one time. The $12.6m in question equated to 22% of total loan funds.

Lindsay Burnell entered the meeting.

It was agreed that the debt be rolled over as it would be required to fund the master health
service plan programme of work. It was further agreed that the risk in terms of interest rates be
spread, so that this occurred over two years rather than one. Management advised that the
interest rates for nine and ten years was similar.

It was resolved:

that the loans of $12.6m be rolled over; $6.3m to April 2024, $6.3m to April 2025 at
the indicative rate of 3.31 and that the Chief Executive Office is authorised to sign all
associated documentation.

10. LATEITEMS
There were no late items.

11, DATE OF NEXT MEETING

Tuesday, 7 April 2015, MidCentral District Health Board Offices, Board Room, Gate 2,
Heretaunga Street, Palmerston North.

12.  EXCLUSION OF THE PUBLIC

It was resolved:

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

Item Reason Ref

“In Committee” Minutes of the Previous For reasons stated in the previous

Meeting agenda

“In Committee” Minutes of Committee

Meetings:

o Hospital Advisory Commitiee, 3 For the reasons set out in the Committees’
February 2015 order paper 3.2.15 meeting held with the

public present

e Cormmunity & Public Health Advisory | For the reasons set out in the Committees'

Committee, 3 February 2015 order paper 3.2.15 meeting held with the

public present

o Enable New Zealand Governance
Group, 3 February 2015:

o annual plan and budget 2015/16 Subject of negotiation and contains 9(2)()
commercially sensitive information

o service delivery model RFP Subject of competitive tender process and | 9(2)(j)
negotiation

o Business Case Commercial sensitive information and 9(2)(j)

subject of tender process
o Contracts update Subject to negotiation a(2)(j)




"

Strategic Matters
o Annual planning 2015/16
o Allied Laundry Shareholder Approvals

¢+ CEO Recruitment

Subject of negotiation

Subject of negotiation and contains
commercially sensitive information
To protect personal privacy

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

9(a)(a)

Confirmed this 7th April 2015.

......................................................

Chairman
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Group Audit Committee Meeting

Minutes of the Meeting of the Group Audit Committee, held on Tuesday, 24 February 2015 at
8.15am in the Boardroom, MidCentral DHB Board Office, Heretaunga Street, Palmerston North

PRESENT:

Ann Chapman (Chair)

Kate Joblin (Deputy Chair) ﬁﬂp@;‘? f;«;},

Lindsay Burnell ’ ﬁ?@g’ Mu
Barbara Cameron fi?éfﬁ@é’

Karen Naylor
Phil Sunderland (ex officio)

IN ATTENDANCE:

Murray Georgel, Chief Executive Officer

Mike Grant, Interim General Manager, MidCentral Health & Support
Craig Johnston, Acting General Manager, Funding & Planning

Chris Channing, Financial Services Manager

Brian Woolley, Manager, Knowledge & Information

Muriel Hancock, Director, Patient Safety & Clinical Effectiveness
Darren Horsley, Acting Risk Advisor

Scott Ambridge, General Manager, Enable New Zealand

Rebecca Bensemann, Committee Secretary

Barbara Robson, Board Member
Diane Anderson, Board Member
1. APOLOGIES

An apology for lateness was received from Kate Joblin.

2. LATE ITEMS

There were no late items.

3. CONFLICT AND/OR REGISTER OF INTERESTS UPDATE
3.1  Amendments to the Register of Interests

Murray Georgel noted he is no longer a director of Health Benefits Ltd or Central Region’s
Technical Advisory Services and requested that the Register of Interests be amended
accordingly.

3.2  Declaration of Conflicts in Relation to Today’s Business

Ann Chapman declared a conflict in relation to Item 9.4 IT Infrastructure Review in respect of
her son being employed at Gen-i.
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4. MINUTES
4.1 Minutes of Previous Meeting
It was recommended:

that the minutes of the previous meeting held on 16 December 2014 be confirmed as a
true and correct record.

4.2 Recommendations to Board

It was noted that the Board approved all recommendations contained in the minutes.

5. MATTERS ARISING FROM THE MINUTES

Lindsay Burnell sought an update with regard to Item 11.2 ePharmacy Implementation,
specifically relating to further progress made against project completion.

It was suggested that this query be addressed during discussion on Item 9.3 Risk Assessment re
CRISP.

There were no further matters arising from the minutes.

6. GOVERNANCE

6.1  Group Audit Work Programme

Reporting is oceurring in accordance with timeline, with one exception being the Approach for
Capturing Recommendations from Reviews, and Reporting Progress. It was advised that the

Quality module of Riskman is to be developed further in order to capture this information.
Timelines are also to be established. A further report will be furnished at the next Committee

meeting on 30 June 2015.
It was recommended:

that the updated work programme for 2014/15 be noted.

7. EXTERNAL AUDIT PROGRAMME
7.1 Auditor-General’s 2013/14 MidCentral DHB Audit Report to the Minister

A copy of the Office of the Auditor-General’s audit report to the Minister of Health on
MidCentral was reviewed.

Management advised PricewaterhouseCoopers review of data and outcomes has ensured service
performance reporting information is of a reasonable standard for audit purposes, however it is
envisaged that a qualified audit opinion will not be required for 2014/15.

It was recommended:

that this report be received.



7.2  Annual Report 2014/15 — Timeline S '3

Tt was noted that the draft annual report be presented on 22 September 2015, and to the Board
on the same day, subject to any matters raised by the Group Audit Committee. This gives
sufficient time for final audit clearance to enable the accounts to be signed by the statutory
deadline of 31 October 2015.

Kate Joblin joined the meeting.
It was recommended:

that the proposed timeline be approved.

8. INTERNAL AUDIT PROGRAMME
8.1 Internal Audit Programme Update

PricewaterhouseCoopers are to perform the first two reviews, with Central Region’s Technical
Advisory Services (TAS) to perform the remainder of the plan in the current year. TAS will
perform all the reviews in the 2015/16 year.

It was noted that TAS are in the process of scoping core pieces of work, however TAS has
experienced some transition issues and the Chair expressed concern that a representative was
not in attendance at the meeting. Management clarified that the Committee has made it clear
that TAS is expected to attend each meeting. Further, it is expected work be continually
progressing against the Internal Audit plan and that this situation was almost unacceptable.

Karen Naylor noted that two reviews had been completed by PricewaterhouseCoopers, being the
‘Review of elective administration processes’ and the ‘Review of Radiology administrative
processes’. Ms Naylor asked when the Committee could expect to receive these reports. It was
advised that these reports will be furnished via the Hospital Audit meeting to be held on 7 April.

It was recommended:

that the status of progress for the internal activity for the year 2014/15 be noted, and
that the proposed additional review request be approved, and
that the proposed internal audit plan process for 2015/16 be endorsed.

9. RISK ANALYSIS
9.1 MidCentral District Health Board Risk Plans

The Acting Risk Advisor provided a summary overview of this report. It was noted 270 risks are
currently identified, of which 4 (0.014%) are overdue review.

The 2014/15 Annual Plan carries six risks reportable to the Group Audit Committee. All risks
are current with no new risks identified.

Kate Joblin noted the current level of risk reporting received by the Committee but questioned
the level of reporting detail provided to management. The Director, Patient Safety & Clinical
Effectiveness, responded that regular reporting occurs to Senior Management Team (SMT),
Operations Directors, Clinical Board and Governance Groups. Information provided includes
risk profiles, reviews, controls and mitigations of identified risks. Risk awareness is more
ingrained within the organisation compared to 12 months ago.
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Ms Joblin queried how far throughout the organisation is the understanding and interface with
risk. It was advised that understanding occurs down to charge nurse level and equivalent,
however it is not quite disseminated into ‘business as usual’ thinking. Potential opportunity
exists via the Quality module to revisit training to get more people interacting with the system.

Ms Joblin asked how well utilised the Riskman system is. The Director, Patient Safety &
Clinical Effectiveness, replied there has been an increase in numbers of instance reporting. This
helps to identify areas where instances are oceurring and this information is fed back via
Occupational Health. The system is becoming embedded throughout the organisation which
provides opportunity to measure the effectiveness of controls in place, as well as assess and
compare information from a year ago.

It was recommended:
that this report be received.
9.2 Risk Assessment re HBL Projects

The Chief Executive Officer commented that HBL are signalling some benefits may be lost if
Allied Laundry remains regionally owned. Central region DHBs have requested the details of
HBL'’s analysis in this regard.

It was recommended:
that the report be received.
9.3 Risk Assessment re CRISP

The Manager, Knowledge & Information, confirmed that significant progress is being made in
implementing the WebPAS project, with project resources in place and/or being secured.
WebPAS holds more information and it is rich in data and functionality. It will affect the way
people work as certain information will need to be captured at certain points in the system. The
WebPAS project continues to gather pace and initial feedback is overwhelming positive.

The Chief Executive Officer added that WebPAS may require more data input from the user but
some of this information will be captured automatically. Also, that it is important to manage
change effectively in order to embed WebPAS into usual business practice and workflow.

Barbara Cameron questioned whether Integrated Family Health Centres will be linked into the
system. It was advised the relevant tools are coming to ensure this, however the Clinical Portal
is used in primary care, with General Practice and Pharmacy currently holding a view of the
hospital record.

Lindsay Burnell queried the progress made against implementation of ePharmacy. The
Manager, Knowledge & Information, explained that further delays mean the completion date is
now expected to be August 2015. The mitigation approach is to install a local copy of
ePharmacy and continue while the other DHBs complete a business case. MidCentral DHB will
then transition to the regional system when it becomes available. Management confirmed that
the business case is very heavily resourced to manage this the best way possible.

It was recommended:

that the report be received.




9.4 IT Infrastructure Review

The Manager, Knowledge & Information, confirmed that all recommendations arising from the
independent review of IT infrastructure systems and processes are under action or have been
completed. This has removed a lot of risk. In parallel with this, good progress is being made in
refreshing IT infrastructure, including the Storage Area Network (SAN).

It was noted one core finding from the Infrastructure Services Review was identification of the
health service working towards nationalising and regionalising information systems.
Management explained that prioritisation of regional and national programmes of work had
been at the possible expense of delayed investment in a timely manner for upgrading local
infrastructure. However, in 2016/17 MidCentral DHB has the ability to grow, through adding to
the physical infrastructure on campus, including added storage capability, modernisation, and
configuration of the physical network.

Lindsay Burnell sought an update regarding progress around the wireless environment. The
Manager, Knowledge & Information, advised that cabinets and switches are in place, and
wireless is connected and functional. The rollout approach has been mandated by clinical staff
and will be the feature of a Communications release to all staff throughout the organisation. Of
note, Maternity has been set as a high priority to receive wireless connectivity.

Barbara Robson noted that the ICT Balance Scorecard is not reported via the Group Audit
Committee process. Management advised this is readily available on the staff intranet.

The Interim General Manager, MidCentral Health & Support, added that it may be worthwhile
to provide a regular update to the Committee on the Maternity Information Systems
Programme (MISP). It is important to understand what is required and that change
management is significant.

It was recommended:

that the briefing paper be received.

10. ILATEITEMS

There were no late items.

11. DATE OF NEXT MEETING

Tuesday, 30 June 2015

The Chair acknowledged this would be the last Group Audit Committee meeting that Mr Murray
Georgel would attend in his role as Chief Executive Officer. The Committee thanked Mr Georgel
for his years of leadership and contribution to the organisation.

The meeting concluded at 9.10am.
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Confirmed this 3ott day of June 2015

..........................................................................

Chairperson
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MidCentral District Health Board

Minutes of the Hospital Advisory Committee meeting held on 17 March 2015
commencing at 8.45 am in the Boardroom, MidCentral District Health Board

PRESENT
Barbara Robson (Chair} Richard Orzecki
Lindsay Burnell Phil Sunderland &;’
Kate Joblin Duncan Scott 7 7
Karen Naylor Cynric Temple-Camp aj;}&

£,

é”n
In attendance [Z%;)
Mike Grant, Interim General Manager, MidCentral Health & Support ,rﬁf/,,
Murray Georgel, CEO "%ﬁ;&,
Carolyn Donaldson, Committee Secretary @%'%
J

Diane Anderson, Board Member, (part meeting)

Anne Amoore, Manager, Human Resources and Organisational Development
Lyn Horgan, Operations Director, Hospital Services

Nicholas Glubb, Operations Director, Specialist Community & Regional Services
Muriel Hancock, Director, Patient Safety & Clinical Effectiveness

Michele Coghlan, Director of Nursing

Syed Ahmer, Clinical Director, Mental Health Service

Brad Grimmer, Project Lead, Mental Health Service Review (part meeting)
Janine Ingram, Project Management Team, Mental Health Services (part meeting)
Vivienne Ayres, DHB Planning and Accountability (part meeting)

Kenneth Clark, Chief Medical Officer (part meeting)

Rodney Mackenzie, Manager, Business Support

Mr & Mrs Hume

Communications (1)

Media (1)

1. APOLOGIES

An apology was received from Stephen Paewai. Kate Joblin apologised for lateness.
2. LATE ITEMS

There were no late items.

3. CONFLICT AND/OR REGISTER OF INTERESTS

3.1 Amendments to the register of interests

There were no amendments to the register of interests.

3.2 Declaration of conflicts in relation to teday’s business

The following conflicts of interest were noted:

Duncan Scott declared a conflict in relation to reference to the Feilding Integrated Family
Health Centres and MRI waiting times, in terms of his employment with Broadway
Radiology Limited.

Kate Joblin joined the meeting.

The general declaration of a conflict of interest in relation to the Operations Report was
noted for Cynric Temple-Camp due to his coronial duties.

It was agreed that as the papers did not require any decisions, there was no reason why the
members should not participate in any discussion.



Housekeeping

The Chair referred to the poor acoustics of the room, and asked members to speak loudly and
clearly.

Mr & Mrs Hume were welcomed to the meeting. Mrs Hume had asked to speak to the
comrnittee.

Mrs Hume then spoke to the committee. She wanted to make sure:

- people did what they said they were going to do

- mental health was given its due attention within the health system

- no patient and their rights were overlooked again

- there was staff, management and governance accountability to MDHB.

Mrs Hume elaborated on the above. She felt there was a blockage of information and full
disclosure, some key senior management staff were still involved with cover up, concealment
and damage limitation rather than accountability and truthfulness. Self harm was now being
reported which was progress. They had been told that strangulation wasn’t attempted
suicide, it was self harm. As there was no ongoing harm from these events, they usually
didn’t rate a higher SAE coding. But Mrs Hume said there was mental harm. They had noted
these points as no description was given to describe self harm events in the latest report. She
asked why there was a reluctance to identify publicly that it was possible for someone to die
on a hospital ward utilising objects or items. They would have insisted that proper care and
attention was paid to their daughter if they had been aware it was remotely possible for that
to happen. In conclusion Mrs Hume stressed that committee members ask the tough
questions. She also referred to the DBT, asking when it started in March, and how many
patients had started that course.

At the conclusion of her address, Mrs Hume was asked if she would provide a copy of her
notes for members. She agreed to do this. A committee member suggested further
consideration be given to these notes in the public excluded part of the next Hospital

Advisory Committee meeting.

R MINUTES
Tt was recommended

that the minutes of the meeting held on 3 February 2015 be confirmed as a true and
correct record.

4.1 Recommendations to Board

It was noted that the Board approved all recommendations contained in the minutes.
5. MATTERS ARISING FROM THE MINUTES

Ward 21 going smoke-free

It was clarified that Ward 21 had been the only area excluded from the smoke-free policy. As
from 16 March, the smoke-free policy would apply to that area as well.

6. WORK PROGRAMME

The Chair referred to her suggestion made at the November meeting for a workshop around
reporting quality measures, saying it did not seem to have been noted on the work
programme. It was to be based on the mental health review. It would be across the
organisation, using the review as the case study. She asked that it be added to the
programme.

It was recommended
that the updated work programme for 2014/15 be noted.
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7. STRATEGIC PLANNING
7.1 Regional Services Plan Implementation — Quarter 2, 2014/15
It was recommended
that this report be received.
7.2 Mental Health Review update 5

The Operations Director, Specialist Community & Regional Services, briefly spoke to this
report, saying the next few months would involve looking to move the focus particularly in
relation to future models of care, the adequacy of the current models and how to strengthen
them. This could potentially lead to consideration of a home based treatment model. This is
an important consideration as it could impact on future utilisation of the inpatient unit. The
key to the success of phase 2 would be undertaking engagement with patients, families, staff
and the wider sector. Progress was being made with recruitment for the emergency team to
start moving towards at 24 hours/7 day service. Meetings with staff and unions were under
way in terms of how staff would work. An appointment was being finalised for the new
service director position, with an announcement expected later this week. The anticipated
start date would be mid April.

Dr Syed Ahmer also spoke to the report, advising the start date for the Dialectic Behaviour
Therapy program was 26 March. The date for some clinical records to move to the clinical
portal was 1t May. Moving retrospective records would start on 11 July, as the records had to
be checked for correctness before they were moved. -

The first revised quality report was received at the last Mental Health Service executive
meeting. Copies of quality reports from Waikato and Capital & Coast DHBs were considered.
They included key performance indicators specific to mental health. Quality reports would be
received monthly going forward by the executive meeting, and further consideration on
what, if any, additional items should be included. Trends would be considered once the
monthly information was available. He went over the strategies undertaken to address
concerns in terms of clinical governance. Additional comments included regular meetings
with Non Governmental Organisations (NGOs) who provide accommodation (trying to
strengthen the process so there was somewhere for patient to go in the community); open
disclosure (now immediately make an offer to meet with the family if there is a serious
event); self harm/clinical perception of what was self harm. In terms of self harm, people
were only admitted if the risk could not be managed safely in the community. Self harm can
become a way of coping to relieve distress. Every incident was studied very carefully to
ensure the risks were managed actively. Finally, Dr Ahmer confirmed Ward 21 had gone
smoke-free from the previous day, with no major issues so far.

The Director of Nursing also spoke to the report, specifically appendix 2 — Mental Health
Nursing Work Plan. While it was a 12 month plan, a number of its sub-components had
already been completed. Points she touched on included support for nurses who were asked
to work in Ward 21, working to ensure there was appropriate accommodation for patients to
use, support received from the Service Manager, Mental Health Service Whanganui DHB,
and feedback from the Ministry of Health’s Chief Nurse.

Members acknowledged Mrs Hume’s address, noting she had agreed to provide a copy of her
notes to the committee and management,

Discussion then turned to the mental health report.
Mental Health Emergency Team — 24/7 basis

Very good information regarding availability of the new service including phone numbers
would need to be well advertised to patients, services, outside organisations etc.

Recruitment and Retention of Staff

The issue of double shifts and overtime was raised. Management advised nursing numbers
had improved over the last quarter, and there was almost a full complement of staff. There
had been some very small numbers of staff who had completed a double shift.
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Adome Based Treatment

The need to carefully consider this option was emphasized, with members stressing that
families must be involved in the development of the service and that it must not become a
default service to keep numbers down in Ward 21. Families must be able and willing to look
after their family member, who would be unwell.

A member wanted to know what the breaking point would be in terms of looking after
someone. Dr Ahmer explained that if it was felt the risk was escalating and the patient could
not be safely managed in the home, a referral would be made to the Home Care Team. The
primary concern was safety. He explained the Home Care Team would visit a couple of times
a day, and that the patient was being assessed at each visit.

Future models of care and service development were being considered. There was a lot of
research that clearly showed once occupancy went above 80%, the risks went up. MCH'’s
occupancy was about 75%, so managing the entrances and exits was important. Changing
the model of care for the future would be a big piece of work. Having a successful model
would rely on hearing from GPs and clinicians in the community around any concerns they

might have.
When asked if Ward 21 was big enough according to international standards, Dr Ahmer said

the model had moved from a ward based care system to a community based care system. He
felt the design of the current ward had to change, rather than increasing the bed numbers.

A member referred to the artwork in the Whanganui DHB mental health service, which had
been made by service users. He felt that was good and something MidCentral Health could
consider. He also suggested it would be good to find another name instead of Ward 21.

There was reference to the number of incidents of self harm, in terms of whether the same
patient’s incidents had continued over more than one month. This detail of information was
not available at the meeting.

A member referred to the issue of different therapeutic levels of SSRI drugs with individual
patients and whether levels should be measured. He drew attention to the different suicide
rates between Northern and Southern Europe involving people on these drugs. Whilst he

didn’t know how New Zealanders would compare, he thought it was something to be aware

of.

A member asked what contact MidCentral’s mental health services had with social housing
providers such as Shepherd’s Rest.

Kate Joblin acknowledged the work being done, and made a request for more information
around numbers to be routinely reported to the Committee. She asked to see:

- The numbers in seclusion and use of restraint
- Use of the Mental Health Act.

- Interms of self harm, the current information was a good start, but she felt it could
be more meaningful

- Overtime - what was happening with that work
- Occupancy

- Referral process - some information about the referral process — were time lines
being followed — be good to have a snapshot.

She also asked whether patients were being seen once they were discharged from Ward 21,
whether it was within seven days, acutely or planned, as this was a measure of success. Dr
Ahmer said it was a national key performance indicator. Patients must be seen within seven
days of discharge on a planned basis, and that recent results showed an improvement.

It was recommended

that this report be received.
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7.3 Palmerston North Hospital Site Reconfiguration (Living within our
means) update

The Interim General Manager, MidCentral Health spoke to this report, saying the changes
being made in performance and approach would lead to a change in culture. There was
investment in training for leaders, and there was also change around models of care,
production and co-design, and how staff engaged with patients in their journey of care. This
all led to the culture change across the organisation.

It was recommended
that this report be received.
Diane Anderson, Cynric Temple-Camp and Lindsay Burnell left the meeting.

7.4 Non-financial Monitoring Framework and Performance Measures —
Report for Quarter 2, 2014/15 update
Shorter Stays in ED

Management clarified the reference to ED’s recruitment process on the second page of this
report, explaining a second triage nurse had been recruited for the waiting room.

Lindsay Burnell and Cynric Temple-Camp returned to the meeting.
It was recommended
that this report be received.
8. OPERATIONAL REPORTS
8.1 Provider Division Operating Report - January 2015

It was noted that the FAST clinic within the orthopaedic clinic had ceased, been reviewed,
and restarted with a changed model.

Dr Kenneth Clark joined the meeting,

Falls

Management confirmed the change in falls would be attributed to a number of strategies, eg
the multi disciplinary approach with the Falls Group, or the Falls Aware Ward initiative that
was also being rolled out across both primary and secondary sectors.

Reference was made to the Faster Cancer Treatment initiative. Dr Temple-Camp felt the
numerator should be from the day the diagnosis was picked up by the laboratory rather than
when there was a suspicion of it. He thought it would be a struggle to achieve the measure.

It was recommended
that this report be received.
9. LATE ITEMS
There were no late items.
10. DATE OF NEXT MEETING
28 April 2015
11, EXCLUSION OF PUBLIC

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

Item Reason Reference
“In Committee” minutes of the previous | For reasons stated in the previous
meeting agenda
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Operations Report: Potential Serious
Adverse Events and Complaints

To protect personal privacy

9(2)(a)

2015/16 Annual Plan Development —
draft plan

Subject of negotiation

9(2)(j)
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MIDCENTRAL DISTRICT HEALTH BOARD

G\

Minutes of the Disability Support Advisory Committee held on Tuesday, 17 March 2015 at 3.30pm in the

Board Room, Board Office, Gate 2, Heretaunga Street, Palmerston North Hospital

PRESENT
/A
75

Lindsay Burnell (Chair)
Adrian Broad (Deputy Chair)
Barbara Cameron £

Phil Sunderland (ex officio) ‘f?%:;,g
Nadarajah Manoharan f;/f, "
Tawhiti Kunaiti .(;a;; _
Joseph Boon é*
IN ATTENDANCE

Murray Georgel, Chief Executive Officer

Craig Johnston, Acting General Manager Funding & Planning Division

Scott Ambridge, General Manager, Enable New Zealand

Muriel Hancock, Director Patient Safety and Clinical Effectiveness

Lydia Kirker, Communications Officer
Di Traynor, Cominittee Secretary

1. APOLOGY
Jonathan Godfrey
2, LATE ITEMS
There were no late items.
3. CONFLICTS OF INTEREST
3.1 Amendments to the Register of Interest
There were no Amendments to the Register of Interest,
3.2  Declaration of Conflicts in Relation to Today’s Business
There were no Declarations of Conflicts in relation to today’s business.
4. MINUTES OF THE PREVIOUS MEETING

4.1  Minutes

That the minutes of the previous meeting held on 14 October 2014 be confirmed as a true and

correct record.
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4.2 Recommendations to Board

The Committee noted that all recommendations contained in the minutes had been approved by
the Board.

4.3 Matters Arising

There were no matters arising.

5. WORK PROGRAMME
The Chief Executive Officer spoke to his report dated 9 March 2015.

The report contained a list of all reports scheduled for consideration at the Commitiee’s next
meeting in June 2015. The Chief Executive Officer noted that the key items are the annual

portfolio updates and the disability audit.
It was recommended:

that the updated work programme for 2014/15 be noted.

6. STRATEGIC ISSUES
6.1 Be.Accessible Programme

The Director, Patient Safety and Clinical Effectiveness, summarised the report dated
4 March 2015.

There have been two snapshot surveys undertaken. The second, reported at this meeting, was
with staff at Horowhenua Health Centre in November 2014, with no specific findings requiring
resolution. A third snapshot survey was planned in the Child and Adolescent Oral Health Service

in July 2015.

The Director, Patient Safety and Clinical Effectiveness, noted that the organisation was moving
towards Patient Focused Bookings to meet the needs of all people with accessibility issues.

A discussion was held about facilities for the hearing impaired. The Director, Patient Safety and
Clinical Effectiveness noted that a national stock-take was taking place within District Health
Boards to identify gaps and resources, including investigating Video Remote Interpreting
Facilities. She noted that MidCentral District Health Board has an arrangement in place with
iSign, but there were no interpreters living within the Health Board’s district.

The Director commented that a Be.Accessible Project Co-ordinator had recently been appointed
and that an update on progress towards development of a work programme will be tabled at the
next committee meeting.

It was recommended:

that this report be received.




6.2

$is

Disability Sector Update
The General Manager, Enable New Zealand, summarised the report dated 4 March 2015.

The General Manager noted that the Ministry of Health was currently trialing a range of models
under the banner of the “new model”. The General Manager indicated that Enabling Good Lives
was a favored approach due to the it’s cross-ministry funding benefit.

The General Manager expanded on the over spend situation being experienced since the
introduction of the Ministry of Health’s Prioritisation Tool (the EMS contract). There are a
number of factors influencing the overspend, including the introduction of an expanded Band 1
equipment list that includes items previously self-funded by clients. Enable New Zealand was
working closely with the Ministry to manage these impacts.

Enable New Zealand is working on detailed planning towards a September launch of the EASIE
Living & Demonstration Centre. The General Manager noted that the establishment of the Centre
was a first for New Zealand, and a necessary step forward to support Enable New Zealand’s
current contracts. He outlined the purpose and features of the Centre which have been designed
to support the disabled and aged communities within the MidCentral District Health Board
region and beyond. A discussion took place around how the Centre will function, and
opportunities for partnerships in respect of funding.

On behalf of the Committee, the Chair endorsed Enable New Zealand’s initiative in developing
the EASIE Living and Demonstration Centre.

It was recommended:

7.1

that this report be received.

CUSTOMER SATISFACTION
Patient Experience Survey Process
The Director, Patient Safety & Clinical Effectiveness, spoke to the report dated 4 March 2015.

The return rate for the national customer satisfaction survey of patients who have had an in-
hospital stay sits at 49%, following two rounds of the survey.

The Director, Patient Safety & Clinical Effectiveness, noted that comparisons were unable to be
made with other DHB’s, as MidCentral District Health Board was currently the only entity to
include a disability focused question in the survey. The Director indicated that she was
continuing to encourage other DHBs to incorporate the disability component.

It was recommended:

that this report be received.

DATE OF NEXT MEETING
Tuesday, 9 June 2015 at 3:30pm

Venue: MidCentral DHB Offices, Board Room, Gate 2, Heretaunga Street, Palmerston North
EXCLUSION OF PUBLIC




Recommendation: = That the public be excluded from this meeting in accordance with the
Official Information Act 1992, section g for the following items for the
reasons stated:  Agreed.

Item Reason Ref

2015-16 Planning Process Subject of negotiation 9 (2} (§)

Confirmed this Tuesday 9 June 2015

............................................................
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MidCentral District Health Board

Community & Public Health Advisory Committee Meeting

Minutes of meeting held on Tuesday, 17 March 2015 at 1pm at MidCentral District Health Board
Offices, Board Room, Gate 2, Heretaunga Street, Palmerston North

PRESENT:

Di Anderson (Chair)

Barbara Cameron (Deputy Chair)
Adrian Broad éf?
Ann Chapman f@
Nadarajah Manoharan
Phil Sunderland (ex officio) @Q’
Donald Campbell /ﬁg‘
Andrew Ivory f?&j@&

Oriana Paewai

IN ATTENDANCE:

Murray Georgel, Chief Executive Officer

Craig Johnston, Acting General Manager, Funding & Planning
Rebecca Bensemann, Committee Secretary

Jo Smith, Senior Portfolio Manager, Health of Older Persons
Claudine Nepia-Tule, Portfolio Manager, Mental Health & Addictions
Andrew Orange, Interim Portfolio Manager, Primary Care

Vivienne Ayres, Manager, DHB Planning & Accountability

Doug Edwards, Maori Health Advisor

Janine Stevens, Public Health Medicine Registrar

Jordan Dempster, Communications Officer

Chris Hocken, Journeys to Wellbeing
Carole Koha, Te Upoko Nga Oranga o te Rae Addictions Peer Support Service

OTHER:

Public: (1)
Media: (0)

1. APOLOGIES

There were no apologies.

2, NOTIFICATION OF LATE ITEMS

There were no late items.
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3. CONFLICT AND/OR REGISTER OF INTERESTS UPDATE
3.1 Amendment to the Register of Interests

There were no amendments to the Register of Interests.

3.2 Declaration of Conflicts in Relation to Today’s Business

Oriana Paewai declared a conflict in relation to Part I of the agenda as she is a member of the
Alliance Leadership Team (ALT).

Ann Chapman declared a conflict in relation to the enclosed Planning documents as she is a
member of Otaki Women’s Health Group.

Barbara Cameron declared an ongoing conflict in relation to any mention of the Feilding
Integrated Family Health Centre (IFHC) and noted that she is a Councillor for Manawatu
District Council.

The Chair noted these conflicts and agreed that members may remain during discussions as no
decisions were required.

4. MINUTES
4.1  Minutes
It was recommended:

that the minutes of the previous meeting held on 3 February 2015 be confirmed as a
true and correct record.

4.2 Recommendations to the Board

It was noted that all recommendations contained in the minutes were approved by the Board.
4.3 Matters Arising from the Minutes

The Chair referred to Item 7.3 Planning & Support Operating Report, specifically Item 2.3.1
Connected Workforce NGO Primary Leadership Group, and queried whether qualitative data
was available to evaluate the Connected Workforce Te Hononga Kaimahi 2013-2017 strategic
work plan. The Portfolio Manager, Mental Health & Addictions, advised that analysis has
included feedback from service users and that they note there has been a noticeable and definite
improvement in workforce skills and competencies.

The Chair referred to Item 2.4.1 Health Integrity Line, within the Planning & Support Operating
Report, and asked whether there had been any correspondence from the Ministry of Health
regarding issues raised by MidCentral District Health Board (DHB) concerning the Health
Integrity Line. The Chief Executive Officer advised that no response had been received to date.

Mr Nadarajah Manoharan referred to Item 6.2 Primary Maternity Unit Business Case and asked
whether support and approval of this project had been received from secondary clinicians. The
Acting General Manager, Funding & Planning, advised that this particular aspect would be
incorporated into the next phase of the business case.




5. GOVERNANCE
5.1  2014/15 Work Programme
Reporting is oceurring in accordance with the timeline.

The Chief Executive Officer advised there would be a presentation from the Central Primary
Health Organisation (PHO) at the next Committee meeting on 28 April. The Committee were
asked for any suggestions or areas of information that members would specifically like to be
included within this presentation.

A short discussion followed, with the following areas of interest expressed: understanding the
factors behind under performance on health targets (Cardiovascular Risk Assessments and
Smoking indicators) and the remedial actions underway; Central PHO’s financial position;
some discussion about data (its availability, uses and limitations); uptake of Collaborative
Clinical Pathways, how often are the pathways accessed and who is using them; and what gains
have been made from merging four PHOs into one entity.

The Committee asked that these areas of interest be addressed in the forthcoming presentation
to be made by the Central PHO.

It was recommended:

that the updated work programme for 2014/15 be noted.

6. STRATEGIC/SPECIAL ISSUES

6.1  Non-Financial Monitoring Framework and Performance Measures —
Report for Quarter 2, 2014/15

Mr Adrian Broad complimented management on achieving Shorter Stays in the Emergency
Department health target for the first time and queried whether this was a one-off occurrence.
The Manager, DHB Planning & Accountability, advised that this trend had been continuing over
the previous four months with the last month percentage only slightly above target. The
improved result was largely due to considerable work undertaken in hospital patient flow and
better management of outflows in terms of patient discharges in a timely manner. This practice
was becoming more embedded within the organisation, with continuing work in primary health
care also helping to achieve and maintain this particular health target.

Ms Barbara Cameron queried whether breastfeeding rates included numbers from Maori health
providers, or whether the data was solely collected from Plunket. The Manager, DHB Planning

& Accountability, advised that two different sets of data existed at present, which did not depict

the whole picture but covered the majority of new mothers.

Mr Donald Campbell added this is a common theme with collection of data. The Manager, DHB
Planning & Accountability, agreed in that there a number of instances where data issues occur.
Performance targets tend to be based on a limited scope or definition which relies on measuring
and quantifying outcomes for evaluation. The Committee needed to be mindful that data is not
always as robust as it appears when printed on paper. This does not mean that data is
necessarily inaccurate, but that often it is being used for a purpose that is different to the one it
was collected for.

The Chair referred to difficulties in managing clinical governance issues when Urgent
Community Care (UCC) staff and General Practice staff are engaged in various ways with
clients. The Acting General Manager, Funding & Planning, agreed the importance of facilitating
integrated practice and ensuring systems are in place to strengthen clinical governance
understanding, and safeguard professional relationships in a robust and consistent manner.
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Ms Oriana Paewai noted the quarterly survey used to assess patient experience was paper-based
and questioned whether electronic tools were available to help gather information. The
Manager, DHB Planning & Accountability, confirmed that no electronic interface was available
at this stage (either via email or SMS) but that the response rate from the paper-based survey
was one of the highest overall nationally.

Mr Adrian Broad added the public perception of MidCentral DHB’s performance was limited to
that information published in national newspapers. The Committee agreed that health targets
were but one aspect of performance and that a balanced view required being mindful of the full
and varied scope of work being undertaken across MidCentral.

It was recommended:
that this report be received.
6.2 Update: Regional Services Plan Implementation — Quarter 2, 2014/15

The Committee noted progress with implementation of the 2014/15 Regional Services Plan to
date. There was no further discussion.

It was recommended:

that this report be received.

7. OPERATIONAL REPORTS
71 Community Referred Medical Imaging Services

This report provides an update on current investment in community referred medical imaging
services. Of note, future developments include expanding rapid access to diagnostics via
Collaborative Clinical Pathways. Access to services at or close to the Integrated Family Health
Centres (IFHC) “health home” is of importance, as is creating opportunities to enhance access
through primary health projects such as Primary Options for Acute Care (POAC). Enabling and
maintaining good access to community referred medical imaging services ultimately facilitates
good clinical outcomes.

It was recommended:
that this report be received.
7.2  Planning & Support Operating Report

The Acting General Manager, Funding & Planning provided a page by page overview of this
report,

Item 2.1.2 Walking in Another’s Shoes (WiAS) Education Programme

The Senior Portfolio Manager, Health of Older Persons, explained that a new document titled
‘Living Well with Dementia’ was now available. This document mirrors national principles and
recommendations and provides a raft of information. A copy was provided to each Committee

member for reference.

2.3.2 Rising to the Challenge NGO Integration Project Day Activity Services

The Chair noted that one of the providers has indicated its intention to withdraw and
questioned whether this would be problematic for the project. The Portfolio Manager, Mental
Health & Addictions, advised that the two remaining providers were willing to merge into a new
entity delivering an integrated service and that work on the project would progress as usual.



Item 2.4.2 Pharmacy

The Acting General Manager, Funding & Planning, provided a further update on progress with
the Community Pharmacy Services Agreement. The existing Agreement is to be rolled over
from 1 July 2014 in order to create space to allow a more comprehensive reworking of the
Agreement. Engagement with local community pharmacies is about to commence.

Item 2.5.1 Children’s Team Update

Mr Adrian Broad noted the remarkable success of this programme and questioned whether
government support may extend to similar service/s in other areas of MidCentral DHB. The
Acting General Manager, Funding & Planning, advised that the Ministry is taking a cautious
approach to the roll out of Children’s Teams nationally, but that the DHB has included
additional initiatives for vulnerable children in the draft Annual Plan.

The Committee noted this and took the opportunity to thank Barb Bradnock (absent) for her
continuing work in this area.

It was recommended:
that this report be received.
.3  Finance Report — Result of January 2015

The Acting General Manager, Funding & Planning, advised that apart from the timing
difference of MidCentral Health washup and fluctuations in IDF flows, positive financial
performance and forecast continue.

Ms Barbara Cameron noted the addition of the Turbokids initiative in the draft Annual Plan (as
part of Child Development Team services), and asked whether it was an option to consider
bringing such specialist services together. This would be a decentralised approach which
supported primary care and linked in with other agencies. The Acting General Manager,

Funding & Planning, explained that such an approach was the focus of several initiatives
included within the Annual Plan.

The Chair added it would be helpful for the Committee to receive regular updates around
development of new initiatives. It was requested such information be included in future
meetings.

It was recommended:

that the report be received,

8. LATE ITEMS

There were no late items for this section of the meeting.

9. DATE OF NEXT MEETING

Tuesday, 28 April 2015




SH
10.  EXCLUSION OF PUBLIC

It was recommended:

that the public be excluded from Part 2 of this meeting in accordance with the
Official Information Act 1992, section 9 for the following items for the reason

stated:

Item Reason Reference

“In Comimittee” Minutes of the For reasons stated in the

Previous Meeting previous agenda

}és{g f?ﬁﬁ% %Zzicﬂianag ement Subject to negotiation 9(2)(j)
Negotiating strategy, and

Laboratory Services Contract subject to competitive tender 9(2)(j)
process

2015/16 Planning Process Subject of negotiation 9(2)(G)

Central PHO Contract — Better,

Sooner, More Convenient Subject to negotiation o(2)(7)

Business Case

Confirmed this 28" day of April 2015

------------------------------------------------

Chairperson
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TO Boeard i
iIDCENTRAL DisTRICT HEALTH BOARD

Te Poo Hauern o Ruahine o Taroma

FROM Chief Executive Officer

DATE 27 March 2015

SUBJECT Board’s Work Programme 2014/15

1. PURPOSE

This report provides an update of progress against the Board’s 2014/15 work programme. It is

provided for the Board’s information and discussion. No decision is sought.

2. SUMMARY

Reporting is occurring in accordance with the timeline. We had scheduled a full report
regarding the HBL food services business case however this is not yet complete. An update is

provided.

An update on the Master Health Service Plan was also scheduled, including the supporting
project plan and milestones. This work has been delayed awaiting the new CEO to take up
office. The CEO is the key sponsor and it was considered she should be involved in this

important phase of the project.

No minutes were received from Manawhenua Hauora.

Set out below is a summary of the reports provided to the Board. This includes reports
provided to the Board at its last meeting, its current meeting, and those scheduled for its next

meeting.

Annual Plan
Development

Update re 2015/16 AP
development

Regional Services Plan
Annual Plan 2015/16
Maori Health Plan 2015/16
Funding Arrangements
Document 2015/16

Menitoring
2013/14 Annual
{AP) & Regional
{RSP) Plan
Implementation

HBL laundry/linen services
business case

Master Health Service
Plan: Indicative Business
Case Update

HBL food services business
case

Update re HBL
linen/laundry service
business case

Master Health Service Plan:
project plan and milestones

Sub-regional work
- centraiAlliance

Update re centralAlliance

Update re centralAlliance

Operational o November/December/ March/April results
Matters January results Contracts update

o Contracts update
COPY TO: CEO’s Department

MidCentral DHB
Heretaunga Street

PO Box 2056

Palmerston North 4440
Phone +64 (6) 350 8910
Fax +64 (6) 355 0616
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» 2015/16 reporting
framework

« Enable New Zealand annual
reporting requirements

Governance » Communication policy
e CEO recruitment
¢ Loan Rollover

+ Minutes

s Arrangements for the 2015
hui

e Triennial review of the
Memorandum of
Understanding

= Update against the 2014/15
work programme

» Proposed 2015/16 work
programme

Minutes

Iwi Partner

Reporting = Work programme update  Work programme update

Workshops o Planning

I seek the Board'’s feedback regarding its expectations regarding the style, content and timing of
these reports, and any other reporting requirements members may have.

Board and committee commitments through until end of July 2015 are set out below.

Time— 0800 0900 10100 1100 1200 1300 1400 1500 - 1600 1700
il H i

Date ——

April 7 Hospital Audit Board G&‘;?;:Eg;e

Apr 28" HAC (inc PHgf)l-rf;sgma!ion) ENZGG
May 7 High Performing Health Care Conference

May 8" High Perfarming Health Care Conference

ey 1" Aoy

May 18" Funding Audit (Eﬁggﬁi}ﬁ:gﬁ:‘;)

Jun g HAC CPHAG DSAC
contairance Grre

Jun 30" Group Audit (inc Pt?bolij:f?*orum)

Jul 16" Central Region’s DHB Beard Members' Sympaosium

Jul 17" Central Region's DHB Board Members’ Symposium

Jul 21% HAC CPHAC ENZGG

Jul 27 ceniralAlliance Cmte
{teleconference)




3. RECOMMENDATION
It is recommended:

that the updated 2014/15 work programme be noted.

/
Murray Georgel

Chief E ‘ecutiv Officer
\ A%

e



| abeq

SL20/92 ML | G110z swwetBold sropy preog gHAW

Buuueid jeuoibay-qng 6¢
‘uoie)nsucopuswabebus oul) sauo)sa B uBld 198014 m HEH| ¢
Jaded juatwaaoidw) eo1aas A e

}Jeqpasy [IoUnod Jawnsuod pue ajepdn :Dgj A ooe
doysjtom Ogl A s

doysyiom JapeyosAbarens \pesy 2 ope

3SED $$IUISNG SARBIIPU| 2 oge

ueid 20)a18g yijeal Joisel 43

¢ @lepdn BB 1t

| 21epdn A oe

118 T9H :sueaw uno ulyyum Buiam 62
uonejuamidw) ueld [enuuy L/pL0Z 8¢

safueyo 3abpng to s|iiac) VY

Jeacuddy ueld fenuuy §1/vL0z 3| gz

(1euy) ueld yieay uoepy 1EE gz

juawdolaraq 94/507 UBId YlEaH OB e

(1eun) Jusiunoog 91/5102 Bl ¢z

juswdo)saag uawnaoq sjuswabueny Buipung zz
£ stepdn B 12

9 ajepdn B8 oz

g alepdn EEl &1

¥ 81epdn Vol

{O¥Hy 1190 ‘suoerspisuos Arejes oul) £ syepdn) P
 stepdn Ve k!

L sjepdn el

syodey ssaubolyq ¥l

Z yelp uejd [enuuy LEsl o

t Jeip :ue|d [enuuy ol A1

doysyiom Buuue| g 2o

suondwnsse Buiuue|d oL

juawdojaaag ueld [BNUUY 9L/5L0Z 6

ueld 1/ jeuoiBay FallE:]

ue|d solateg |euoiBay yeig FEE|

sanuoud euotbay Wad -

Juswidoeasg dSY 9LI51L0Z g

douyssjiom yym sul| u) psjepdn uoiosip abaeng Pad "
ONINNYId DIDALYYLS| £

Z

] JANNVHOOUd MHOM QHVO04d SLivLOE

[ unr T ReW J 19y | =W [ 983 T uer 3d [ N [ PO [ @5 T By | mr | ufr [ e
SL0é SWEN Yse|.




LS

S1/20/92 YL

2 abeg

| SLivL0g swrueIfold sHop preog gHAW

alWeN Y58

I stepdn A 8L
S]ORIUCD i
slepdn ‘9seo sssusng 0Sdd S,78H m\\m,\; 272
ases| Apungey A gl
sBuiping papeiddn jo Suzel onusieg Ve Y
SpUN} ZN3J Jo uonedo Pl
i SUONEOadXS LM SUI| U] @SN JSUBUM - OUBoLO0T) Va7l
| {Aepy Joy synsal) g Modsy dEm 12
_ (adyyyop 10} synsay)  poday 1E o
i {qeg 404 synsey) g podey el
| {uep/oagyaop Joy s)nsal) g podsy A 8o
{ (100 10} synsai) g podey Pyt
(des 104 synsal) ¥ poday ooy
I {BryfAlnr 4oy siinsay) £ podsy M gg
b {aunr 104 synsal) z nodsy A ve
(Aepy/ndy Jo) synsaa) | podey A1 g9
yodey 5,033 [4%]
SUFALLVIN TVNOLLYHAdO 19
8%e0 $$3UISNq uaL 9 Alpune| sgH 81 atepdn E&ll o9
858D SSaUISNg Uaul| 3 Alpune) s, g4 = slepdn W V-
Buyspow-at jo

SWOINo pue sepdn 9SED SSBUISNG USU)| ¥ Alpune| s,3gH S ag
$ISA|BUE }S00 pUE 8SED $53UISNY S20IAISS P00 gl 45
wiopie|d SIMonSEUI jeuceU $1gH A oeg
jesodoud saoiuss uaul g Atpune] 5,79H A g5
NY$ AN vs
sase) ssausng £5
sjuswalinbas podal [ENUUE puE|2a7 MaN S|qeU] ymwm_ 5
Voday [Bnuuy 4 1/810Z s
A O} winjal jeouBULL UGS O} UCITESLIOUINE - IPNE pUs Jeaj 2o
Hoday jenuuy 6%
§ slepdn souelylenuaa g8 o
i g slepdn souely|enus B /¥
| : L slepdn aouel||yienuso BBl ov
} 9 sjepdn |oue||y|enus Vel -
_ g slepdn eouBlyie)uaa M
¥ Slepd) aduel||y|ehuad Wi B~ ")
1 £ slepdp) souel||y|enuan STy
I Z etepdn aoue)(|yenusa Ay
J | Skepdn] souBl||y|BIUSD A ov

[ Inf [ Unr [ Ae§ | Jdy | JeW | 653 [ _._Mmcm 580 [ AN | PO [ @S5 | bny | Imr | unr | AW o

al




¢ abegq
SLZ0MRZ YL | SLp10g ewwebold sop pieog gHAOW

-
9

$355920.1d g sjuswabuelly asueLIaA0n gL

susuRbuene WOy STV Va: BWIN?

sjepdn [enuue gy Aol

sjuswsbuelle WOy SYL PaIE-1N1

3jepdn jenuue gyl A FLL

suonesiuebiQ pajelnossy Ve BEIN)

fonad uoneoiunwwon ST

i Koyjod slequiswi pleoq @ jjels 10} S|090j0id Uoloalg Palluany

Aoyed Bujuies) siaquisy pleog 20

janpuog Jo 8pag A 8oL

s18pIQ Butpuelg AMso

Aoed suonebsiaqg 201

aDUBIBI3Y JO SUI) R S04 aol

SloZ yolepw 91 Egl sol

§L0z Aenigag g w0l

¥10Z tequiaoag 6| g0l

102 JaquanoN ¢ A zol

#10Z Jaquisydag G| Aol

Loz IsnBny ¢ A oL

y10zZ sunf g2 A1 66

vL0c A Z1 V-l

Sajnuly vIoneY EnUsaymeuey 26

awweIBold YoM 91/5L0Z i 96

awweiboid xuom at 2 slepdn E8| g6

L slepdn 2 v8

GL/p1 swwesboid ylom [euig P B

awwelfiord yom ¢ LirL02 2 oes

awwefoLd Hlom |enuuy 16

NOW JO M3IABI |BIUUSY | EdEl 06

GLog w«:mEmm:m._._m - ._mw_._wmeﬁ.umm |ENUUY uﬂ 88

¥10g 18ytaborial jenuuy A ee

Tw._O:mI m:ﬂwcgm:m—zu JoUlBed 1M 18

SANSSI SONYNHIAAOD, ag

Wnosay Alent Pl

[lounoy diysiepes [eorulD Joi yodai |enuuy T

[loungyy diysiepeaT [eoiulD) Woy yodas [enuuy VoI~

Aenp Z8

¥ 2jepdn BEl| g

€ apepdn A o8

| z slepdn Vg
[ unp IETREEECE 280 [ AN T PO ] deg [ Bny [ e [ unr T Aep o

SLUEN YSE1 al




69

¥ abeg
SLIZO/9Z YL | G1/k 10T swweibold YIOM PIECE gHAON

nr_§ Unr [ ReW [ 16y | W [ G55 | uer

980 [ AN [P0 | 435 | bny [ _nf | unp | ABRW

sjepdn :dV G1/710T a4

! Sjuawjuicdde aa)LLIqD [BUIBIXT 2 o8z

| siepdn suealut ano uiypm Buial tueld [enuuy /8102 Py

é FLIELOZ GUYMYOL Q3IMYYD A 9z)

| BIONEH ENURUMBUELY UIIM IN| Gzl

Jspeyo/ibalens yesH PalRA!

odl P!

SdOHSHHOM [44}

I FJomawesy Suilodar 91-51L02 E 1z1

] syuswafiuelte funasw g0z oozl

i sjuawebuele soueinsu; OB
o

S109

SWEN Yyseq)

al




)1

inCenTRAL DisTRICT HEALTH BOARD

Te Pao Hauore o Ruohing o Iotamio

TO Board

FROM Chief Executive Officer

DATE 27 March 2015

SUBJECT Report for February/March

1. Purpose of Report

This report is for the Board's information and discussion. It provides the DHB’s result for the
year on a consolidated basis, and discusses organisational, governance and corporate issues of
note.

A decision delegating authority to the Chair to sign the audit engagement letter is sought.

2. Executive Summary

The last six weeks has seen national, regional and local projects advanced and some change in
leadership roles.

Planning to ensure a DHB-owned vehicle is in place to manage national procurement and other
projects is well underway and a proposal is ready for Board’s consideration. The new vehicle
will take over the functions currently carried out by HBL.

Locally, the news of MidCentral DHB’s CEQ appointment was well received and arrangements
are in place to ensure a smooth handover.

We are now entering the final quarter of the 2014/15 year and are making good progress in
implementing our annual plan. Financially, we expect to achieve the year end budget.

The development of annual, Maori Health and regional plans for next year is well advanced.

3. Recommendation
Tt is recommended:

that the report be received; and,

that the audit engagement letter, as contained in the CEO’s report dated 27 March
2015, be approved.
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4, Sector Matters

4.1  DIRECTOR-GENERAL OF HEALTH

Mr Chai Chuah has been appointed Chief Executive and Director-General of Health, Ministry of
Health. Chai has been acting this role since November 2014.

4.1 HEALTH BENEFITS LIMITED
4.1.1 Transition Arrangements

The Interim Governance Group has advised a decision from all DHBs is required by 1 May 2015
regarding the new arrangements. A proposal regarding the recommended vehicle design,
transition vehicle and transition plan is being developed for Board’s consideration. Associated

shareholder documents are also being compiled.
A separate report and recommendation is provided on this matter.
4.1.2 Business Case Updates
e Finance Procurement & Supply Chain
The latest update from HBL is:

In November 2014 the DHB-led Steering Committee agreed that that the strategic case for
change remains valid and endorsed feedback received from DHBs that a common national
solution is the desired end-state for the Sector. Since then, the HBL FPSC Programme
team, members of the Steering Committee and DHB advisory groups have been working
together to investigate a range of implementation options. This work includes:

o supporting the National Procurement Service by accelerating the rollout of the DHB
National Catalogue and the Data Hub

o assessing the relative merits of leveraging DHB capabilities and completing the design
and build of the national solution in partnership with individual or clusters of DHBs

o developing a strategic implementation roadmap (timeline) that has been agreed in
principle by DHB CEOs and CFOs.

Work continues to understand options around completing the underlying technology
platform, including an evaluation of how FPSC may leverage opportunities such as the
National Infrastructure Platform (NIP).

The re-planning proposal will be communicated to DHBs in early April, and then discussed
at the CEO forum on 13 May and the DHB Boards in May.

As advised last month, it is unlikely MDHB will transition to a national structure much
before 2020 thus requiring further investment in our current system, JD Edwards. We
could do so earlier if there is either material technological or financial rationale.

At the end of March, the DHB National Catalogue {Version 1.0) will be available to DHBs.
This catalogue lists the goods and services that one or more DHBs currently purchase and is
focused on supporting procurement benefits.

Through the national procurement process DHBs are making significant financial benefits.
For the 2014/15 year benefits of $21.6m are targeted at an agreed cost of $10.6m. To date
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savings of $29.5m have been delivered. In addition, a further $23.4m of non-budgetary
benefits (eg cost or capex avoidance) have been achieved.

o Laundry/Linen

Consideration of the business case by all Central Regional DHBs and Taranaki DHB is not
yet complete. HBL is also to advise the final position from a national perspective.

e Food Services

HBL advised that Southern and Tairawhiti DHBs are in the process of consulting with staff
and unions on the proposed changes, and that mobilisation to the new service delivery
model at Auckland Metro DHBs is now underway.

Engagement continues with those DHBs that are yet to formally consider the business case.
From MidCentral DHB’s perspective, remodelling work on the financial assumptions is
being undertaken in conjunction with Whanganui DHB, which will in turn be discussed
further with HBL during April.

o National Infrastructure Platform

HBL has entered into an agreement with IBM to provide the National Infrastructure
Platform. Through healthAlliance the four Northern Region DHBs (Northland, Auckland,
Counties-Manakau and Waitemata) were first to enter into agreements.

MidCentral DHB’s Board approved in principle that we would enter into the agreement with
IBM to provide the National Infrastructure Platform. The transition to the Platform will be
implemented over a three year period and current estimations are that MDHB will move to
the platform during 2017. Detailed planning will commence prior to the move as the
transition will rely heavily on local expertise to achieve a successful result.

4.2 NEW ZEALAND HEALTH STRATEGY

As advised last month, a review of the NZ Health Strategy is underway. The Ministry of Health
advice is:

Following the Minister of Health's visits to all DHBs late last year, and taking account of
advice to him in both the Ministry and DHBs’ BIMs, Dr Coleman commissioned a refresh
of the NZ Health Strategy to guide and unify the sector and set the strategic direction for
health policy and delivery over the next ten years. This is in line with major strategic
reviews undertaken in other like jurisdictions, placing health in a broader social context.
The work is being led by the Ministry of Health and will report to the Minister of Health
around the end of June 2015. The Ministry will be working closely with the DHBs on the
strategy as well as engaging in targeted consultation with social service agencies, NGOs,

and health service users.

We have passed on to the Ministry the Board’s feedback (as per February board meeting)
around the need for sector and community engagement, a strengthened mental health
perspective, and an integrated approach with social sector agencies.




4.3 PERFORMANCE IMPROVEMENT FRAMEWORK
The development of a Performance Improvement Framework for the DHB sector continues.

As part of the PIF development, Murray Horn has put together a “Four Year Excellence
Horizon” as provided to the Board previously. He then did an assessment of “best practice”
against the six elements of the framework. This was based solely on an interview held with each
DHB’s Chair and CEQ. The interview was based on a series of 20 questions. The results are

interesting reading — refer Appendix A.

It is now intended that a sector approach be taken to the PIF. This means rather than doing
assessments for each DHB, we would expand the “testing” approach used above with the aim of
identifying best practice in each of the 20 question areas as well as a better idea of what is
required to support and develop this practice. The final product would highlight best practice
across each of the 20 questions (and why that practice is effective), rather than 20 individual
assessments with individual ratings.

This process is expected to take 18 months to complete.
From there, the next phase would be to do a detailed assessment of each DHB.

Murray Horn recommends that during the next 18 months, alongside the development of the
PIF, DHBs should also look to advance the following three areas which he felt were priorities as
a result of the recent assessment process:

e establishing uniformity of staff surveys within the sector
¢ ensuring succession planning in place at all levels of the organisation
¢ leadership training at all levels of the organisation

The DHB Chairs and CEOs will be considering this matter further over coming months.
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5.  Regional Matters

5.1  CENTRALALLIANCE

The development of the Strategic Plan for the centralAlliance is running a little behind schedule
but a draft document is expected to be available for the sub-committee’s meeting next month. A
joint workshop of both DHB’s boards and committees will be organised. This will be part of a
timeline to get the document ready for public consultation.

5.2  REGIONAL SERVICES PLAN
5.2.1 Health System Plan (previously known as Regional Clinical Services Plan)

As members may recall, the Central Region DHBs initiated the developed of a Central Region
Health System Plan in May 2014.

Last December work commenced on long term planning of demand and capacity for regional
services, focusing initially on specialist regional services to identify areas that may require
strengthening. The NZ role delineation model is being used for this work. The NZRDM is a
descriptive tool that categorises clinical services by complexity. It is designed to inform
potential planning scenarios, like population, service changes and workforce. It enables
accurate clinical service description at hospital, facilities and service levels.

TAS, who is co-ordinating this work for the DHBs, commenced discussions with primary care
representations in January 2015 to identify what work should be done with the current scope of
the project to better inform the Plan’s development.

Work also commenced on modelling future service requirements to meet changing health
needs. This will inform planning for future capacity.

The development of this Plan will be a key feature of the upcoming Central Region’s Board
Members’ Symposium.

5.3 REGIONAL INFORMATION SYSTEMS

The Regional Health Informatics Programme (previously known as CRISP) continues to be
implemented. The expected final cost is $59.052m, which includes $4m contingency. To date
$27.5m has been spent.

Seed funding of $170k has been approved for TAS to develop a Regional Management
Reporting Solution. This will deliver:

Business User Requirements

High Level Solution Architecture Document
Indicative Project plan

First Draft Business Case

Three workstreams have been established to progress the programme. These are:
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o  Work stream 1. Asset Work stream

To work with TAS and Auditors to establish contractual arrangements for managing the shared
asset being created by CRISP CAPEX, and accounting arrangements to calculate asset
depreciation and distribute it to DHB level on an equitable basis. (CFO led working with TAS ).
Expected completion date - 30 May 2015.

o Worlk stream 2. Business As Usual Work stream

To review in detail all business-as-usual costs, in particular estimates of Infrastructure as a
Service (IaaS) costs. To develop fair and reasonable methods using cost drivers to attribute BAU
costs directly to DHBs where possible and share them equitably where not. To explore the
alternative MIBL National Infrastructure Programme offer for IaaS and National wide area
network (no additional cost as DHBs will have paid for this already). (CFO led). Expected
completion date - 30 June 2015.

o  Work stream 3. Service Management Model

To develop an optimal and affordable regional service delivery model for managing regional
systems being created. This will be based first on the skills already employed and paid for, and
will recognise additional task and complexity, and the need for regional standardisation and
access (CEQ led with CIO support) (TAS led, with oversight from Tim Evans to assure
affordability ). Expected completion date — 30 June 2015.

5.4 CENTRAL REGION’S DHB BOARD MEMBERS’ SYMPOSIUM

Building on the Combined Boards Symposium 2014, a two day event has been scheduled for
16/17 July. It will be held in Masterton. The programme will include:

o Health Systems Strategy and Plan
¢ Dealing with the Media — Processes and Strategies
e Key Note Speaker — Sir Mason Durie — He Korowai Oranga, Ministry of Health’s Maori

Health Strategy
o Updates on the Regional Plan, Health Informatics, HBL transition pathways

The symposium will also provide plenty of networking opportunities.

It would be appreciated if members could advise Jill Matthews whether or not they are able to
attend.

5.5 LEADERSHIP

The CEO, Hutt Valley and Wairarapa DHBs has tendered his resignation and will leave the role
at the end of April. The respective Boards has determined that they will not continue with a
joint role.

The role of CEQ, Capital & Coast DHB is currently being advertised. Debbie Chin has been
acting on an interim basis under secondment from Standards New Zealand.

Given these changes, and the pending change at MidCentral DHB, there will potentially be four
new CEQOs within the district. This could have some impact on the speed of change. The risk
has been flagged by the Regional Governance Group.



6.  Organisational Matters

6.1  ANNUAL AUDIT

Approval is sought for the audit engagement letter to be signed. The letter from the external
auditors Deloitte (refer Appendix B), sets out the terms and responsibilities of the DHB and
auditor in relation to the audit of the 2014/15 annual accounts. The letter was included together
with the letter from the Office of the Auditor General and the Deloitte audit proposal in the
Group Audit and Board papers in November 2014. The recommendation that the proposal be
signed by the Board Chair on behalf of the DHB was approved however the recommendation
that the Board Chair also sign the audit engagement letter was inadvertently omitted.

It is recommended that the audit engagement letter be signed by the Board Chair on behalf of
the DHB.

6.2 MAORI LEADERSHIP

The Director, Maori Health & Disability has prepared a proposal for the establishment of a
Maori Health Directorate. This is being considered by the Executive Leadership Team before
being made available for all staff to read and comment on. A final decision will then be made.

As the Board is aware, we have eight Clinical Networks {(or district management groups) which
look at a specific part of the population or disease. Alongside these, a Maori Perspective Group
is being formed comprising the Maori members of all eight clinical networks. The intention is
they will support the development and integration of Maori worldview, leadership and expertise
across all eight clinical network work programmes and ensure the work plans are integrated and
effective for whanau Maori.

6.5 INFORMATION SYSTEMS

Work continues to both implement regional systems and to strengthen IT infrastructure. An
update against key projects is set out below:

Regional Projects

Patient Administration System | Project resources being put in place. This is being led by the
(WebPAS) full-time project manager.

Training continues for system configuration.

Project structure being finalised and staff seconded to the
work streams. Back-filling to occur where appropriate.
Current go-live date is August 2016.

Regional Clinical Portal Local project structure being finalised.
Current go-live date is August 2015.

Regional Radiology Information | Project manager in place.

System Implementation planning occurring with an indicative go-
live date of August 2015.
ePharmacy Regional requirements being established by TAS.

Decision will then be made as to whether MDHB needs to
progress with an interim stand-alone solution to enable it be
off HOMER Pharmacy before WebPAS is in place. This is a
critical dependency for WebPAS.
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Local Projects

Storage area network and
server refresh

Awaiting completion of environmental upgrade (see below).
Equipment on site.

SAN/server commissioning to occur late April, followed by
data migration.

Once migration is completion, will move to a two-site SAN
arrangement.

Server room environmental
infrastructure upgrade

All work progressing to plan.

New generator in place.

New air conditioning being installed.

New switchboard in place.

Critical relocation of some computer racks in the server
room occurs Saturday, 28 March.

Expected completion date by end April.

Fibre, Cabinets & Cabling

Initial phase well advanced with four communication
cabinets (including basement hub) in place.

Project manager in place to complete high-level designs and
costs for the remaining cabinets (approximately 40).
Consulting engineers appointed following competitive
tender process.

Testing of wireless and telephony occurring as below in
areas serviced by the new cabinets.

Cabling work is largely complete.

Wireless and Telephony

Wireless

¢ Wireless operational in Ambulatory Care on a controlled
test basis and initial feedback is very positive.

e Wireless to be available in ED and other departments
(Sterile Services, Orthopaedics, Library, Lecture
Theatre, Central Patient Administration, Gastro and
Orderlies) mid-April.

o Policy for use of own devices and wireless usage drafted
and with staff for feedback.

Telephony

¢ Alow risk implementation plan in place for roll out of
new telephony equipment.

o Health on Main will be the pilot site.

e This will commence once a network link has been
upgraded by outside contractors.

Replacement document
management system

Testing completed and go-live expected early April.

Sterile supply instrument
tracking system

Awaiting completion of SAN upgrade.

National dental information
system (Titanium)

To be piloted at mobile (dental caravans) and fixed sites.
This will get underway in April.

Hospital Operations Centre

Preferred vendor selected.

Reference site visits and implementation planning study
occur in April.

Aiming to deliver business case to HAC and the Board in

June.

Event Level Costing System

Preferred vendor selected.
Project implementation plan and contractual activities occur
in April




6.6 PROPERTY MATTERS
6.5.1 Seismic Works

o Blood Services Building and Kitchen Block
Structural Engineers completed details of remedial strengthening works required to the
first floor sections of each building. A Tender was let and work commenced on the
Kitchen Block in February. The Blood Building work will possibly commence in early
April. The Decanting Programme for staff and services in the Blood Building is being

arranged.

° Education Centre and Pullar Cottage
Worlk is to be undertaken in the Education Centre when maintenance is next undertaken
in 2015/16. Work in Pullar Cottage will be completed by June 2015 at an estimated cost of
$40,000.

o Review of our infrastructure services/utilities site wide is continuing together with a
Works Prioritisation Programme.

6.5.2 Feilding Integrated Family Health Centre - Manawatu Community Trust
(MCT)

The MCT undertook an official signing of documents in the last week of February. This
included the Agreement for Sale and Purchase of the Clevely buildings and Lease of Land, and is
subject to all the required conditions being met in order that the final hand-over date/works
commencement is agreed. MCT have indicated a date around mid-April.
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7. Financial Matters

{Amounts are in $o0o0s and adverse numbers are in brackets.)

7.1 STATEMENT OF FINANCIAL PERFORMANCE

Monthly results are reported to the Ministry of Health for the three divisions — Funder,
Provider, and Governance. The table below shows the results for each business unit within each

of these divisions.

-7.1.1  Consolidated Provisional Results for the Year to 28 February 2015

Feb-15 Month Year to date Annual
"$000 Actual Variance Actual Variance Budget
Funding Division 1,089 16 2,504 (496) 3,300
Provider Division {2) (752) {1,215) (747) (1,196)
Governance 23 0 (a54) 89 (52)
Total DHB 2,010 (736) 835 (1,154) 2,052

The DHB is unfavourable to budget for the year. The Funding Division is favourable to budget
while the Provider and Governance Divisions are unfavourable to budget.

The detailed statement of financial performance is shown in Appendices C and D.

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

MidCentral DHB Financial Result to Budget

4,000
3,000
2,000
1,000

-1,000
-2,000
-3,000

Jul Aug Sep Ot Nov Dec¢ lan Feb Mar Apr May Tun

MMM Actual pmo SRS Budgetpm e prtudl yid S Budpet yid

=.1.2 Provider Division

The performance of MidCentral Health in the year to date is shown in the following table:

MidCentral Health Financial Result to Budget

Jul Aug Sep Qet Nov Dec Jan Feb Mar Apr May jun

R Acrual pm SRR Budpetpm me——jcroa) ytd ==t Budpet yid




7.1.3 Funding Division

The financial performance of the funding division by ring fenced areas is as follows:

Income and Expenditure YTD Annual
"$000 Actual Budget Variance Forecast Budget Variance
Personal Health Income 267,079 265,079 2,000 399,674 397,618 2,056
Personal Health Expenditure 204,164 262,119 (2,045) 395,963 394,318 (1,645)
Personal Health Surplus/(Deficit) 2,014 2,960 (45) 3,711 3,300 411
Mental Health Income 26,063 26,560 403 40,301 39,840 461
Mental Health Expenditure 27,917 26,560 (657) 40,557 39,840 (716)
Mental Health Surplus/(Deficit) (254) o (254) (256) o (256)
Disability Support Income 51,826 51,232 594 77,778 76,848 031
Disability Support Expenditure 52,358 51,100 (1,167) 78,486 76,848 (1,638)
Disability Support Surplus/(Deficit) (532) 41 (573) (708 o (708
Maori Health Income 1,362 1,338 24 2,031 2,007 24
Maori Health Expenditure 986 1,338 352 1,479 2,007 528
Maori Health Surplus/(Deficit) 376 0 376 552 o] 552
Governance Income 1,637 1,637 {0) 2456 2,456 0
Governance Expenditure 1,637 1,637 0 2,456 2,456 0
Governance Surplus/(Deficit) 0 0 0 o} 0 0
Total Funder Surplus/(Deficit) 2,505 3,001 {496) 3,300 3,300 (o)
.2 STATEMENT OF FINANCIAL PERFORMANCE
~.2.1 Financial Position
MidCentral District Health Board
Statement of Financial Position (summary)
Jun 2012 Jun 2013 Feb 2015 Change
" S$oo0o0 $000 $000 $000
Assets Employed
Current Assets 84,807 88,037 86,153 {1,884)
Current Liabilities (67,4106) (83,602) (83,180) 512
Fixed Assets and Investments 185,697 190,024 192,178 2,154
203,088 194,369 195,151 782
Funds Employed
Equity 148,729 145,431 146,195 764
Term Loans 53,074 44,928 44,911 (17)
Long Term Liabilities 1,285 4,010 4,045 35
203,088 194,369 195,151 782

(Refer Appendix E for details.)
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7.2.2 Debt and Investments
7.2.2.1 Debt

This table shows the debt profile for the hospital’s long term debt.

Lender Maturity $'000 Rate Type % of Loans maturing per year
Year % loan/yr
MoH
Apr-i15 7,000 6.71% Fixed
Apr-i5 5,600 6.54% Fixed 2014/15 22%
Dec-17 2,500 5.05% Fixed
Dec-17 10,000 6.63% Fixed 2017/18 229%
Mar-19 13,000 5.01% Fixed
Mar-19 2,000 3.02% Fixed 2018/19 26%
May-21 12,500 3.37% Fixed 2020/21 22%
Apr-23 4,100 4.74% Fixed 2022/23 7%
Total 56,700 5.24% Average
Unused
Facility -
Total Facility 56,700
EECA May-15 880 0.00% Fixed

The Board approved the rollover of the debts falling due in April 2015 to 2024 and 2025 at their
last meeting.

7.2.2.2 Cash and Investments

Feb-15 Average Rate Value
v $000
HBL Sweep Balance 4.03% 61,569
Cash in Hand and at Bank 3
Enable New Zealand 864
Sub total W
Trust Accounts 2,821
Total Cash Balance T 65,257 |

Enable New Zealand funds are held at the Bank of New Zealand (BNZ) and the Trust & Special
Funds are held in a separate Westpac account and fall outside of the Shared Banking
Arrangement at Westpac which HBL sweeps daily.




7.2.2.3 Treasury Policy & Ratios

Feb-15 Actual Policy /
target
Policy compliance requirements
Liquidity risks
Term deposits None None
Short term borrowings None None
Interest rate risk
Rate Fixed Fixed
Rate re-setting any 1 year 26% <30%
Foreign exchange risk
Capital expenditure hedged None Conditional
Operational expenditure hedged over $50k pm None Conditional
Counterparty credit risk exposure None < $10.0m
Historical covenant ratios
Net debt - Loans less bank balances (ex Trusts) ($5.7m) | <$56.7m
Equity $146.2m >$30m
Debt & Equity $140.5m
Debt Ratio {4.1%) < 55.0%
YTD Interest Cover 6.14 >3.00
7.2.2.4 Debt Position
Jun-12 Jun-ig Feb-15
MidCentral District Health Board $m $m $m
Term Loan Facility 56.7 56.7 56.7
Term Loan Facility Drawn Down (56.7) (56.7) (56.7)
Debt Facility Available - - -

The 2013/14 Operational Policy Framework allow for working capital financing of up to one
month’s total provider arm planned Crown revenue to manage short term fluctuations. Prior
approval of the Ministers of Finance and Health is required.

7.2.3 Capital Expenditure (Capex)

Capital expenditure in the year to date is summarised in the table below:
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Capital Expenditure 2014/15-February zo15 Update

$000's
2014 /15 Plan 28,135
Earlier Years Plans Cfwd 18,101
Total 46,236
Funded By:
Depreciation 2014/15 16,827
EECA Loans 700
Surplus & Cash Reserves 28,709
Total 46,236
Total Spend to Manage within Annual Plan 28,135
Total to be Spent 28,135
Less Spent to 28/02/2015 11,714
Balance to Be Spent 16,421
Spend YTD 28 February 2015 $000's
Digital Mammography & Whanganui BSCC 290
Seismic Work 408
Hospital E-Pharmacy Project 269
Telephony Upgrade Project 263
Maternity System 123
Bed Replacement Programme 456
Ambulatory Care Refurbishment 328
Master Health Services Plan 166
Enable-E Commerce 867
Theatre Tables 678
IV Pumps 766
Theatre Lights 487
Fibre & Cabinet Upgrade (IT) 410
Infrastructure Upgrades (IT) 385
Other (inc items under $250k} 4,745
Total Before CRISP & HBL 10,641
CRISP &HBL 1,073
Total Capital Expenditure Spend 2014/15 11,714
Spend
CAPEX Plan 2014/15 3,586
CAPEX Approved Prior Years 8,128
Total 11,714

The following are additions of items over $250k and their substitutions to the Capital
Expenditure Programme for the year. There is no overall change in the capital expenditure

spend for the year



CAPEX Changes 2014/15:

Fire Penetration Work-More than initial budgeted amount required
Boiler Controls- More than initial budgeted amount required
Oncology Outpatients Clinic- Not on initial Plan

Hospital Operations Centre

Anaesthetic Monitors

Substitution other Commercial Support Projects

Compound Products In House Service Removed
Substitution other MCH Projects

Theatre Electrics

Transfer to other Commercial Support Projects

Net Change

Original Approved zo14/15

Cfwd CAPEX

Cath Lab moved to Master Health Services Plan

Other Reductions

SAN mainly being Leased -CAPEX spend to be reduced
Cfwd Capex Feb 2015

Monthly Amount

Jul-14
Aug-14
Sep-14
Oct-14
Nov-14
Dec-14
Jan-15
Feb-15

Net Decrease

$'000's
200
50
175
600
500
-250
-1,000
-275
-200
200
o

28,135
28,135
28,135
28,135
28,135
28,135
28,135
28,135
— 9
28,135

82,077
-2,600
-399

-977
18,101

7.3 CASH POSITION

7.3.1 Consolidated Statement of Cash Flows

MidCentral DHB - Cash Balances
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The DHB'’s cash balance, excluding Trust Accounts, is shown in the chart above.

The big increase in the cash balance at December month end was due to the MOH January
funding being paid in advance in December. The normal funding date is the 4t of the month or
the previous day where the 4t is a holiday. In this case the 15t to the 4t of January were
holidays, so the payment was made 31 December.

7.3.2 Cash Flow Reconciliation

$000 Year to date Variance to

prior month
Cash at June 2014 65,720 -
Surplus / (Deficit) to date 835 2,008
Depreciation 9,476 1,136
Sale offixed assets 834 -
Capital expenditure (11,713) (949)
Working capital movement 86 2,97 4
Loan repayment (17) (69)
Trusts movement 36 (31)
Cash at month end 65,257 4,469
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8. Outlook

This is my last report to the Board and I take the opportunity to thank you for your support over
the past 16 years.

MidCentral DHB is in good heart and is well positioned to become a high performing health
system. Iwish you and the organisation well for the future and will follow your progress with
interest.

A. Performance Improvement Framework: Summary of M Horn's Assessment, March 2015
B. Letter from Deloitte dated 16 December 2014 re Audit Engagement Letter

C. Statement of Financial Performance (Consolidated)

D. Statement of Financial Performance (Divisional)

E. Statement of Financial Position,

F. Statement of Cash Flows
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Appendix A

Annex B: Conclusions from the DHB PIF Method Testing interviews

The following conclusions have not been tested and are based solely on either a 60 or 90 minute
interviews with Chairs and CEOs covering 20 “lead” questions. The purpose is to illustrate the
method and what might surface from an approach like the one recommended (i.e., “option 37,

The 20 questions are grouped into six elements and the comments are at that “element” level. The
objective is to identify the practice described in the interviews that | think is most likely to deliver
the sorts of outcomes described in the Four Year Excellence Horizon {or identify where more work is
needed when this did not surface in the interviews). This has been prepared quickly to meet the
March deadline, so does not pick up all of the value from the interviews.

Results

There was a high level of consistency and reasonably strong performance in DHBs ability to identify
and respond to government priorities that are few in number, well specified and where there is

some funding or reputational incentive to deliver the priorities {e.g., elective surgery velumes being
the most dramatic example but the financial targets and 6 health targets also fall into this category).

On the other hand, there was a surprising variance in the way Chairs and CEQs described their “core
business” and considerable uncertainty in how and to what extent value for money could be
assessed. Given that all DHBs have the same legislative purpose (i.e.,”... to improve, promote and
protect the health of people and communities ... {and) ... to reduce disparities in health outcomes”),
you would expect more commonality in hoth the way core business is described and value for
money assessed.

The most useful approach to defining core business is from DHBs who focus on types of service {like
prevention, early detection, treatment, long term condition management, rehabilitation and end of
tife care} that are drivers of “improving, promoting and protecting” health and “reducing disparities”
(rather than, say, functions, like provision and funding). In terms of assessing value, the best
approach was from those who used a combination of patient outcome {quality of life} measures and
— for longer term preventative type services — impact on proved health risk factors, This is an
important shift from a focus on intermediate hospital-based producer value measures (like length of
stay) and relative cost of delivery.

Purpose and Strategy
Best practice comes from those DHBs that:

- Articulate a purpose that is motivating to staff, helps unify the external partners necessary
to deliver the desired outcomes and helps management and Board identify what needs to be
done and how that needs to be done;

- Really understand customer and patient “expectations” and can bring that to life in service
design and delivery;

- Understand the challenges in meeting those expectations and take a longer-term and
proactive view of strategy (rather than a tactical response to emerging problems); and then

- Ensure a high degree of alighment from their purpose, to their desired service mix (the
what), to their target operating mode! (the how) and then are clear about the behaviours
necessary to bring that target operating model to life.

The most effective approach seems to be to develop an articulation of purpose and the behaviours
necessary to deliver to that purpose “bottom-up” through engagement and co-creation with staff,



partners and consumers {community and patients). This reinforces user-centrality and helps create
the right expectations amongst staff and partners about what the DHB is here to do, the desired
behaviours and those that are clearly not acceptable (and helps create the peer pressure that
reinforces those behaviours).

Community and Patients

Most DHBs had well developed approaches to engaging with the community and assessing
community needs, with the best approaches based on on-going and relatively intimate relationships
with sub-groups (e.g., iwi, disability and locality) aimed at really finding out what communities
wanted from the DHB and how well it was delivering. In some cases there is substantial and formally
structured community input into service design and delivery (e.g., through consumer councils}).

While all DHBs look for feedback from patients (e.g., via complaints and the national survey), the
best approach is one that is proactive, on-going and systematic and provides real insight into what
patients are looking for and what needs to be done to better meet user expectations. This requires
discriminating feedback on a wide range of patient experience at a reasonably detailed level (rather
than small variations in results at a fairly aggregate level), with reliable measures of progress over
time {e.g., via a Net Promotor Score). There is scope for expanding this approach to a wider range of
patient experiences (especially beyond the hospital-based services).

Most DHBs struggled in response to the gquestion about encouraging patients and their families to
play a greater role in their own care, in part because it seems such a daunting task. Technology has
an important part to play in informing patient choice and shifting more control to the patient (e.g.,
electronic health records, patient portals, home-based monitoring). However this will only be part of
the story. Some DHBs are putting much more effort into promoting greater patient involvement by:
better targeting those patients where the need is greatest based on patient risk factors; scaling the
degree of support based on the risk; and then tailoring the help they provide to the circumstances of
each patient. For example,

- intensive and proactive case management with very frequent flyers tailoring a range of
health and social service interventions that are most likely to increase independence and

reduce future demand for health services;
- asimilar approach for those with 2-3 long term conditions but with lower intensity and

provided via the primary care home;
- patients with a single long term condition are provided with initial help to ensure that they
are well placed to manage that condition themselves.,

This is supplemented with proactive approaches to identify “high risk” people before they present as
a real problem (e.g., school nurses to identify high risk children).

Leadership and Management

The hest boards have a good sense of the different roles of directors and managers, are proactive in
setting their agendas, take time to focus on longer-term and more strategic issues facing the DHB
and do not see a significant difference in the contribution of elected and appointed members (albeit
the latter is easier for Chairs to manage in some DHBs than in others).

There was a high correlation between leadership team coherence and the investment in leadership
development, especially in the way leadership expectations are set, clinicians are given the time and
the on- and off-job training they need to become leaders, and the clarity of relationship between
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managers and clinicians {(e.g., where clinicians really lead then managers can focus on supporting the
clinical team).

As expected there was a lot of variation in the degree to which different DHBs successfully managed
poor performance and focussed on addressing those issues which were hindering high levels of staff
engagement, like perceived bullying. The better results saw high coverage of regular performance
and development discussions with staff, including clinical staff (highest number 90% coverage); good
participation in annual surveys of staff engagement (over 60%) with high levels of engaged staff
{75% engaged or highly engaged); with well-structured and executed management responses to
those issues that were preventing stronger engagement.

There is more room for common approaches to some of these areas. Some DHBs highlighted the
desirability of more uniformity in the staff surveys (so that annual comparisons could be made on
staff engagement and best practice more easily identified). Some Boards commented that
succession planning would be easier if we developed talent across the whole health system in a
more systematic way. Others pointed to the benefits gained for having common leadership training
programs (that were shared with PHOs and with other DHBs): e.g., the “accelerate” program was
mentioned in this regard.

Relationships

Success here relies on taking a (health or wider social sector) system view and effective partnering
(with private and public health and other social service providers that only deliver elements of a
solution) to deliver tailored outcomes for users in a relatively seamless way.

While most DHBs have made some progress in delivering better integrated health care in their
districts, the fragmented nature of primary and community based providers and their existing
business models frustrate partnering for outcomes (rather than contracting for activity or inputs).
Some DHBs are tackling this issue by moving from alliances to something that more closely
resembles a joint venture with a single "service integrator”: who holds the budget; brings together
all of the service providers who are necessary to deliver a well-defined outcome (like eliminating
disparities in health outcomes for Maori in the district within 5 years); and shares the risk and
rewards associated with delivering that outcome. The DHB works with the service integrator and
representatives of the consumers to set priorities and milestones and the integrator has the
flexibility to innovate service delivery.

While progress is being made, effective DHB collaboration at the regional level is still very patchy
and frustrating. However, there are sub-regional collaborations that are already realising most of the
benefits you would expect from a fully integrated health system. The Canterbury-West Coast
arrangement stands out in terms of integrated service delivery across DHB boundaries: one that
provide a much safer, higher quality and more sustainable service to rural and remote communities
for the available rescurce. This is facilitated by: extensive use of tele-health; common information
systems (including diagnostics); shared employment arrangements {that promote multi-site
specialist services, make working in remote locations less daunting and broaden the scope for
leadership development and succession planning}; common referral pathways; and shared
governance and management amongst other things.

More effective collaboration with other social service agencies (housing, welfare, education, etc.) is
an underdeveloped area with huge potential for improved health outcomes. Most DHBs have some
experience of “trials” or limited collaborations in a particular locations or for a small group of users
{e.g., whanau ora; children teams; social sector trials; health delivery in schoois or prisons). Some




DHBs have a more systematic approach to significant sub-populations {e.g., co-ordination of a range
of social services to keep older people in their homes for longer). These integrate the other social
agencies into the alliance leadership teams; identify sub-populations or individuals with potentially
high or complex needs; tailor a care plan to meet those needs and identify a single point of
accountability in a lead agency to co-ordinate delivery of that plan. This general approach has many
common elements to that taken by some DHBs to helping people take greater control of their own
care (i.e., careful targeting; scaling the effort to the risk or opportunity and tailoring the response to
individual circumstances).

Finances and Resources

Most DHB Chairs and CEOs saw the greatest opportunities for improvement in the ability to make
better use of information and technology to support better targeting and tailoring of their own
effort, provide better integrated and more seamless care to patients, and provide individuals with
the information and tools to better manage their own care.

In terms of asset management, the better experience came from those DHBs who are able to
smooth the impact of asset replacement and improvement on service delivery {e.g., by running
surpluses to minimise the impact of debt and equity injections on future service provision).

In terms of financial management, the better experience came from those who were well informed
about the cost to provide specific services and even cost to serve different patient segments, which
informed investment and future service mix,

In terms of risk management, no-one had an explicit Board risk appetite statement, most DHBs
appeared to have the standard risk management tools and the best experience came from those
with an automated risk management system that allowed, for example, easy tracking of progress
with risk remediation as well as of progress implementing the recommendations from service and
other reviews.
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Deloitte

24 Bridge Strest
Harmilton East
Hamilton 3216

PO Box 17

Waikato Mail Centre
Hamilton 3240

New Zealand

Tel, +54 7 838 4800
Fax: +64 7 838 4810
www.deloitte.co.nz

16 December 2014

The Chairperson

MidCentrai District Health Board
PO Box 2056

PALMERSTON NORTH

Dear Chair
AUDIT ENGAGEMENT LETTER

This audit engagement letter is sent to you on behalf of the Auditor-General, who is the auditor of all “public entities”, including
MidCentral District Health Board under section 14 of the Public Audit Act 2001 (the Act). The Auditor-General has appointed
me, Melissa Youngson, using the staff and resources of Deloitte, under section 32 and 33 of the Act, to carry out the annual
audit of the MidCentral District Health Roard’s financial statements and performance information. We will be carmrying out the
annual audit on the Auditor-General's behalf, for the year ending 30 June 2015.

This letter outlines:

- the terms of the audit engagement and the nature, and limitations, of the annual audif; and

- the respective responsibilities of the Board and me, as the Appointed Auditor, for the financial statements and
performance information.

The objectives of the annual audit are:

- to provide an independent opinion on the Board's financial statements and performance information; and

- to report on other matters relevant to the Board's financial and other management systems that come to our attention,
need improvement or are significant (for example, non-compliance with statutory obligations or a lack of probity).

We will carry out the audit in accordance with the Auditing Standards issued by the Auditor-General, which incorporate the
International Standards on Auditing (New Zealand) (the Auditing Standards). They require that we comply with ethical
requirements, and plan and perform the audit to obtain reasonable assurance about whether the MidCentral District Health
Board's financial stalements and performance information are free from material misstatements.

Your responsibilities

Our audit will be carried out on the basis that the Board acknowledges that it has responsibility for:
- preparing the financfal statemenis and performance information in accordance with legal requirements and financial
reporting standards;
- having such internal cantrol as you determine is necessary to enabls you to prepare financial statements and
performance information that are free from material misstatement, whether due to fraud or error; and
- providing us with:
- access to all information of which the MidCentral District Health Board is aware that is relevant g preparing the
financial statements and performance information such as records, decumentation, and other matters;
- additional information that we may request from the MidCentral District Health Board for the purpose of the
audit;
- unresiricled access to Board members and employees that we consider necessary,; and
- written confirmation concerning representations made 1o us in connection with the audit.

The Board's responsibilities extend to all resources, activities, and entities under its control. We expect that the Board will

ensure:

- the resources, activities and entities under its control have been operating effectively and efficientiy;

- it has complied with its statutory obligations including taws, regulations, and contractiral requirements;

- it has carried out its decisions and actions with due regard to minimising waste;

- it has met Parliament's and the public's expectations of appropriate standards of behaviour in the public sector in that it
has carried out its decisions and actions with due regard to probity; and

- its decisions and actions have been taken with due regard to financial prudence.

Deloitte refers to one or more of Deloitte Touche Tohmatsu Limited, a UK private company limited by guarantee, and its network
of member firms, each of which is a legally separate and independent entity. Please see www.deloltta.com/nzfabout for a detailed
deseription of the legal structure of Delaitte Touche Tohmatsu Limited and Its Member Firrms.

A member of Deloitte Touche Tohmatsu Limited
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We expect the Board and/or the individuals within the MidCentral District Health Board with delegated autherity {o immediately
inform us of any suspected fraud, where there is a reasonable basis that suspected fraud has occurred regardless of the
amount involved. Suspected fraud also includes instances of bribery and/for corruption.

The Board should have documented policies and procedures to support iis general responsihilities. It should also regularly
monitor performance against its objectives.

The Board has ceriain responsibilities relating to the preparation of the financial statements and performance information and in
respect of financial management and accountability matters. These specific responsibilities are set out in Annex 1. We assume
that members of the Board are familiar with those responsibilities and, where necessary, have obtained advice about them.

Our responsibilities

Carrying out the audit

We are responsible for forming an independent opinion on whether the financial statements and performance information of
MidCentral District Health Board:

- camply with generally accepted accounting practice: and

- fairly reflect its position and performance.

An audit involves obtaining evidence about the amounts and disclosures in the financial statemenis and performance
information. How we obtain this information depends on our judgement, including our assessment of the risks of materiai
misstatement of the financial statements and perdformance information, whether due to fraud or error. An audit also includes
evaluating the appropriateness of accounting policies and the reasonableness of accounting estimates, as well as evaluating
the overall presentation of the financial statements and performance information.

We do not examine every transaction, nor do we guarantee complete accuracy of the financial statements and performance
information. Because of the inherent limitatians of an audit, together with the inherent limitations of internal control, there is an
unavoidable risk that some material misstatements may not be detected, even though the audit is properly planned and
performed in accordance with the Auditing Standards.

Durring the audit, we consider internal control relevant to the Board's preparation of the financial statements and performance
information, but not for the purpose of expressing an opinion on the effectiveness of the Board's internai controls.

Please note that the audit does not relieve the Board of its responsibilities. The Auditor-General expects members of the Board
to be familiar with those responsibilities and, where necessary, to have obtained advice about them.,

However, we will communicate to you in writing any significant deficiencies in internal control relevant to the audit of the
financial statements and performance information that we have identified during the audit.

During the audit, the audit team will maintain an alertness for issues of:

- effectiveness and efficiency ~ in particutar, how the Board and the District Heatth Board have caried out their activities;

- non-compliance with laws, regulations, and contractual requirements;

- wasle — in particular, whether the Board obtained and applied the resources of the District Health Board in an
economical manner, and whether any resources are being wasted;

- a lack of probity — in particular, whether the Board and the District Health Board have met Parliament's and the public's
expectations of appropriate standards of behaviour in the public sector: and

- a lack of financial prudence.

Qur independence

It is essential that the audit team and Deloitie remain both economically and atfitudinally independent of MidCentral District
Health Board (the District Health Board) (including management and the Board). This involves being, and appearing fo be, free
of any interest that might be regarded, whatever its actual effect, as being incompatible with integrity, objectivity, and
independence.

To protect our independence, specific limitations are placed on us in accepting engagements with the Board other than the
annual audit. We may accept certain types of other engagements, subject to the requirements of the Auditing Standards. Any
such other engagements must be the subject of a separate written arrangement between the Board and myself or Deloitte.

Reporting

We will issue an audit report that will be attached to the financial statements and performance information. This repart contains
an opinion that provides readers with reasonable assurance on whether the financial statements and performance information
have been prepared in accordance with legal requirements, are fres from material misstaternents, and comply with financial
reparting standards. it may also contain comment on matters such as compliance with siatutory obligations, and other matters
that we consider may be of interest to the readers of the audit report.
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We will also issue a management letter that will be sent 1o the Board. This letter communicates any matters that come to our
attention during the audit that, in our opinion, are relevant to the Board (for example, internal contral weaknesses, probity
matters, or compliance with statutory obligations). The management letter is the basis of a letter sent to the Minister and a
briefing report sent 1o the select committee about the results of our audit. We may also pravide other management letters to
the MidCentral District Health Board from time to time. We will inform the Board of any other management letters we have
Issued.

Please note that the Audifor-General may refer to matters that are identified in the annuat audit in a report to Parliament if it is
in the public interest, in keeping with section 20 of the Public Audit Act 2001.

Next steps

Please acknowledge receipt of this letter and the terms of the audit engagement by signing the enclosed copy of the letter in
the space provided and returning it to me. The temms will remain effective untit a new Audit Engagement Letter is issued.

Annex 2 contains some additional “other” responsibilities for the audit.

If you have any guestions about the audit generally, or have any concerns about the quality of the audit, you should confact me
as soon as possible. If after contacting me you stifl have concerns, you should contact the Director of Auditar Appointments at
the Office of the Auditor-General on (04) 817 1500.

If you require any further information, or wish to discuss the terms of the audit engagement further before replying, please do
not hesitate o contact me.

Yours sincerely

Melissa Youngson

Deloitte
On behalf of the Auditor-General

I acknowledge the terms of this engagement and that | have the required authority on behalf of the Board.

Signature:
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Annex 1 — Respective specific responsibilities of the Board and the Appointed Auditor
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: Reépqnsibilitie_s for the financial statements and performance information

Responsibifities of the Board

Responsibilities of the Appointed Auditor

You are required by legislation o prepare financial statements
and, where appropriate, other accountability statements that
comply with generally accepted accounting practice in New
Zealand and that fairly reflect or give a trure and fair view of the
activities of the public entity,

You must also ensure that any accompanying information in the
annual report is consistent with that reported in the audited
financial statements and perfermance information.

You are required by legislation to prepare the financial
statements and performance information and provide that
information to us before the statutory reporting deadline. it is
normal practice for you to set your own timetable to comply with
statutery reporting deadlines.

We are responsible for carrying out an annual audit, on behalf of
the Auditor-General, and to form an opinion on whether the
public entity's financial statements and performance information
have been prepared in accordance with legal requirements,
comply with generally accepled accounting practice in New
Zealand and fairly reflect or give a true and fair view of the
position and performance of the public entity.

We will also read other accompanying information to the
financial statements and performance information to identify
whether there are material inconsistencies with the audited
financial statements and performance information.

Materiality is one of the main factors affecting our judgement on
the areas fo be tested and en the timing, nature, and extent of
the tests and procedures performed during the audit. In planning
and performing the annual audit, we aim to obtain reasonable
assurance that the financial statements and performance
Information do not have material misstatements caused by either
fraud or error. Material misstatements are differences or
amissians of amounts and disclasures that, in our judgement,
are likely to influence a reader’s overall understanding of the
financial statements and performance information.

I we find material misstatements that are not corrected, they will
be referred to in the audit opinion. The Auditor-General's
preference Is for your o correct any material misstatements and
avoid the need for them to be referred to in the audit opinion.

An audit also invelves evaluating:

- the appropriateness of accounting policies used and
whether they have been consistently applied;

- the reasonableness of the significant accounting
estimates and judgemenis made by those charged with
governance;

- the appropriateness of the content and measures in any
non-financial accountability statements;

- the adequacy of all disclosures in the financial
statements and performance information; and

- the overall presentation of the financial statements and
performance information.

We will ask you for written confirmation of representations made
about the financial statements and performance information. In
particular, we will seek confirmation that;

- the adoption of the going concern assumption Is
appropriate;

- all material transactions have been recorded and are
reflected in the financial statements and performance
information;

- all instances of non-compliance or suspected non-
compliance with jaws and regulations have been
disclosed; and

- uncarrected misstatements noted during the audit are
immaterial to the financial statements and performance
information.

Any representation made does not in any way reduce our

responsibility to perform appropriate audit procedures and

enguiries.
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Responsibilities for the accounting records

Responsihilities of the Board

Responsibilities of the Appointed Auditor

You are responsible for maintaining accounting and other

records that:

- correcily record and explain the transactions of the
public entity;

- enable you to monitor the resources, activities, and
entities under its controi;

- enable the public entity's financial position to be
determined with reascnable accuracy at any time;

- enable the Board to prepare financial statements and
performance information that comply with legislation
(and that allow the financial statements and
performance information to be readily and properly
audited); and

- are in keeping with the requirements of the
Commissioner of infand Revenue.

We will perform sufficient tests to obtain reasonabte assurance
as to whether the underlying records are reliable and adequate
as a basis for preparing the financial statements and
performance information.

If, in our opinion, the records are not reliable or accurate encugh
to enable the preparaticn of the financial statements and
performance information and the necessary evidence cannot be
obtained by other means, we will need to consider the effect on
the audit opinion,

‘Responsibilities for aceounting and internal control systems

Responsibilifies of the Board

Responsihilities of the Appointed Auditor

You are responsible fer establishing and maintaining accounting
and internal control systems (appropriate to the size of the public
entity}, supported by written policies and procedures, designed
to provide reasonable assurance as fo the integrity and reliabifity
of financial and, where applicable, non-financial reporting.

The annual audit is not designed o identify afl significant
weaknesses in your accounting and internal control systems. We
will review the accounting and internal control systems only to
the extent required fo express an apinion on the financial
statements and performance information.

We will report to you separately, any significant weaknesses in
the accounting and internal control systems that come to our
notice and that we consider may be relevant to you. Any such
report will provide constructive recommendations to assist you to
address those weaknesses.

Responsibilities for preventing and detecting fraud and error - .-

Responsibilities of the Board

Responsibilities of the Appeinted Auditor

The respensibility for the prevention and detection of fraud and
error rests with you through the implementation and continued
operation of adequate internal cantrol systems (appropriate to
the size of the public entity} supported by written policies and
procedures.

We expect you fo formally address the matter of fraud, and
formulate an appropriate policy on how to minimise it and (if it
occurs) how it will be dealt with. Fraud also includes bribery and
corruption.

We expect you to consider reporting all instances of actual,
suspecied or alleged fraud to the appropriate law enforcement
agency, which will decide whether proceedings for a criminal
offence should be instituted. We expect you to immediately
inform us of any suspected fraud where you, and/or any
individuals within the MidCentral District Health Board with
delegated authority have a reasonable basis that suspected
fraud has occurred, regardless of the amount involved.

We design our audit to obtain reasonable, but not absolute,
assurance of detecting fraud or error that would have a material
effect on the financial statements and performance information.

We will review the accounting and internal control systems only

to the extent required for them to express an opinion on the

financial statements and performance information, but we will;

- assess the effectiveness of internal control systems and
procedures for preventing and detecting fraud and error;
and

- report {o you the significant weaknesses in internal
control systems and procedures for monitoring the
prevention and detection of fraud and error that come to
our notice and that we consider could be relevant to
you.

We are required to immediately advise the Office of the Auditor-
General of all instances of actual, suspected or alleged fraud.

As part of the audit, you will be asked for written confirmation
that you have disclosed all known instances of aciual, suspected
or alleged fraud to us.

If we become aware of the possible existence of fraud, whether
through applying audit procedures, advice from you, or
management, or by any other means, we will communicate this
1o you with the expectation that you will consider whether it is
appropriate to repert the fraud to the appropriate law
enforcement agency. In the event that you do not report the
fraud fo the appropriate law enforcement agency, the Auditor-
General will consider doing so, if it is appropriate for the

purposes of protecting the interests of the public.
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Responsibilities for compliance with laws and regulations

Responsibilities of the Board

Responsibilities of the Appointed Auditor

Your are responsible for ensuring that the public entity has
systems, policies, and procedures {appropriate to the size of the
public entity) to ensure that all applicable legislative, regulatory,
and contractual requirements that apply to the activities and
functions of the public entity are complied with. Such systems,
policies, and procedures should be documented.

We will assess whether you have systems, policies, and
procedures to ensure compliance with those legislative,
regulatory, and contractual requirements that are relevant to the
audit. We will either perform specific audit tests to assess
whether you have complied with statutory requirements that are
relevant to the audit or will maintain an awareness for possible
non-compliance that may be relevant to the audit.

The way in which we will report instances of non-compliance that
come to our attention will depend on considerations of materiality
or significance. We will report to you and to the Auditor-General
all material and significant instances of non-compliance.

We will also report to you any significant weaknesses that we
observe in internal control systems, policies, and procedures for
monitoring compliance with laws, regulations, and contractual
requirements that we consider may be relevant.

. Responsibilities to establish and maintain appropriate standards of conduct and personal integrity

Responsibilities of the Board

Responsibilities of the Appointed Auditor

You should at alil times take all practicable steps to ensure that
your members and employees maintain high standards of
conduct and personal integrity. You sheuld document your
expected standards of conduct and persenal integrity in a "Code
of Conduct” and, where applicable, support the "Cade of
Conduct” with policies and procedures.

The expected standards of cenduct and personal integrity should
be determined by reference to accepted "Codes of Conduct” that
apply to the public sector.

We will have regard to whether you maintain high standards of
conduct and personal integrity. Specifically, we will be alert for
significant instances where members and employees of the
public entity may not have acted in accordance with the
standards of conduct and personal integrity expected of them.

The way in which we will report instances that come to our
attention will depend an significance. We will report to you and to
the Auditor-General all significant departures from expected
standards of conduct and personal integrity.

The Auditor-General, on receiving a report from us, may, at their
discretion and with consideration of its significance, decide fo
conduct a performance audit of, or an inquiry into, the matters
raised. The performance audit or inquiry will be subject to
specific terms of reference, in consultation with you.
Alternatively, the Auditor-General may decide to publicly report
the matter withaut carrying out a performance audit or inqiry,

. Responsibilities for conflicts

of interest and related parties

Respensibifities of the Board

Responsibilities of the Appointed Auditor

You should have policles and procedures to ensure that your
members and employees carry out their duties free from bias.

You should maintain a full and complete record of related parties
and their interests. It is your responsibility to record and disclose
refated-parly transactions in the financial statements ang
performance infermation in accordance with generally accepted
accounting practice.

To help determine whether your members and employees have
carried out their duties free from bias, we will review information
provided by you that identifies related parties, and will be alert
for other material related-party transactions. We wili check that
you have complied with any statutory requirements for conflicts
of interest and whether these ransactions have been properly
recorded and disclosed in the financial statements and
performance information.
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.Responsibilities for publishing the audited financial statements on a website

Responsibilities of the Board Responsibiiities of the Appointed Auditor
You are responsible for the electranic presentation of the We will perform procedures to satisfy ourselves that the
financial statements and performance information on the public information you intend including on your website is consistent
entity's wehsite. This includes ensuring that there are enough with the audited financial statemenis and performance
security and contrals over information on the website to maintain information, and that the audit repor will not be inappropriately
the integrity of the data presented. associated with any information that has not been audited.

If you intend to publish or repraduce the financial statements and Examining the contrals over the efectronic presentation of

performance information, together with the audit report, on a audited financial statements and performance infermation, and
website, you must, before publication, provide us with a draft the associated audit report, on your website is bayond the scope
version of the documents to read and must obtain our approvat of the annual audit.

to include the audit report with the information you intend

ublishing on the website. . I
publishing we We will review the material on initial posting, and on notification

from you that new material has been posted on the website. We

If the audit report is reproduced in any medium, you should o not carry out ongaing monitoring of the material on your
present the complete financial statements, including notes and website.

accounting policies as well as any other accountability

statements.

If you infend to post any new material not previously read by us,
you must advise us before posting the new material,
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Annex 2 — Other responsibilities

To meet the reporting deadlines, we are dependent on receiving the public entity's financial statements and performance
information ready for audit and in enough time to enable the audit to be completed. "Ready for audit” means that the financial
statements and performance infermation have been prepared in accordance with legai requirements, comply with generally
accepted accounting practice and fairly reflect or give a true and fair view of the activities and position of the public entity, and
are supported by proper accounting records and compiete evidential documentation.

We will ensure that the annual audit is compleied by the reparting deadline or, if that is not practicable because of the non-
receipt or condition of the financial statements and performance information, or for some other reason beyond aur control, as
soon as possible after that.

The work papers that we produce in carrying out the audit are the property of the Auditor-General. Workpapers are confidential
ta the Auditor-General and subject to the disclosure provisions in section 30 of the Public Audif Act 2001,

The Auditor-General and Audit Service Providers take serfously their responsibility to provide a safe working environment for
audit staff. You are, therefore, asked to clearly inform audit staff visiting your premises what you require of them to ensure
health and safety requirements are satisfied, particularly emergency evacuation procedures and any requirement to wear safsty
equipment, and to report accidents and hazards,
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Appendix C
Statement of Financial Performance (Consolidated)

Feb-15 Actual Budget Variance
Monthly Result " s$ooo " $000 " $000 %
Reventue
Govt. & Crown Agency 48,201 48,740 (559) (195)
Patient/Consumer Sourced 40 81 (41) (51%)
Other Income 1126 o 181 (88) (%)
Total Revenue 49,367 50,002 (635} (196
Expenditure
Personnel 14,973 15,056 83 1%
QOutsourced Personnel 456 216 (240) {(111%)
Sub-total Personnel 15,429 15,272 (157) {1%)
Other Outsourced Services 1,376 1,204 (82) (6%%)
Clinical Supplies 4,175 2,719 {456) {12%)
Infrastructure & Non-Clinical 6,652 7,516 864 11%
Provider Payments 10725 19,455 270) L 0%
Total Expenditure 47,357 47,256 (101) {o%)
Operating Surplus/(Deficit) 2,010 2,746 (736} (27 %)
Feb-15 Actual Budget Variance
Year to Date v $000” sooo " $000 %
Revenue
Govt, & Crown Agency 301,968 300,560 1,408 0%
Patient/Consumer Sourced 362 646 (284) (314%)
Other Income 9,513 9,663 (150) (29)
Total Revenue 401,843 _400,869 974 0%
Expenditure
Personnel 127,893 128,901 1,008 1%
Outsourced Personnel 2,789 1,788 (1,001) (56%)
Sub-total Personnel 130,682 130,689 7 0%
Other Qutsourced Services 12,258 11,212 (1,046) (9%)
Clinical Supplies 35,042 33,403 (1,6539) (5%)
Infrastructure & Non-Clinical 62,310 64,467 2,157 3%
Provider Payments 160,715 159,108  (1,607) | {198)
Total Expenditure 401,007 398,879 2.128) (1%)
Operating Surplus/(Deficit) 836 1,990 (1.154) (58%
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Appendix E
Statement of Financial Position

Jun-13 Jun-i14 Feb-15 Change
r $o00” g$ooo " $000 " $000
ASSETS EMPLOYED
Current Assets 84,807 88,037 86,153  (1,884)
Bank/Cash (DHB) 62,714 61,334 61,661 (173)
Investments < 3 months (DHB) 870 1,100 775 (325)
Investments > 3 months (DHB) o] o} 0 o}
Investments < 3 months (Trusts) 2,496 2,786 2,821 35
Other Current Assets 18,727 22,317 20,896 (1,421)
Current Liabilities e $072420) | (83,0692) (83,180} g1z
Capital Charge o) 0 (1,896) {1,896)
Employee Benefits (25,807) (27,132) (25,819) 1,313
GST (2,068) (2,390) (5,024) (2,634)
Other Current Liabilities (39,541} (54,170} (50,441} 3,729
Tixed Assets &Investments 185,697 ...190,024 192,178 2,154
Total Fixed Assets (refer to note) 184,784 189,005 191,150 2,154
Investments 913 1,019 1,019 0
Net Assets Employed 203,088 194,369 195,151 782
FUNDS EMPLOYED
Equity 148,729 145,431 146,195 764
Share Capital 64,713 65,321 65,321 0
Revaluation Reserve 90,420 86,892 86,177 (715)
Trust and Special Funds 2,498 o o] 0
Retained Earnings {8,902} (6,782) (5,303) 1,479
Non Current Liabilities 54,359 48,938 48,956 18
Term Loans 53,074 44,928 44,911 (17)
Long Term Liabilities 1,285 4,010 4,045 35
Total Funds Empioyed 203,088 194,369 195,151 782
Note:
Land 13,540 8,700 8,650 (50)
Buildings (including fitout) 139,902 7 134,926 130,417 (4,509)
Plant & Equipment 26,742 35,841 30,737 3,896
Work in Progress 4,600 9,538 12,355 2,817
Total 184,784 189,005 191,159 2,154
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Appendix F
Statement of Cash Flows

Feb-15 Qtr1 Qtr =z Qtr 3 Qir g Year
($'000's) Actual Actual Forecast Forecast Forecast
Cash From Operating 7,013 44,916 (41,036) 6,567 17,460
Cash from Investing (1,877)  (5067)  (5017) (12,776} (24,737)
Cash From Financing (827) (618) (802) (o01) (3,148
Increase (Decrease) in Cash Held 4,309 30,231 (46,855}  (7,110) (10,425)
Add Opening Cash Balance 65,720 70,029 109,260 62,405 65,720
Closing Cash Balance 70,029 109,260 62,405 55,295 55,295
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TO Board

AipCENTRAL DISTRICT HEALTH BOARD

T Pae Houors o Ruahine o Tararua

FROM Chairman

DATE 25 March 2015

SUBJECT CEO Recruitment

1. PURPOSE

This is the final report regarding the recruitment of a CEO for MidCentral DHB. It is for the
Board’s information and does not require a decision.

2. EXECUTIVE SUMMARY

The Board’s decision to appoint Kathryn Cook to the role of CEQ, MidCentral DHB was publicly
announced on Wednesday, 4 March 2015. Kath will take up her role on Monday, 4 May 201s.

A range of key stakeholders were advised in person and/or by letter. These included the
Minister and Ministry of Health, MDHB’s Committee members and senior leadership roles
(including clinical leadership), Manawhenua Hauora, local MPs, territorial local authorities,
DHBs and national health entities. I also wrote to those community groups and individuals
who has provided input into our decision-making process, thanking them for their part and
advising them of the Board’s decision.

Arrangements were made for Kath to visit MidCentral DHB on Friday, 20t March. This was
very successful and gave Kath a high level overview of the DHB and an introduction to a range
of staff. Kath met with Murray and I, the Executive Leadership Team, MidCentral Health’s
senior management team, the Corporate and Funding/Planning management teams, and the
Central PHO’s board. Site visits to Enable New Zealand and Horowhenua Health Centre were
also undertaken as well as a tour of Palmerston North Hospital. At the end of the visit, Kath
met with board members to discuss the day and her first impressions.

Arrangements are being made for a powhiri to be held for Kath and details will be provided to
members in due course.

An orientation programme for Kath will be developed. This will include meetings with external
stakeholders such as MPs, territorial local authorities, the Ministry of Health, the Regional
Governance Group to name but a few. These events will be progressively undertaken.

We are indebted to Murray Georgel who has agreed to remain in office until 1 May 2015 so that
there is continuity of leadership. A celebration of Murray’s achievements will be held before he
leaves. Details will be provided to members shortly.

COPY TO: Chairman’s Office
MidCentral DHB
Heretaunga Street
PO Box 2056
Palmerston North
Phone +64 (6) 350 8841
Fax +64 (6) 355 0616
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3. RECOMMENDATION
It is recommended:

that the report be received.

Phil Sunderland
Chairman
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DCENTRAL DistRICT HEALTH BOARD

Te Poo Hauora o Ruohing o Torama

TO The Board

FROM Interim General Manager
MidCentral Health and Support Services

DATE 26 March 2015

SUBJECT Signatories and Credit Card
Approval

Purpose

To request approval of the Board to the proposed changes in signatories below and the
issue of a credit card to the new Chief Executive Officer.

Commentary

Changes in positions have resulted in the following authorisation, signatory and credit
card approvals being required by the Board. Some of the changes below are fairly old
and this is because the issues to which they relate ie loans and banking amendments, do
not occur regularly. S Wilson being on the Westpac system as a signatory is
unexplainable as he is not reflected as a signatory on logging on to the Westpac system.

Westpac Account Signatories
M Georgel to be removed effective on the 27 May 2015
K Cook to be added on the 4th May 2015
S Wilson to be removed.

Westpac Credit Card Holders
K Cook to replace M Georgel as a card holder on the same credit limit of $8,000.
M Georgel’s card to be cancelled, effective on the 2nd May 2015

Signatories for Ministry of Health loan documentation
C Channing, Financial Services Manager, to replace R Brown who was a
signatory in his position of Financial Services Manager

Authorised Officers authorising Westpac to rely on notices or instructions on behalf of
the Acceding Party with regards to the Shared Banking and Treasury Services Master
Agreements
C Channing, Financial Services Manager, to replace R Brown who was a
signatory in his position of Financial Services Manager

Corporate Services
MidCentral DHB
Heretaunga Street

P O Box 2056
Palmerston North
Phone +64(6) 350 8626
Fax +64(6) 355 0616
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Recommendation

It is recommended:

that M Georgel ceases as a Westpac account signatory effective on the 2nd May
2015

that K Cook becomes a Westpac account signatory on the 4th May 2015

that 8 Wilson be removed as a Westpac account signatory with immediate

effect

that M Georgel ceases to be a Westpac credit card holder effective on the 2nd
May 2015

that K Cook replaces M Georgel as a Westpac credit card holder with a credit
limit of $8,000 effective on the 4th May 2015

that C Channing replaces R Brown as a szgnatory Jor Ministry of Health Loan
documentation with immediate effect

that C Channing replaces R Brown as an Authorised Officer, with immediate
effect, authorising Westpac to rely on notices or instructions on behalf of the
Acceding Party with regards to the Shared Banking and Treasury Services Master

Agreements

Mike Grant
Interim General Manager
MidCentral Health and Support Services



Signatories — 27 March 2015

Westpac Account Signatories
M Georgel, Chief Executive Officer
C Channing, Financial Services Manager
C Kirk, Capital Accountant
H O’Connor, Finance Office Manager
M Southey, Systems Accountant
R Raman, Financial Accountant

Signing rule — any two together

Ministry of Health loan documentation
R Brown, Financial Services Manager
C Kirk, Capital Accountant
H O’Connor, Finance Office Manager
M Southey, Systems Accountant

Signing rule — any two together

Authorised Officers authorising Westpac to rely on notices or instructions on behalf of
the Acceding Party with regards to the Shared Banking and Treasury Services Master
Agreements

M Grant, General Manager: Planning & Support

R Brown, Financial Services Manager

C Kirk, Capital Accountant

Signing rule — any two together





