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MIDCENTRAL DISTRICT HEALTH BOARD  
 
Board Meeting 
 
 

26 September 2017 
 
 
Part 1 
 
 
 
O r d e r   

 
 
 
1. ADMINISTRATIVE MATTERS 10.00am 

   

1.1 Apologies  

   

 Members Ann Chapman and Brendan Duffy  

   

1.2 Late Items  

   

1.3 Conflicts and/or Register of Interests Update   

    

 Pages:   8-10  

   

1.4 Minutes of the Previous Meeting  

   

 a. Minutes  

    

 Pages:   11 - 21  

 Documentation: minutes of the Board meeting, 15 August 2017  

 Recommendation: that the minutes of the previous meeting be 
approved as a true and correct record. 

 

    

 b. Matters Arising  

   

   

2. STRATEGIC AND ANNUAL PLANNING 10.05am 

   

2.1 Integrated Service Model Update  

   

 Pages:   22 - 29  

 Documentation: report from the Programme Manager, Integrated 
Service Model dated 18 September 2017 

 

 Recommendation: that this report be noted.  
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3. PERFORMANCE REPORTING 10.15am 

3.1 2016/17 Draft Annual Reports and Financial Statements

Pages:   30 - 171
Documentation: report from the General Managers, Finance & 

Corporate Services  and Strategy, Planning & 
Performance dated 14 September 2017 

Recommendation: that the Board: 
• approve the 2016/17 draft Financial Statements

and Annual Report, including the statement of
accounting policies, subject to adjustments required
by the Board and Finance Risk and Audit
Committee being incorporated, together with any
final changes and approval by the external auditors;

• delegate authority to the Chair and Deputy Chair
to approve any non-material changes that are
required to be made to the draft Financial
Statements and the Annual Report; sign the letters
of representation for MidCentral DHB and Enable
New Zealand Limited; and,

• authorise the Chair and Deputy Chair to sign the
2016/17 Annual Report on behalf of the Board once
finalised.

3.2 CEO’s Report for July/August 2017 

Pages:  172 - 182 
Documentation: report from CEO dated 15 September 2017 
Recommendation: that the CEO’s report for July/August 2017 be 

noted. 

3.3 Finance Report for MidCentral DHB – August 2017 

Pages: 183 - 201 
Documentation: report from the General Manager, Finance & 

Corporate Services dated 14 September 2017 
Recommendation: that the Finance Report for August 2017 be noted. 

4. POLICY & GOVERNANCE 10.45am 

4.1 Health & Safety Statement

Pages:   202 - 205 
Documentation: report from the Director, Patient Safety & Clinical 

Effectiveness dated 8 September 2017 
Recommendation: that the Board approve the final draft Health and 

Safety Statement and that the Chief Executive Officer 
and Board Chair be authorised to sign this on the 
Board’s behalf. 
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4.2 Health Partnerships Ltd - Annual Update 

Pages: 206 - 208 
Documentation: report from the CEO dated 15 September 2017 
Recommendation: that the annual update on NZ Health Partnerships 

Limited be noted. 

4.3 Conflicts of interest, Secondary Employment & Board Election 
Policies 

Pages: 209 - 246 
Documentation: report from the Manager, Human Resources & 

Organisational Development and Manager, 
Administration & Communications dated 6 
September 2017 

Recommendation: • the Conflicts of Interest Policy be approved;
• the Secondary Employment Policy be approved,
• that the Board Elections Protocols for MDHB Staff

and Board Members Policy be noted;
• these three policies be reviewed in 36 months;

and,
• that it be noted these policies replace the Conflicts

of Interest, Secondary Employment, Appointments
and Employee Representation on MidCentral
District Health Board and Committees, and Outside
Organisations and Committees policy.

4.4 2018 Board and Committee Meeting Schedule 

Pages: 247 - 252 
Documentation: report from the CEO dated 19 September 2017 
Recommendation: that the 2018 meeting schedule, as set out below, be 

approved: 

2018 MEETING SCHEDULE FOR MDHB BOARD & ITS 
COMMITTEES 

FRAC ENZGG QEAC QEAC/H
CAC 

HCAC Board 

10am 1.30pm 9am 10.45am 1.30pm 10am 
30 Jan 7 Feb1 7 Feb1 7 Feb1 27 Feb 
13 Mar 13 Mar 20 Mar 20 Mar 20 Mar 10 Apr 
24 Apr 1 May 1 May 1 May 22 May2 
5 June 5 June 12 June 12 June 12 June 3 July3 
17 July 24 July 24 July 24 July 14 Aug 
28 Aug 28 Aug 4 Sep 4 Sep 4 Sep 25 Sep 
9 Oct 16 Oct 16 Oct 16 Oct 6 Nov4 

20 Nov 20 Nov 27 Nov 27 Nov 27 Nov 18 Dec 
Notes: 
1. On Wednesday due to Waitangi Day
2. To include a public forum in Levin
3. To include a public forum in Palmerston North
4. To include a public forum in Woodville (or Dannevirke)
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4.5 Board’s Work Programme 

Pages:   
Documentation: 
Recommendation: 

253 - 257
report from the CEO dated 15 September 2017 
that progress against the 2017/18 work programme 
be noted. 

5. COMMITTEE RECOMMENDED PAPERS 11.30am 

5.1 Options Paper - Ward 21 Redesign

Pages: 
Documentation:  

Recommendation: 

258 - 331 
report from the Service Director, Mental Health & 
Addiction Services dated 25 September 2017 
that the Board approve the proposed development 
of a business case for Ward 21 comparing the 
alternatives of Option C “Extend and Refurbish” with 
Option D “New Build” against the Option “A” 
Counterfactual “Minimal Change”. 

5.2 WebPAS-Patient Administration Project and RHIP Programme 
Additional Contingency Funding Request  

Pages: 
Documentation: 

Recommendation: 

332 - 335
report from the Chief Information Officer, 
Knowledge & Information dated 13 September 2017 
that the Board: 
• note the status of the MDHB’s Regional Health

Informatics Programme,
• approve the allocation of an additional CAPEX of

$536,000 to enable the successful delivery of
MDHB’s WebPAS-Patient Administration project
and RHIP programme.

5.3 Business Improvement Update 

Pages: 336 - 346 
Documentation: report from the Business Improvement Programme 

Manager dated 12 September 2017 
Recommendation: that the update on the Business Improvement Plan 

be noted. 

6. COMMITTEE MINUTES 11.45am 

6.1 Finance, Risk & Audit Committee

Pages:   
Documentation: 

Recommendation: 

347 - 353 
minutes of the Finance, Audit & Risk Committee 
meeting, 29 August 2017 
that the unconfirmed minutes of the meeting of the 
Finance, Risk & Audit Committee held on 29 August 
2017 be noted. 
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6.2 Quality & Excellence Advisory Committee 
Healthy Communities Advisory Committee 

Pages:   
Documentation: 

Recommendation: 

354 - 364 
minutes of the Quality & Excellence and Healthy 
Communities Advisory Committees meeting, 5 
September 2017 
that the unconfirmed minutes of the meeting of the 
Quality & Excellence Advisory Committee and 
Healthy Communities Advisory Committee held on 5 
September 2017 be noted. 

6.3 Enable New Zealand Governance Group 

Pages:   
Documentation: 

Recommendation: 

365 - 368
minutes of the Enable New Zealand Governance 
Group meeting, 5 September 2017 
that the unconfirmed minutes of the meeting of the 
Enable New Zealand Governance Group meeting held 
on 5 September 2017 be noted. 

7. LATE ITEMS

8. DATE OF NEXT MEETING

7 November 2017 .  The meeting will include a Public Forum

9. EXCLUSION OF PUBLIC 11.50am 

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 
meeting 

For the reasons set out in the 
order paper of 15 August 
2017 meeting held with the 
public present 

Strategic and Operational Planning 
• National Oracle Solution Subject of negotiation and 

contains commercially 
sensitive information 

9(2)(j) 

Performance Reporting 
• CEO’s report

- personal contact details,
- National Oracle Solution
- 2017/18 draft Annual Plan

To protect personal privacy 
Subject of negotiation 
Subject of negotiation 

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

Governance Matters 
• QEAC Membership To protect personal privacy 9(2)(a) 
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In committee” Minutes of Committee 
Meetings 
• Finance, Risk & Audit Committee, 29

August 2017 – minutes of the previous
meeting (annual plan)

Subject of negotiation 9(2)(j) 

• Quality & Excellence Advisory
Committee & Healthy Communities
Advisory Committee, 5 September 2017

For the reasons set out in the 
order paper of 5 September 
2017 meeting held with the 
public present 

• Enable New Zealand Governance
Group, 5 September 2017:  General
Manager’s report – disability support
service system transformation

Subject of negotiation 9(2)(j) 

Governance Matters 
• CEO & Board Only Time
o Minutes of the previous meeting For the reasons set out in the 

order paper of 15 August 
2017 meeting held with the 
public present 

• Board Only Time
o Remuneration Committee Minutes

15.8.17: CEO’s performance review
and remuneration

To protect personal privacy 9(2)(a) 

o CEO’s Performance Review for Year
Ended 30.6.17

To protect personal privacy 9(2)(a) 

o CEO’s Remuneration Review 2017/18 To protect personal privacy 9(2)(a) 
o Other (no decision)
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Please advise all changes to Jill Matthews, Manager, Administration & Communication Page 1 of 3 
*Reflects contract value to nearest 1000/100,000.

REGISTER OF INTERESTS:  SUMMARY, SEPTEMBER 2017 
Name Date Company/Organisation Nature of Interest 
Anderson, Diane 1.7.16 Nil 
Broad, Adrian 24.6.14 Manawatu Horowhenua Tararua Diabetes 

Trust 
Trust Manager. 

9.12.13 Palmerston North City Council Councillor.  
3.5.16 ACROSS – Te Kotahitanga oTe Wairua Board Member.  

Cameron, Barbara 25.4.13 Manawatu District Council Councillor.  
Member & Deputy Chair, Manawatu District 
Licensing Committee 

1.11.16 Ministry of Social Development Member, MSD’s Community Response Forum.  
Chapman, Ann 17.12.13 Otaki Mail Part Owner. 

18.5.12 Otaki Community Health Trust Member. 

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

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

Ministry for the Environment 
Deputy Chair. 

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

Feyen, Michael 5.12.16 Horowhenua District Council Mayor.  

Manoharan, 
Nadarajah 

9.12.13 Surgical Educators of the Royal 
Australasian College of Surgeons 

Educator.  

9.12.13 Private Otorhinogology Practice, 
Palmerston North 

Owner.  

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

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

9.2.17 Health Sector Relationship Agreement 
Committee 

Member 

9.2.17 Four Regions Trust (formerly known as 
Powerco Trust) 

Chair.   

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

Advisory Service) 
Member, National Health Workforce Strategy 

21.3.17 Chardonnay Properties Limited Part owner. 
Naylor, Karen 6.12.10 MidCentral DHB Employee. 

22.9.15 New Zealand Nurses Organisation Member & Workplace Delegate 
Board Member 

23.9.14 National Party Husband is list MP for National Party. 
9.10.16 Palmerston North City Council Councillor.  

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

Member, Child Health Tamariki Ora District 
Group.   

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

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

committee of the Council.   
13.6.17 Te Ohu Auahi Mutunga (TOAM) Member, Governance Board.  
13.6.17 Before School Checks (B4SC) Collective Member. 
13.6.17 Nga Kaitiaki o Ngati Kauwhata Inc Committee member.  
13.6.17 Te Tihi o Ruahine Whanau Ora Alliance Member. 
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Please advise all changes to Jill Matthews, Manager, Administration & Communication Page 2 of 3 
*Reflects contract value to nearest 1000/100,000.

Robson, Barbara 19.7.16 Kind Hearts Trust Board Member.   
1.11.16 Royal NZ College of GPs Member (consumer representative), Health 

Care Home Standard Working Group.   
10.12.01 Federation of Women’s Health Councils 

Aotearoa NZ (Inc) 
Co-convenor.  

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

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

11.10.16 Ernst & Young Daughter is an employee – Business Advisor.   
COMMITTEE  MEMBERS 

Beagley, Vicki 5.10.15 Massey University Employee, research office. 
5.10.15 Arohanui Hospice Husband, John Freebairn, is the current chair. 
5.10.15 Supportlinks/Enable New Zealand Son receives respite care. 
11.10.16 Palmerston North City Council Member, District Licensing Committee. 

Campbell, Donald 2.7.14 Nil 
Emery, Dennis 1.9.15 Arohanui Hospice Employee. 

1.9.15 Manawhenua Hauora Member. 
1.9.15 Ngati Maniapoto me Ngati Kauwhata Iwi Iwi descendent of both tribes. 
1.9.15 Nga Kaitiaki O Ngati Kauwhata Inc, Feilding 

- NKOK
Chairman 

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

Development Group (WOSIDG), 
Palmerston North 

Chairperson / Member. 

1.9.15 Whaioro Mental Health Trust – P. North Board Member & Iwi Trustee. 
Hartevelt, Tony 14.8.16 Midlands Health Network Limited Independent Director and Chairman. 

14.8.16 Pinnacle Incorporated Chair, Finance, Audit and Risk Committee. 
14.8.16 Midlands Regional Health Network 

Community Trust 
Chairman, Finance, Audit and Risk Committee. 

14.8.16 Otaki Family Medicine Ltd Independent Director designate.  
14.8.16 Merck Sharpe & Dohme (Merck) 

(NZ operations for Global Pharmaceutical 
Company) 

Elder son is NZ market access manager.  

14.8.16 Fairfax Media Younger son is news director for Stuff.co.nz 
Kirkcaldie, Ewen 1.8.08 PKF Rutherfords Ltd Director.  
Kolbe, Anne 22.7.16 Kolbe Medical Services Ltd Director and joint owner. 

22.7.16 Communio, NZ Senior Consultant and Contractor.  
22.7.16 Whanganui DHB Member, Risk & Audit Committee. 
22.7.16 Health Research Council of NZ Husband chairs the clinical trials advisory 

committee.  
22.7.16 Auckland University Holds an adjunct appointment (Associate 

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

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

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

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

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

22.7.16 Institute of Environmental Science & 
Research (ESR) 

Daughter employed as forensic scientist.  

13.3.17 Siggins Miller, Australia Senior Advisor & Associate. 
Kunaiti, Tawhiti 20.7.10 Central Primary Health Organisation Employee.  

Wife is an employee – Contracts 
Administrator.   (28.10.16) 

28.10.16 Manawhenua Hauora Manawhenua representative on HCAC 
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Please advise all changes to Jill Matthews, Manager, Administration & Communication Page 3 of 3 
*Reflects contract value to nearest 1000/100,000.   

 

 28.10.16 Te Tihi O Ruahine Whanau Ora Alliance 
Trust 

Employee – Pou Whakarae, Principal Cultural 
Leader.  

 28.10.16 Whanau Ora Strategic Innovation 
Development Group (WOSIDG) 

Member. 

 28.10.16 New Zealand College of Clinical 
Psychologists 

Council Member for NZCCP as Pou Whakarae, 
Principal Cultural Leader.  

Temple-Camp, 
Cynric 

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

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

CEO.   
 

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

 1.7.08 National Coronial Pathology Services 
Advisory Group to Ministry of Justice 

Member 

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

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

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

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

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

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

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

 
Hancock, Muriel 2.8.10 Nil  
Nolan, Chris    
Russell, Greig 3.10.16 City Doctors Minority shareholder. 
 3.10.16 NZ Medical Council Member, Education Committee.   
Downing, Eileen 2.9.10 Nil  
Andrews, David    
Smith, Jo 27.8.10 Nil  
Nepia-Tule, 
Claudine 

1.9.10 Nil  

Bradnock, Barb 26.8.10 Nil  
Jermey, David 31.8.17 Central Primary Health Organisation Member, Alliance Leadership Team 
Ayres, Vivienne 26.8.10 Nil  
Channing, Chris 27.8.10 Nil  
Els, Johan 28.10.16 Nil  
Tanner, Steve 16.2.16 Nil  
Brogden, Greg 16.2.16 Nil  
Manderson, John 16.2.16 Nil  
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MIDCENTRAL DISTRICT HEALTH BOARD 
 

Minutes of the MidCentral District Health Board meeting held on 15 August 
2017 at 10.00am at Horowhenua Health Centre, 62 Liverpool Street, Levin 

 
 
PRESENT 
 

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

 
IN ATTENDANCE 
 
Kathryn Cook, Chief Executive Officer 
Michele Coghlan, Acting Executive Director, Nursing & Midwifery 
Neil Wanden, General Manager, Finance & Corporate Services 
Ken Clark, Chief Medical Officer 
Craig Johnston, General Manager, Strategy, Planning and Performance 
Gabrielle Scott, Executive Director, Allied Health 
Stephanie Turner, General Manager, Maori & Pacific 
Keyur Anjaria, General Manager, People & Culture 
Jill Matthews, Principal Administration Officer 
Dennis Geddis, Team Leader, Communications Unit 
Jo Smith, Portfolio Manager, Health of Older People 
Kelly Isles, Project Manager 
Willie Kirk, Project Officer 
Muriel Hancock, Director, Patient Safety & Clinical Effectiveness 
Lyn Horgan, Operations Director, Hospital Services 
David Andrews, Operations Manager, Enable New Zealand 
Richard McLeavey, Team Leader, Horowhenua Community Mental Health 
Sandra Lester, Co-ordinator, Horowhenua Integrated Family Health Centre (Central PHO) 
 
Public:  26 
Media:  1 
 
Opening the meeting, the Chairperson welcomed members of the public. 
 
The meeting commenced with a karakia. 
 
1. ADMINISTRATIVE MATTERS 
 
1.1 Apologies 
 
An apology was received from Barbara Cameron, Board Member. 
 
1.2 Late Items 
 
There were no late items. 
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1.3 Conflict and/or Register of Interests Update 

There were no amendments to the Register of Interest, or advice of any conflicts in relation 
to the day’s business. 

2. PUBLIC FORUM

Members of the public addressed the meeting and the following matters were discussed. 

• The impact of additional Government funding for mental health services on the DHB’s
mental health and addiction services.  Members of the public advised that access to the
mental health crisis team was now only possible if the Police had been called first.

The DHB’s CEO advised that mental health services was an area of concern raised at
recent forums the DHB had held in Otāki/Horowhenua, Tararua and Manawatu.  The
DHB had strengthened its community-based mental health service and more
investment was planned.

The CEO advised that the DHB was also working with other stakeholders involved, such
as local government, providers, and Police regarding community support for people
with a mental illness.

Work was underway to increase primary-based mental health services and the DHB was
partnering with the Central PHO in this regard.  By increasing services in the
community, the need for crisis care could be averted.

In respect of crisis services, the CEO advised unprecedented levels of demand were
being experienced.

• The experience of a local resident of being cared for in Palmerston North Hospital’s
Intensive Care Unit, where their bowel care was not attended to. It was agreed the
Operations Director, Hospital Services would meet with the person and investigate the
concerns.

• The use of Voluntary Bonding Schemes to recruit more general practitioners to the
district, including Foxton.

Sharon Lester, Central PHO advised a volunteer bonding scheme was in place and had
been successfully used in the district to recruit a clinical nurse specialist.  This nurse had
remained in the district at the conclusion of the bonded period.

Ms Lester advised that now there was some stability in the local GP workforce and with
the Cambridge Street model and development, there was a good platform from which to
attract clinicians to the district, including through the use of a bonding scheme.

• MidCentral DHB’s funding allocation for 2017/18, including the portion allocated to
disability support.

DHB management advised that total funding received was around $650m.  This
included base funding of $490m which was determined based on the DHB’s population.
On top of the base funding, the DHB received funding for a range of other things,
including new services.  It had received funding for pay equity and this had been passed
through directly to the workers.
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At this time, no information was available regarding what funding MidCentral DHB may 
receive as a result of the additional mental health funding announced by the 
Government. 
 

• The availability of “Manage my Health” for the Horowhenua district. 
 
Sandra Lester, Central PHO advised the patient portal had been rolled out across 
MidCentral DHB’s district.  In the Horowhenua area, the availability of this system was 
imminent.  Local general practices were at different stages in implementing it. 
 

• STAR 4 Review. 
 
DHB management advised that consultation on this document had just closed and a 
report and recommendation would be made to a future meeting of the Board.  The 
review was based on supporting the longer term development of the Horowhenua 
Integrated Family Health Centre. The DHB was partnering with the Central PHO to 
ensure the sustainability of medical cover for the Centre, as well support for older 
people. 
 
The review was part of the DHB’s wider strategy to provide more services closer to 
peoples’ homes, or in their home. 
 

• Support for the education and development of young doctors. 
 
Sandra Lester, Central PHO advised the GP workforce was stabilising and the PHO had 
recruited a couple of doctors able to support the trainee and registrar programme.  A 
good relationship had also been established with a Wellington-based GP at an 
educational level to provided remotely, support for GPs. 
 
The CEO advised that the DHB was aware it needed to do more in the technology space, 
such as telemedicine and telehealth.   
 

• The future of STAR 4 and local dialysis services, and, the availability of dialysis care for 
people visiting the district. 
 
The CEO advised that the DHB was committed to the ongoing development of its 
dialysis service and was encouraging and starting more people on dialysis in their home.  
The dialysis service at Horowhenua offered another option for people unable to dialyse 
at home. 
 
The DHB was looking to secure a sustainable medical staffing model for STAR 4 and the 
Horowhenua Health Centre going forward.  This included partnering with the Central 
PHO to ensure cover for the Centre, as well as in the community.  
 

• Whether MidCentral DHB’s Standing Orders and Code of Conduct in respect of 
collective responsibility and media engagement, were aligned to the NZ Bill of Rights, 
particularly around members’ ability to freely express their own opinions.   
 
The Chairperson advised that people had the right to speak while there was also a desire 
to have a collective agreement if possible. 
 

• A member of the public, John Bent, advised he  had stated last year that the DHB’s CEO 
could not sign MDHB’s Health Charter unless all staff and contracted staff signed up to 
the principles contained in it. He now considered that in respect of the DHB’s Strategy  
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and Charter, MidCentral DHB’s mental health and addiction services had got worse not 
better.   

• Michael Feyen stated that the Horowhenua district had much higher statistics regarding
diabetes, cancer and mental illness and he encouraged the DHB to consider looking into
the trace elements of the area’s water which was known to have high levels of
magnesium, iron and arsenic.  It was suggested this could be a research project
undertaken with a University.

• David Clapperton, CEO, Horowhenua District Council advised that through the
Accelerate 25 programme, the Council had worked with others, including MidCentral
DHB, to produce a master plan for looking after older people, entitled, “Project Lift –
Master Plan, Quality Care and Lifestyle for Older People”.

The Plan had been well received at a recent meeting of Accelerate 25’s lead team who
had lent their support to the Council’s funding application.  If successful, the
implementation of the master plan would benefit both the local district and other
regions of NZ.

Members of the Board congratulated the Council, including the previous Mayor,
Brendan Duffy for the development of the Plan.

Adrian Broad, in his role as Councillor, advised that the Palmerston North City Council
supported the work done in developing the Plan.

1. ADMINISTRATIVE MATTERS CONTINUED

1.4 Minutes of Previous Meeting 

a. Minutes

It was resolved: 

that the minutes of the previous meeting held on 4 July 2017 be approved as a true 
and correct record.  (Moved Dot McKinnon; seconded Brendan Duffy) 

b. Matters Arising

An update was sought on MidCentral DHB’s application for $1m from the Government’s 
social investment funding provision to progress primary mental health initiatives.  The CEO 
advised that while MidCentral DHB had hoped to be able to make application, this had not 
turned out to be the process and the DHB would now need to look at alternative 
approaches. 

The CEO advised that an update would be provided through the Board’s Healthy 
Communities Advisory Committee.  

Stephanie Turner entered the meeting. 
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3. STRATEGIC & ANNUAL PLANNING 
 
3.1 Integrated Services Model  
 
It was suggested that management consider the use of Apps as part of the project’s 
communication plan. 
 
The budget for the project was discussed, including whether there would be any offsetting 
savings for the $400,000 investment.  The CEO advised the cost of the leadership structure 
change, as outlined in a previous paper, had been cost neutral.  For the current phase, being 
the establishment of the cluster model, $400,000 had been provided in the 2017/18 budget.    
For future years, the budget would be developed on an annual basis. 
 
A series of acting arrangements in terms of operational and clinical management, had been 
put in place as the cluster went through the co-design process.  In respect of whether there 
would be any corresponding savings, the CEO advised that this would be brought back to 
the Board once the cluster model was developed as it was too early to do this at the current 
time. 
 
The establishment of the Hauora Maori cluster was discussed, including whether the cost 
had been included in the 2017/18 budget. The CEO advised that in effect the cluster was 
included in the budget and noted that during the consultation phase there was support for 
the Hauora Maori cluster to be established with the other clusters, and in discussions with 
Manawhenua Hauora this had been confirmed.  Mrs Cook advised that MidCentral DHB 
had much stronger relationships and partnerships which sat outside the DHB, such as in 
the social sector area and the two Whanau Ora collectives.  This provided the opportunity 
for the Hauora Maori cluster to be developed and to include non-staff members. 
 
Members noted that the Hauora Maori cluster would be quite different to other clusters and 
emphasised the importance of ensuring that the Board was kept informed and understood 
the new arrangements.  The CEO confirmed this would occur. 
 
The CEO confirmed that work was now underway to determine the design of the clusters 
and the maturity model. For example, while clusters may differ depending on their specific 
needs, consistency would be necessary in respect to how they contracted with providers and 
IT system development.  The CEO advised that the investment in information and data 
analytics required to ensure the success of the clusters was not part of the Integrated 
Service Model project, but formed part of another piece of work. 
 
It was resolved: 
 
 that this report be noted. 
 
4. INTERGRATION & PARTNERSHIP 
 
4.1 Manawhenua Hauora Minutes 
 
Oriana Paewai as Chair, Manawhenua Hauora advised Manawhenua Hauora supported the 
development of the integrated service model, particularly the Hauora Maori cluster.  It had 
held a workshop to ensure its members had a good understanding of the cluster’s role and 
how it would add value to Maori in terms of health.  
 
Following the workshop, Manawhenua Hauora was seeking feedback from individuals as to 
whether they felt Manawhenua Hauora was on the right track.  This was very important 
given the many cross sector initiatives and work underway.  An example was the Whirokino 
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Bridge work which had iwi involvement that was not directly connected to health, however 
had an impact on the health of the whanau connected with that land. 
 
The Chairperson drew members’ attention to the Board-to-Board hui scheduled for 30 
October and requested that this be diaried. 
 
Members noted that MidCentral DHB would be hosting Tu Kaha 2018. The Executive 
Director, Maori and Pacific said the date of the conference was being finalised. Care was 
being taken to ensure the date supported attendance by secondary school students. It was 
likely to take place sometime during September-November 2018. 
 
It was noted that Sir Mason Durie had received the 2007 Blake Medal, and it was agreed 
this honour be acknowledged by the Board. 
 
 It was resolved: 
 

that the minutes be noted. 
 
5. PERFORMANCE REPORTING 
 
5.1  CEO’s Report 
 
5.1.1 Regional Clinical Portal 
 
The CEO advised that the Regional Clinical Portal had “gone live” at MidCentral Health on 
15 August. 
 
Management was requested to give consideration to developing an information sheet 
and/or pictorial representation of the regional health information system and how it 
worked, including details of what clinical records clinicians would be able to access and 
what records the patient could access. 
 
The CEO advised that a lot of work was occurring in the national IT space, including a 
business case for an electronic health record, and the development of a Digital Strategy.  At 
a regional level, a workshop was planned to develop an IT roadmap focused on the next 
stage of IT development, as well as maximising value from the current investment.  Locally, 
work on a MidCentral DHB Strategy would get underway in the near future. 
 
5.1.2 National Health Strategy 
 
The CEO advised that the Ministry of Health was to review the first year of progress in 
implementing the Strategy.  A stakeholder hui would take place in September. 
 
5.1.3 Speaking Up for Safety 
 
The Executive Director, Allied Health advised that expressions of interest had been received 
from a wide variety of staff, and the selection process for trainers was underway.  
 
5.1.4 Interim Management Arrangements 
 
The interim management arrangements for Specialist Regional and Community Services 
were noted. 
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5.1.5 Hospital Operations Centre 

The CEO advised that detailed implementation planning had got underway once the 
contract for service had been finalised.  She was not aware that further funding would be 
required. 

Mrs Cook advised that it had been decided that implementation would not commence until 
after the new patient administration system was in place so as to avoid re-work. 

5.1.6 Community Engagement 

A member acknowledged the extraordinary level of engagement occurring across the 
district by the DHB, stating that the magnitude of influence the DHB had by engaging with 
communities was often not appreciated.    Community engagement was a very effective 
means of communication. 

The CEO advised that MidCentral was unique in the respect that it had one primary health 
organisation in its district and had a very close working relationship with it.  This was very 
effective. 

The DHB’s strong relationship with Manawhenua Hauora was also acknowledged. 

MidCentral DHB’s relationship with Massey University was raised and the CEO confirmed 
that a Memorandum of Understanding was being established. 

It was suggested that a similar approach be undertaken with Te Wānanga o Raukawa.  It 
was further suggested that there were opportunities for collaborative work between the 
Wānanga, Massey University and the DHB. 

It was resolved: 

 that the CEO’s report for June/July 2017 be noted. 

Kelly Isles and Willy Kirk left the meeting. 

5.2 Finance Report for MidCentral DHB – June 2017 

The 2016/17 result was noted.  The General Manager, Finance & Corporate Services advised 
that provision was made for the Pharmac rebate on advice from Pharmac based on the best 
available information at the time.  MidCentral DHB had taken a less prudent approach to 
this in 2016/17 than it previously had. 

Kathryn Cook left the meeting. 

Mr Wanden advised that the higher than budgeted transport costs were related to fleet roll-
over. This was not an annual event. 

The positive finance results for Enable New Zealand were acknowledged. 

It was resolved: 

that the Finance Report for June 2017 be endorsed.  (Moved Brendan Duffy; 
seconded Ann Chapman) 
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5.3 Board’s Work Programme 
 
It was resolved: 
 

that progress against the 2017/18 work programme be noted, and that the review 
of governance arrangements commence in August 2018.  
 

Kathryn Cook re-entered the meeting. 
 

6. POLICY & GOVERNANCE 
 
6.1 Standing Orders and Code of Conduct  
 
The issue raised by a member of the public regarding alignment of the Standing Orders and 
Code of Conduct to the NZ Bill of Rights was noted. 
 
It was agreed that the Board looked for collective agreement on an issue where possible and 
there was ample opportunity during discussion of items for members’ to state their views.  
If a member opposed a decision, there was provision for this to be recorded in the minutes. 
 
The CEO noted the distinction between an individual member of society and a member of 
the Board who had signed up to a role. 
 
The provision in the Code of Conduct for members to advise the Chairperson of media 
contact was discussed. It was agreed this was a matter of courtesy so that the Chairperson 
was advised on all matters in line with a “no surprises” policy. 
 
A member suggested that a review of the terms used in the Standing Orders could be 
undertaken, eg recommendation, resolution, and motion. 
 
A member suggested that the style of minuting meetings be amended to name members in 
respect of comments made.  It was agreed that identifying members was appropriate for 
local government but not necessary in a DHB environment except in special circumstances 
as identified, eg declaration of a conflict of interest. 
 
It was resolved: 
 

that the proposed changes to the Board’s Standing Orders and Code of Conduct be 
approved, and that these policies be reviewed in 36 months.  (Moved Brendan 
Duffy; seconded Karen Naylor) 
 

Barbara Robson requested that her vote against the motion be recorded. 
 

6.2 Training Policy 
 
The Chairperson stated that the Board was now in a new financial year and training 
requirements for members could be considered.  She confirmed that the $1,000 per 
member budget was for training fees only, and excluded travel and accommodation 
expenses. 
 
The importance of members sharing what they had learnt from individual training was 
noted.  It was further noted that it was important the opportunity for members to share 
lessons learnt be provided. 
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It was resolved: 
 

 the proposed changes to the Board’s Training Policy be approved subject to the 
word “learnings” being replaced with “lessons”, and that the policy be reviewed in 
36 months.  (Moved Diane Anderson; seconded Barbara Robson) 

 
7. COMMITTEE RECOMMENDED PAPERS 
 
7.1 Health & Safety System 
 
The view of the Chair, Finance, Risk & Audit Committee regarding the need for active Board 
involvement in this area was noted. The CEO advised that this was work-in-progress.  A 
methodology for engaging with staff needed to be established, together with a system for 
engagement. 
 
It was resolved: 
 

that the health and safety system update be noted. 
 
7.2 Review of Delegation Policy 
 
It was noted that the Policy had been endorsed by the Ministry of Health on behalf of the 
Minster, and also the Finance, Risk & Audit Committee. The draft policy contained one 
material change, being the delegation to the Chief Executives for removal and negotiation of 
existing contracts.  This delegation had been omitted in error in the previous version. 
 
The General Manager, Finance & Corporate Services advised that in line with feedback from 
a board member, the following amendments be made to section 7.2 of the Policy: - update 
the name of the Children, Young Persons and their Families Act 1989, and include the 
Vulnerable Children Act 2014.  This was agreed. 
 
The term “staff travel/expenses and entertainment” was raised and a member questioned 
whether expenditure of staff entertainment was appropriate. It was noted that this 
delegation was restricted and enabled the CEO and General Managers to recognise staff. 
 
It was resolved: 
 

that the Board approve the Delegation of Authority Policy and the Delegation 
Schedule, subject to section 7.2 of the Policy being amended to reflect the current 
name of the Children, Young Persons and their Families Act 1989 and the inclusion 
of the Vulnerable Children Act 2014.  (Moved Dot McKinnon; seconded Adrian 
Broad) 

 
8. COMMITTEE MINUTES 
 
8.1 Finance, Risk & Audit Committee 
8.2 Quality & Excellence Advisory Committee 
8.3 Healthy Communities Advisory Committee 
 
Diane Anderson drew members’ attention to the acknowledgement of Duncan Scott’s 
service contained in the Quality & Excellence Advisory Committee’s minutes. She advised 
that she and the CEO had met with Mr Scott and thanked him for his contribution. 
 
MidCentral DHB’s partnership with the Ministry of Social Development and Orion Health 
to undertake a research project regarding data sharing for shared clients was raised.   The  
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importance of ensuring robust processes were in place to support any data sharing was 
emphasised, particularly as this practice was likely to increase as cross sector collaboration 
grew.  It was noted that if processes were not robust, there was potential for privacy 
breaches and reputational risk. 

Management advised that this was an exploratory piece of research and factors such as 
ethics approval, were being worked through.  The Ministry had a track record of data 
sharing but this was largely outside the health field.  The project’s steering group had been 
strengthened to include Dave Ayling, Central PHO and Materoa Mar, Te Tihi Whanau Ora 
alliance.  The Privacy Commission was engaged in the project. 

It was resolved: 

 that the unconfirmed minutes of the meetings of the Finance, Risk & Audit 
Committee held on 4 and 18 July 2017 be received;  

that the unconfirmed minutes of the meeting of the Quality & Excellence Advisory 
Committee held on 25 July 2017 be received; and, 

that the unconfirmed minutes of the meeting of the Healthy Communities Advisory 
Committee held on 25 July 2017 be received. 

9. LATE ITEMS

There were no late items. 

10. DATE OF NEXT MEETING

Tuesday, 26 September 2017. 

11. EXCLUSION OF PUBLIC

It was resolved: 

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

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

For the reasons set out in the 
order paper of 4.7.17 meeting 
held with the public present 

Strategic and Operational Planning 
• CEO’s report – 2017/18 Annual Plan,

and, Health Partnership Limited’s 
National Oracle Solution 

Subject of negotiation 9(2)(j) 

Governance Matters 
• CEO & Board Only time
• Board only time
o Remuneration Committee – CEO’s

Performance Review
o Other – no decision

To protect personal privacy 9(2)(a) 
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“In committee” minutes of committee 
meetings: 
• Finance, Risk & Audit Committee, 4

and 18 July 2017:
o Final draft 2017/18 budget –

detailed financial statements
Subject of negotiation 9(2)(j) 

o Phishing attack review To maintain security of 
MDHB’s systems 

9(2)(k) 

• Quality & Excellence Advisory
Committee, 25 July 2017

For the reasons set out in the 
order paper of 25.7.17 
meeting held with the public 
present 

• Healthy Communities Advisory
Committee, 25 July 2017

For the reasons set out in the 
order paper of 25.7.17 
meeting held with the public 
present 

Diane Anderson and Nadarajah Manoharan left the meeting. 

Confirmed this 26th day of September 2017. 

...................................................... 
Chairperson 
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For: 

  Decision 

 Endorsement 

 Noting 
 

To MDHB Board 

Author Andrew Tripe, Programme Manager, Integrated Service  Model 

Endorsed by Keyur Anjaria, GM People and Culture 

Date 18 September 2017 

Subject Integrated Service Model update 

RECOMMENDATION 

It is recommended that this report be noted.  

Strategic Alignment 
The implementation of the Integrated Service Model is the vehicle to deliver 
MDHB’s organisational strategy vision of Quality Living, Healthy Lives and Well 
Communities.  At maturity, it will deliver an integrated health and social care 
system that ensures individuals, patients, family/whanau and communities are at 
the centre of everything we do.   
 
 
Glossary 
MidCentral DHB – MidCentral District Health Board 
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1. PURPOSE 

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

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

Implementation of the Integrated Service Model will involve incorporating clusters 
to deliver the model and will build on the successes the organisation has already 
had in seeking to be more integrated and inclusive.  In doing this MidCentral DHB 
will also consider other integrated models including those which are being 
developed in New Zealand as well as overseas. 
 
3. STATUS UPDATE 

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

Planning and Strategy 
A change management strategy has been developed that details the approach that 
will be taken to deliver the Integrated Service Model Change Programme.  This 
document forms the basis from which all Programme change activity will be drawn.  
It will be continually updated throughout implementation to reflect any additions or 
alterations to the change journey. 

A change management plan has also been developed to deliver the change 
management strategy with actions, prioritisation and timing of the actions, clear 
accountabilities (ownership of actions) and responsibility (delivery of actions). The 
purpose of this document is to provide a structured approach to delivery.  See 
Appendix A for the status report for the Programme’s change activity.   

Communications 
Recent communications activity includes the following key actions: 

• CEO updates (normally weekly) 
• Face-to-face communications with various teams 
• Email updates to staff 
• An intranet link on the Integrated Service Model has also been set up as a 

repository of information for staff. 

Recruitment and Selection 
Draft position descriptions for the Clinical Executive and the Operations Executive 
roles along with a selection process was sent out to all staff across the DHB for 
feedback and comment.   
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At the close of consultation on 11 September (timelines were extended), there 
were over 70 items of feedback provided through individual or group submissions 
(including input from the PHO and Enable NZ).  All feedback was acknowledged and 
responded to within (one) 1 working day. Summarised themes of feedback 
received is attached in Appendix B.  

3.2 Forthcoming Planned Activity 

Programme Planning and Strategy 
A planning workshop with the Executive Leadership Team, the (Integrated Service 
Model) Steering Group, and Clinical Directors is scheduled for 21 September.  The 
purpose of this workshop is to ensure that senior leaders across the DHB are 
involved in, and aligned with the change journey with a common and clear 
perspective about the DHB’s aspirations for the Integrated Service Model.   

A risk management framework will be developed including identifying Programme 
and Project related risks and their mitigation. 

Programme Communications  
A presentation to update the unions through the Bipartite Engagement Group 
(BAG) is scheduled for 24 October 2017.  

Ongoing communications via email are being sent out updating staff on the 
progress we are making as we move to this model. Additionally, the Programme 
team is also presenting to individual teams to keep them updated of developments. 

Recruitment and Selection 
Advertising for Clinical Executive and Operations Executive roles will be undertaken 
shortly.  An updated, indicative timeline for the selection process is in Appendix C. 

3. 3 Interim Arrangements
In order to provide continuity of services as we transition to the Integrated Service
Model, an interim leadership structure has been put in place.  A representative
illustration is provided as Appendix D.

3.4 Budget  
Budget 2017/18 has a $400k provision for the implementation of the Integrated 
Service Model.  As we move into the implementation of the model, more 
comprehensive financial reports will be provided to the Board.   

3.5 Current Risks (and Mitigation) 
The risk mapping process has been completed and will be continually reviewed and 
updated by the Integrated Service Model Programme Team and is a standing 
agenda item for the Steering Group.  

4. RECOMMENDATION

It is recommended that this report be noted. 
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  Not 
started On track 

Behind 
schedule Complete 

ONGOING ACTIONS       

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

                                              

2 
Programme and 
Project 
Management 

Disciplined and structured Integrated 
Service Model and Cluster Project 
Management 

                                              

3 Stakeholder 
management 

Meetings with identified stakeholders 
as required                                               

4 Programme 
reporting To Board, ELT and others as required                                               

ONE-OFF ACTIONS       

1 Planning Develop change management strategy 
and plan                                               

2 Comms Finish 1:1s with tier 3&4                                               

3 Governance Integrated Service Model Steering 
Group established                                               

4 Recruitment  Position descriptions developed ready 
for consultation                                               

5 Recruitment Selection process and timelines 
developed                                               

6 Recruitment Position descriptions sent to staff for 
consultation                                               

7 Recruitment Feedback summarised from 
consultation                                               
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Ref 
# Theme Action 

Week beginning   Status 
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  Not 
started On track 

Behind 
schedule Complete 

8 Comms Position descriptions updated based 
on feedback                                               

9 Comms Advertising of Clinical Executive and 
Operations Executive roles                                               

10 Recruitment 
Selection process including interviews 
for Clinical Executive and Operations 
Executive roles 

      

 

    

 

                                

11 Risk  Develop risk framework                                               

12 Risk Define risks and mitigation                                               

13 Stakeholder 
management 

Develop / populate stakeholder 
management spreadsheet                                               

14 Stakeholder 
management 

Populate stakeholder management 
spreadsheet                                               

15 Co-design Develop co-design process                                               

16 Planning ELT, Steering Group and Clinical 
Directors planning workshop                                               

17 Planning 
Agree and establish initial Integrated 
Service Model Programme and Cluster 
Project Team 

                                              

18 Planning 

Planning workshop with newly 
appointed Clinical Executives and 
Operations Executives plus any 
Integrated Service Model and cluster 
project team members 

                                              

19 Planning 
Co-design approach for Integrated 
Service Model development (design 
and timing still to be confirmed 
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Appendix B: Clinical Executive and Operations Executive Position Description – 
Summary of Feedback Themes 

• Appreciate the opportunity to provide input
• Satisfaction at what the proposed roles could bring, stating that roles were

aspirational
• Timelines for selection were too short and unrealistic (these have been

reworked)
• Cohesive and consultative approach between both the CE and OE roles was

noted and many submissions reinforced the need for this relationship to be
vital to the cluster’s success

• Need for both roles to have string management and leadership skills
• Both roles need to be included in the DHB’s governance structure so that

they do not end up getting siloed
• There will need to be thought provided to organisational responsibility for

participating in regional and national work programmes.
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Appendix C: Updated Clinical Executive and Operations Executive Recruitment & 
Selection Process and indicative Timeline  

 
Target dates 

(2017) 

 
Actions / Activities 

29 Aug • Provide Integrated Service Model Steering Group and then 
Staff with draft position descriptions and selection process 
for feedback  

11 Sept • Feedback closes at midday 

From 11 Sept • Consider Feedback and Finalise position descriptions  

End Sept • Available positions advertised externally and internally. 

Mid Oct • Applications close  

End Oct • Interviews and panel discussions completed 

End Oct • Candidates notified of outcome 

End Oct • New leadership Structure for various clusters starts coming 
together 

End Oct • HR processes regarding transitioning teams to clusters 
commences.  Further details will be provided at that time 
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For: 

√ Decision  

Endorsement 

Noting 

To Board 

Author Neil Wanden 
General Manager – Finance and Corporate 

Craig Johnston  
General Manager – Strategy, Planning and Performance 

Endorsed by Kathryn Cook 
Chief Executive 

Date 14 September 2017 

Subject 2016/7 Draft Annual Reports and Financial Statements 

RECOMMENDATION 

It is recommended that FRAC endorse and the Board: 

• Approve the 2016/17 draft Financial Statements and Annual Report, including
the statement of accounting policies, subject to adjustments required by the
Board and Finance Risk and Audit Committee being incorporated, together
with any final changes and approval by the external auditors;

• Delegate authority to the Chair and Deputy Chair to approve any non- 
material changes that are required to be made to the draft Financial
Statements and the Annual Report; sign the letters of representation for
MidCentral DHB and Enable New Zealand Limited; and,

• Authorise the Chair and Deputy Chair to sign the 2016/17 Annual Report on
behalf of the Board once finalised.

Strategic Alignment 

The report aligns with our obligation for public reporting of our performance, 
legislative compliance, good governance and stewardship practices. 
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Glossary 

ALOS – Average Length Of Stay  

AOD – Alcohol and Other Drugs  

ASH – Ambulatory Sensitive Hospitalisations  

B4SC – Before School [health] Check 

Central PHO – Central Primary Health Organisation  

CT – Computed Tomography Scan  

CVD – Cardiovascular Disease  

CVDRA(s) – Cardiovascular Disease Risk Assessment(s) 

CWD – Case Weighted Discharge 

DHB(s) – District Health Board(s)  

ED – Emergency Department  

ESPI(s) – Elective Services Patient Flow Indicator(s) 

FCT – Faster Cancer Treatment  

FSA – First Specialist Assessment 

FTE – Full Time Equivalent  

GPT(s) – General Practice Team(s) 

HbA1c – Haemoglobin A1c 

HOP – Health of Older People 

HPV – Human Papillomavirus 

IFHC(s) – Integrated Family Health Centre(s) 

LMCs – Lead Maternity Carers  

MidCentral DHB – MidCentral District Health Board 

MMPO – Midwifery and Maternity Providers Organisation 

MoH – Ministry of Health  

MRI – Magnetic Resonance Imaging  

N/A – Not applicable 

NGO – Non-Government Organisation  

NIR – National Immunisation Register  

PHO – Primary Health Organisation 

POAC – Primary Options for Acute Care 

SSP – Statement of Service Performance 

TOAM – Te Ohu Auahi Mutunga  

WCTO – Well Child Tamariki Ora  
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1. PURPOSE 
 
To present the Board with the draft Annual Report, incorporating the Statement of 
Service Performance and Financial Statements for MidCentral DHB and Enable New 
Zealand Limited for the 2016/17 year.   
 
The Board is invited to provide feedback should they wish to do so, and is requested 
to approve in principle the draft Annual Reports and Financial Statements, delegating 
authority to the Chair and Deputy to sign the Annual Report, once finalised.  
 
 
2. SUMMARY  
 
The Annual Reports have been prepared for MidCentral District Health Board and 
Enable New Zealand Limited in accordance with the requirements of the NZ Public 
Health and Disability Act 2000, the Financial Reporting Act 2013, the Public Finance 
Act 1989 and the Crown Entities Act 2004. MidCentral District Health Board and 
Enable New Zealand Limited have each been designated as a public benefit entity for 
financial reporting purposes. 
 
The Annual Reports have been submitted to the Finance, Risk and Audit Committee 
for its consideration and endorsement at its meeting on 26 September 2017. 
 
Enable New Zealand Limited still exists as a non-trading company, and it is necessary 
to prepare a summary annual report showing that there have been no transactions in 
the year. 
 
The annual Financial Statements and Statement of Service Performance have been 
provided to Deloitte (acting on behalf of the Auditor General) for their review.  The 
draft Annual Report is to be submitted by the 29th September 2017.    
 
Financial Statements 
 
The financial statements are presented in accordance with the Public Benefit Entities 
(PBE) Standards.  
 
The financial statements are being audited by the Board's external auditors, Deloitte, 
and no significant issues have been identified. The Allied Laundry note is still 
outstanding as their results are not yet in a position to use. However this will not 
impact on the financial performance result as an estimate of the Allied Laundry result 
has been provided and the DHB difference will not be material. The statements are 
still subject to the Deloitte Second Partner review, however no material changes are 
expected. 
 
Deloitte has advised they will provide an unmodified opinion on the financial 
statements. Last year they provided an unmodified opinion on the financial 
information and a qualified opinion on the performance information due to limited 
controls on information from third party providers.  Due to their earlier work on this 
matter, Deloitte is likely to be in a position to provide an unqualified opinion on the 
Statement of Service Performance as well. 
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Governance Statement 
 
The Governance Statement has been prepared in line with the approach taken in 
previous years.  It sets out the governance arrangements and commitments over the 
year, noting changes to the Board membership resulting from the election and 
appointment process that took effect in December 2016. 
 
Being A Good Employer 
 
As part of the DHB’s obligations, this section provides a summary of our workforce 
profile and our commitments as a good employer, which covers seven elements, 
identifying key policies for each and the DHB’s response.  
 
Other sections of the draft Annual Report 
 
A combined report from the Chairman and Chief Executive is prepared to provide an 
overview of performance results for the year and planning for the future. This seeks to 
highlight the DHB's achievements and challenges, as well as signalling what lies 
ahead.  Board feedback is sought on the draft report.   
 
The Board's feedback is sought on what it considers is a fair and reasonable summary 
of the year's activities for inclusion in the report. 
 
Letters of Representation 
The Auditor’s require a Letter of Representation outlining the basis on which the 
accounts have been prepared.  The purpose of this letter is to confirm the Board’s and 
management’s responsibilities relating to the preparation and representation of the 
financial statements.   
 
3. NEXT STEPS 
 
The outstanding sections of the Annual report will be completed within the next two 
weeks. 
 
The pre-audited draft Annual Report is to be sent to the Ministry of Health by 10th 
October 2017 to enable the Ministry to assess any significant issues that may need to 
be discussed before the final is sent to the Minister. 
 
The Auditor’s Report is expected by the 31st October 2017.  Copies of the signed 
Annual report are to be forwarded to the Minister of Health and Bills Office within 15 
working days of receiving the Auditor’s Report.  
 
The full version of the final Annual Report will be printed in-house and distributed to a 
small group of stakeholders, including bankers, auditors and national libraries. It will 
also be published on MDHB's website - www.midcentraldhb.govt.nz/publications and 
will be available on request. 
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4. RECOMMENDATION 
 

It is recommended that FRAC endorse and the Board: 

• Approve the 2016/17 draft Financial Statements and Annual Report, including the 
statement of accounting policies, subject to adjustments required by the Board and 
Finance Risk and Audit Committee being incorporated, together with any final 
changes and approval by the external auditors; 

• Delegate authority to the Chair and Deputy Chair to approve any non- material 
changes that are required to be made to the draft Financial Statements and the 
Annual Report; sign the letters of representation for MidCentral DHB and Enable 
New Zealand Limited; and, 

Authorise the Chair and Deputy Chair to sign the 2016/17 Annual Report on behalf of 
the Board once finalised. 
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Report from the Chairperson and  
Chief Executive 
 
 
 
 

 

 

 

 

Firstly, we want to pay tribute to our former Chairman of the Board – Phil Sunderland, who died suddenly in 
December 2016, only days after completing his two terms of office with the Board.  Phil was an immensely 
respected leader in health - locally, regionally and nationally. He brought great intellect, commitment and 
integrity to the role. The people of our community were always at the heart of his being.  Phil was also Deputy 
Chair of the Whanganui District Health Board and was very committed to supporting the development and 
delivery of health services across both districts.   

Locally he has left a lasting legacy across many parts of our health community, being instrumental in 
establishing Arohanui Hospice and providing unstinting support to the Manawatu Cancer Society and many 
other community organisations. He was also instrumental in the establishment of the International Pacific 
College. This commitment to our community was recognised in 2013 when he was made a Member of the 
New Zealand Order of Merit for services to health and education.   

Secondly, we welcome three new members due to the District Health Board elections and appointments by 
the Minister of Health.  We sincerely thank Lindsay BurnelI (previous Board member) and Kate Joblin 
(previous Deputy Chair) for their contributions over their respective terms of office.  I am pleased to have 
been appointed Chair of MidCentral DHB and together with my Deputy Chair, Brendan Duffy and our other 
Board members look forward to the many opportunities that lie ahead for MidCentral DHB in deploying our 
new strategy and continuing to play a key role in the health and wellbeing of our communities in the central 
region. 
 
We also welcome the appointed members to the two new advisory councils that we have established.  
Improving the health and wellbeing of people across our communities is a shared responsibility and the 
members of these councils are drawn from a wide range of ages, ethnicities, employment, location and 
health sector experience. Their input is critical if we are to make a difference to the health and wellbeing of 
individuals, whānau, and communities.  The Clinical Council, chaired by Simon Allan (a palliative care 
specialist), will provide a strategic clinical perspective and advice on plans and initiatives and the Consumer 
Council, chaired by John Hannifin (well known for his work in health promotion and prevention of problem 
gambling), is an important vehicle for consumers to actively participate at all levels of MidCentral DHB to 
improve health outcomes 
 
Planning for our future 
 
We finalised our Strategy and started putting it into action in the 2016/17 year, developing our foundation 
plans such as Organisational Development Plan.  It provides a roadmap for the next five years setting out the 
key actions we intend undertaking to advance our Strategy.  This roadmap is focused on a positive and 
productive work environment, having credible, capable and engaged leadership, a sustainable workforce 
that reflects the communities we serve, which is culturally and professionally competent, accountable and 
supported, and, through collaborative effort and innovative practice is building a culture of quality and 
continuous improvement. 

We also formally commenced engaging with our local communities living in the Tararua, Horowhenua, Otaki 
and Manawatu districts.  This process garnered some valuable information in support of our locality planning 
work, providing useful contributions to our strategy that will help guide priorities and service improvement 
opportunities to target population groups and/or services as we move forward. 

 

 
INSERT MIHI 
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Giving focus to the deployment of our Strategy (including our Organisational Development Plan) and 
intentions arising from the locality planning work will be the development of the integrated service model 
(clusters). We commenced the preparatory work for this change programme, working with our staff to further 
develop the conceptual framework and start developing the building blocks for the integrated service model.  
The new model, will build on the successes the organisation has already had in seeking to be more 
integrated and inclusive.  In April we announced the new leadership structure that will support the new 
integrated service model and initial planning around its implementation began. 
 
We were also delighted to have been selected as the first region to implement a new national transformation 
of the disability support system announced by Associate Health and Disability Issues Minister.  The new 
system, based on the Enabling Good Lives vision and principles, including individualised funding, will 
incorporate a social investment approach to improve outcomes for individuals and achieve savings over the 
long term.  Additional funding has been allocated to run the co-design process, establish a change 
leadership team and collect baseline data.  Our region was chosen because: 

• there have been no previous initiatives of this type in this region 
• the region has around 1,500 clients receiving disability support services 
• it has a good mix of clients living in both urban and rural areas 
• a significant Maori population, and 
• the disability community is ready and keen to support change  

Enable New Zealand, an operating division of the DHB, provides disability support services for people under 
65 years of age for this region and will play a key role, along with the disabled community and the Ministry to 
design the new system.  The indicative ‘go-live’ date for the prototype transformation in the MidCentral 
region is 1st July 2018.  We look forward to participating in this major work programme and to making a 
significant contribution to improving the health and wellbeing of people with disabilities in our region through 
this new national system.  
 
Our partners in care 
In working together with our communities, health care providers and other social agencies we are seeking to 
build a strong, integrated health care system.  We value and acknowledge the many, many people that 
contribute to this process for the health and wellbeing of our collective communities. 

Ka Ao, Ka Awatea – our Māori Health Strategic Framework 2017-2022 was launched this year, following a 
collaborative endeavour between the DHB, Central Primary Health Organisation (CPHO) and Te Tihi o 
Ruahine.  Ka Ao, Ka Awatea is geared toward enhancing the delivery of quality services to whānau Māori 
through cohesive, planned activities that accelerate health gains and equity of health outcomes for whānau 
Māori.  A co-design approach was used to develop Ka Ao, Ka Awatea. Throughout the development process 
extensive workshops were held with the many partners delivering health services that collectively contribute 
to both individual and community health throughout the MidCentral DHB district.  Ka Ao, Ka Awatea is 
underpinned by the New Zealand Health Strategy and incorporates the seven Whānau Ora outcome goals 
along with the Māori health priorities identified by Manawhenua Hauora - our Iwi Māori Relationship Board.   

Our partnership with Whanganui DHB continues under the aegis of the centralAlliance.  We continued to 
work together on strategic issues and formalised this intention in the centralAlliance Strategic Framework.  
The Framework focuses attention on two key concerns:  these being achieving health gain – addressing 
areas of health deficit, particularly by building strong primary and community care and achieving clinical 
viability – addressing clinical vulnerabilities in areas of interest.  There was also an awareness of the very 
limited resources available within each DHB – in terms of both workforce capacity and financial capacity for 
new investment.  In this context it was important to focus on areas where we get the most value from a 
regional approach.  During the year, both Boards and service leaders agreed on four service priority area to 
work on over the next year or so, building on the service model developed by the Urology services this year.  
These are Urology, Renal, Laboratory and Ophthalmology services.  We look forward to making progress in 
these priority areas in the 2017/18 year. 

Our work with Central Primary Health Organisation and General Practice Teams remains a key success factor 
in our work toward a stronger, integrated health care system.  This year, we celebrated the opening of 
another Integrated Family Health Centre – Kauri HealthCare Centre in Palmerston North.  This has brought 
together a number of general practitioners, nurses, nurse practitioners, long term conditions’ nurses, care 
assistants, a pharmacy and providing key primary and community based services.  Kauri HealthCare has 
been a key partner in developing integrated services for their enrolled population – the health of older 
people specialist team operating with the general practice teams is one example. 
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Our performance in review 
 
Like other District Health Boards, we continued to face increasing demand for health and disability support 
services across the sector.  While the 2015/16 year was an extraordinary year with unprecedented numbers 
of people attending the Emergency Department (ED) and being admitted to hospital, the 2016/17 year has 
been nonetheless demanding with a slightly lower volume of ED attendances (n.42,810) and hospital 
admissions (n.39,661).  The number of general practice consultations continued to increase, with 801,260 
consultations over the year – a 2.4 percent on the total number of consultation in the previous year. 

We have had a number of successes resulting from our planned activities over the year as well as some 
significant challenges.  Some examples of these are outlined below. 

We developed and implemented our first System Level Measures Improvement Plan in the 2016/17 year 
following the Minister’s announcement of a new suite of nation-wide measures being introduced across the 
sector.  This was a significant collaborative undertaking with Central PHO to identify and work on an agreed 
set of contributory measures that would have an impact on the system level measures.  Some of the key 
results were: 
• Shown a reduction in ambulatory sensitive hospitalisations (ASH) by children aged 0 – 4 years by 117 

events over the 12 months ending March 2017. The hospitalisation rate for Māori children also reduced 
from 6,701 in March 2016 to 6,340 per 100,000 Māori population aged 0 – 4 years at end March 
2017.  Planned activities over the 2016/17 year focused on respiratory conditions, oral health, skin 
conditions and gastroenteritis all on track; notable reductions in hospitalisations for asthma, 
gastroenteritis and pneumonia (116 in total). 

• The result for reducing the acute bed day utilisation rate at the end of March was better than the year-
end goal at 359.3 per 1,000 population (standardised) with 70,588 acute bed days utilised.  Planned 
activities to improve average lengths of stay, ambulatory sensitive hospitalisations (children and adults) 
influenced improved acute bed day reduction although acute bed day utilisation rate for respiratory 
infections/inflammations remained higher than the national rate. 

• There was an increase in absolute numbers and rates for eligible women for breast screening across all 
ethnicity groups over the 12 months to end March 2017; exceeding target for Total (76%) and Other 
(77.6%) women and increased coverage for Māori (65.2%) and Pacific women (66.3%). 

• Introduction of the regional tele-stroke service has seen a dramatic increase in the proportion of people 
admitted to hospital with an ischaemic stroke event being thrombolysed, which has been reported as a 
positive experience by clinicians and patients alike. 

• We recovered a blip in our performance results, returning to achieving our colonoscopy waiting times for 
people having their urgent, non-urgent and surveillance procedures within the expected timeframes  

• We sustained good performance results for the quality and safety markers in surgical safety, falls risk 
assessment and care planning for older people admitted to hospitals (supplemented by the wider sector 
Falls Action Group which focuses on reducing the risk of falls occurring in the community, especially in 
aged residential care facilities). 

• We were pleased with the improvements made to ensure that almost all (95 percent) young people were 
seen by mental health services within eight weeks of a non-urgent referral – achieving this goal for the 
first time 

• We struggled with the mounting number of children enrolled with our child and adolescent oral health 
service being seen for their planned recall examinations, creating a significant backlog with the higher 
number of enrolled children needing to be seen, as well as a mobile dental unit being out of commission 
for some time, coupled with dental therapist positions becoming vacant and difficult to fill. 

Other highlights and performance results are outlined in the following sections of this report – Progressing 
our Strategic Intentions and in the Statement of Service Performance.  
 
Delivering on government priorities and health targets 

As a District Health Board, we are obliged to plan, purchase and deliver services to meet the health care 
needs of our population (see “progressing the health status of our population” in the next section).  We are 
also obliged to deliver on Government planning priorities and targets.  We are pleased report good progress 
overall. 

While we continued to struggle to meet the goal of shorter stays in the Emergency Department, we have 
made good progress with most of the remaining national health targets.   
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In particular, we pay tribute our ‘boost’ team that was established to develop the systems and processes in 
support of “raising healthy kids” to assist children and their families and whānau take up options to address 
childhood obesity.  We are on track to achieve this target by December 2017.  We also did well with 
improving our systems and processes to enable faster cancer treatment; we achieved target by year end.  
More people in our district had had their planned elective or arranged surgery over the year – exceeding our 
target volume of discharges.  The work of the Central Primary Health Organisation and General Practice 
Teams paid off in providing 90 percent of their enrolled populations with brief advice and support to quit 
smoking – achieving the national target.   

Our usually excellent coverage rates for infant immunisation fell over the latter part of the 2016/17 year, as 
was the case for many other DHBs.  There has been an increase in the number of families and whanau who 
miss on time immunisation related to vaccine hesitancy for their infants.  We are looking at ways to address 
this further so that we can ensure the majority of infants and children in our communities are protected from 
vaccine-preventable disease.  See more about our progress in the Health Targets section of this report. 

One of the Government priorities required that we budget and operate within allocated funding and improve 
financial performance to ensure we were ‘living within our means’.  This remains a real challenge, year on 
year.  Through our financial management plan and contingencies, collective efforts locally and with our 
neighbouring DHBs, we ended the year with a small surplus ($663,000), but this was adverse to budget by 
$825,000. 
 
 
Looking ahead 
 
The increasing demand for acute health care services will almost certainly continue, reflecting the levels of 
socio-economic deprivation across sub-population groups in our district, coupled with our ageing population 
that continues to grow and bringing with that, an increasing number of people with chronic health conditions, 
disability and more complex health care needs.  Our plans for the future will need to address this challenge 
in new and different ways with the help of our communities, partners in care and other health and social 
service providers. 

The 2017/18 year will be the second year of implementing our programme of work toward meeting our 
strategic intentions and key priorities over a five year period.  Broadly, these are grouped into two areas:  
building our capacity and capability as a regenerated organisation and addressing key service delivery 
priorities, as outlined below. 
 
Building capacity and capability 
• Strengthening our financial position 
• Establishing and supporting the Consumer Council and the Clinical Council  
• Developing and implementing an integrated service model to be delivered through cluster arrangements 
• Progressing development of locality plans with our people and whānau, intersectoral partners and other 

stakeholders in each of our local authority areas 
• Developing the remaining key enabler plans – Information and e-Health, Facilities and investment 

(including the site master planning and business case for the redevelopment of Palmerston North 
Hospital) 

• Configuring our workforce to deliver on our strategic intentions and implementing our Organisational 
Development Plan developed in the 2016/17 year 

• Implementing measurement and performance monitoring frameworks together with building analytical 
capability 

• Implementing the relevant core and common applications of the Regional Health Informatics 
Programme; replacing our legacy patient administration system to webPAS and the associated data and 
information reporting requirements as well as installing the regional instances of the Clinical Portal and 
the Radiology Information System 

Addressing service priorities 
• Reducing health disparities and improving equity of access and health outcomes for Māori, establishing 

a district-wide equity agenda and embedding the principles of Whānau Ora  
• Supporting the delivery of services closer to home for people with long term health conditions 
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• Building on intersectoral collaborative work, particularly in child health, mental health and ongoing work 
with Māori / Iwi 

• Building on primary and community health services to further strengthen early detection and 
interventions for target population groups 

• Completing implementation of the specific improvement programmes in Mental Health and Women’s 
Health services 

• Implementing the Renal Services plan 
• Developing local cardiology services, including a supported business case for a Cath/PCI lab at 

Palmerston North Hospital as part of the regional model 
 
While prudent financial management strategies will continue to be implemented so that we are living within 
our means, we are looking forward to the opportunities that the next few years bring as we make progress on 
implementing our plans for the future.   

We are excited by working more closely with our consumers, whānau and families, our clinical leaders, 
intersectoral partners, and our regional and national colleagues to improve and sustain a health care system 
in our district that is clearly focused on achieving better health outcomes and better health care for all.  

We would like to extend our appreciation to our Iwi partners – Manawhenua Hauora, Central PHO and to the 
many health care providers across the district for their ongoing commitment to developing and delivering the 
best possible health service for our population. 

Lastly, we thank our staff for their hard work, care and compassion shown over the year.  Our vision for 
quality living, healthy lives and well communities could not be realised without them. 
 
 
 
 
 
 
 
 
  
Dot McKinnon      Kathryn Cook 
Chairperson      Chief Executive Officer 
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Progressing our Strategic Intentions 
 

 
Working towards our goals and progressing our strategy 

The refreshed New Zealand Health Strategy (2016) 
provides an overarching direction for the New 
Zealand public health system.  Other key national 
health strategies that inform and guide our work, 
which are reflected in our annual plans, include He 
Korowai Oranga – the Māori Health Strategy, the 
New Zealand Disability Strategy, ‘Ala Mo’ui – 
Pathways to Pacific Health and Wellbeing, 2014-
2018 and the updated Healthy Ageing Strategy.    
 
We finalised our own Strategy during the 2016/17 
year, which is aligned to the refreshed New Zealand 
Health Strategy.   Our strategic intentions are geared 
toward making a difference to the health and 
wellbeing of communities within our district, and the 
broader region where appropriate, that contribute to 
the population health and wider health system 
outcomes over time. 

 
Outcomes and Impacts  
 
Better health outcomes, better health care for all - 
He whakapai ake I te Hauora hei oranga mō te 
katoa 

 
Our Strategy has ten goal statements as a broader outlook of where we want to be in ten years’ time.  These 
are: 

 Everyone has the opportunity to achieve equitable health outcomes 
 People make healthy choices and stay well longer 
 People, family and whānau have a positive experience of the health care system 
 People are experts in their own lives and are partners in their own health care 
 All people and whānau have a health care home 
 More services closer to home 
 An integrated health care system operating as one team 
 Our health care system is grounded in continuous quality improvement and clinical excellence 
 Our people are recognised for innovative approaches to health care 
 We will have an adaptable and responsive health care system 
 

Four strategic imperatives drive our work programmes, underpinned by our core values and supported by our 
enablers to deploy our Strategy.  These are: 

 Achieving quality and excellence by design 
 Connecting and transforming primary, community and specialist care 
 Partnering with people and whānau to support health and bellbeing 
 Achieving equity of outcomes across communities 

Some of the highlights of work we’ve undertaken over the year toward these goals and our Strategy are 
outlined below.  Further detail is included in the Statement of Service Performance that aligns our activities 
and outputs for the year to the impacts (difference) that we contribute toward our goals, across the 
population health care continuum (output classes), 
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Improving equity of access and achieving equitable outcomes  

In line with our Strategy, we are continuing to progress our work across the local health sector to achieve 
health equity for MidCentral communities.  Although there is much work to do in this space, it is clear that 
there are many dedicated people and teams taking action on a daily basis to address the health inequities 
our people experience.  Many staff across our DHB area are well aware of the inequities that exist and are 
demonstrating their willingness to do something about it.  Taking action can present challenges to us all, but 
together we can create the change that is needed to ensure we are able to meet the health care needs of all 
people across our district.  

Work is currently being done on the development of an “Equity Snapshot” for the MidCentral district. A trilogy 
approach is being taken to create a range of resources to support and guide future equity-focused work at all 
levels of the organisation. The three key parts of this approach are 1) an equity “thought piece” which aims 
to engage and motivate people to participate in the equity agenda; 2) a technical report to provide data 
describing the extent and impact of health inequities in our district; and 3) an equity toolkit offering practical 
tools and resources to facilitate equity-focused service delivery, design and measurement.       

Alongside this work, equity-focused programmes are being embraced in our communities. The collaborative 
delivery of an “Equity Tool” learning programme in Horowhenua Community Practice is an excellent example 
of the work being done in primary care to ensure there is a strong focus on equity in a general practice 
environment. This programme is soon to be delivered in other community health service settings and it is 
hoped that it will also be trialled in a hospital service area in the near future. 
 
Whānau Ora 

The strength of our relationship with Te Tihi o Ruahine Whānau Ora Alliance as the 
regional hub for Te Pou Matakana (Whānau Ora Commissioning Agency) has ensured 
that we can work effectively across the continuum of health and has actively supported 
the DHB to meaningfully engage in district wide developments in Whānau Ora.    

There were two particular initiatives that stood out this year. This first being the 
Collective Impact work with Te Tihi o Ruahine in regards to Rangatahi.  Te Tihi o 
Ruahine was successful in the Collective Impact application that was developed 
through the Whanau Ora Innovation and Strategic Development Group,   

This is an intersectoral  group involving all of the public service agencies across the 
district and operates as a key strategic support for Whanau Ora initiatives and cross sector co-operation).   
The Collective Impact Initiative that has now taken the form of FUSION is a key initiative aimed at making 
significant linkages and opportunities for young people across the district, Iwi and localities.  It is an exciting 
cross sector and communities kaupapa that Te Pou Matakana has actively created through their Collective 
Impact Approach.  

Another initiative was the Cervical Screening Support Commissioning process that Te Tihi o Ruahine secured.  
This process included MidCentral’s Maori Health Directorate working with Te Tihi across multiple providers to 
better enable Māori women to get relevant, meaningful and culturally appropriate information to support 
them in being proactive around their cervical health. 

We are making some headway in reducing ambulatory sensitive hospitalisations by Maori children with 
asthma.  Latest data showed fewer hospital admissions than the annual average number of admissions for 
the previous four years.  MidCentral’s hospitalisation rate per 100,000 Māori population for asthma in 
children remained lower than the national rate for all ethnicities (902 and 1,281 respectively).  MidCentral is 
actively engaged as a partner in the Te Tihi o Ruahine ‘Better Public Services’ initiative Kainga Whanau Ora. 
This is a multi-sector pilot that is targeted at 100 Households in Palmerston North City. A core focus of this 
pilot is working with Housing New Zealand and PNCC to develop warm, dry and healthy homes. 

The Maori Advisory Group to the Local Cancer Network, Te Hononga, made significant gains this year 
attracting a strong network of Māori Health professionals to the group.  As well as encouraging young Māori 
to science professions this year, the group has also established a lead role in the action plan for Faster 
Cancer Treatment to lead improvement of services for Māori and Pacific patients. 

Also see “Progressing Māori Health” in the following section. 
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An integrated health care system operating as one team 
 
Acute care in primary and community settings  

Over the 2016/17 year, acute care initiatives have continued to evolve with strengthened integration and 
collaboration.  This has involved a steady and sustainable growth in the delivery of POAC (Primary options for 
acute care) services to MidCentral residents within budget predictions, delivering close to 600 packages of 
care in the community.  This programme provides a higher level of funded community based assessment 
and care to avoid emergency department attendance where able.  

This growth is based on the increasing utilisation of acute care providers, e.g. St. John Ambulance and 
community pharmacy services.  As an example suitable patients can be transferred by the ambulance to 
POAC centres for acute care.   

Use of collaborative clinical pathways and continued strengthening relationships between primary and 
specialist services are key.  Examples of new pathways developed include the delivery of treatments 
traditionally given in the hospital setting, such as iron infusions and managing acute heart failure. The next 
step in the programme is the further development of the shared care space between primary and secondary 
care where patients with exacerbations of more complex conditions e.g.  COPD (chronic airways disease) and 
CHF (heart failure) can be further managed in the community. This will be based on the utilisation of well-
developed community nursing resources, the General Practice Team and easy access to Specialist support 
from secondary care services as required.  We intend extending this care to patients being discharged from 
hospital to ensure their transition back to community-based care is well managed. It will encourage early 
facilitated discharge aimed at reducing hospital stay and readmission rates, and with a specific focus on 
action planning and community support.    

The focus forward has also seen commitment to the improved management of acute demand across the 
entire health system. This recognizes that all areas of the acute demand pathway are interdependent and 
relieving pressure on one area e.g. presentations to the Emergency Department or avoidable admissions can 
only be achieved by optimising all aspects of community-based care. This will 
include focus not just on acute conditions but also on the optimisation of chronic 
disease management.  

Acute care is provided by multiple agencies and co-ordination of their efforts is 
crucial if this approach is to be successful.  With this in mind an Acute Demand 
Management Clinical Network Group is being formed and their task in the first 
few months will be the development of a strategy which MidCentral can follow in 
the short, medium and longer term. 

In November last year the PHO based Acute Demand Team attended the 
International Foundation for Integrated Care Conference in Wellington and were 
delighted to receive the International Foundation for Integrated Care (IFIC) Award 
as winners of the best poster prize for ‘Building better systems on strong 
relationships: A co-design case study of a local initiative’ 
 
Primary health care nursing integration project 

A pilot District Nursing shared care clinic with Kauri Healthcare (Integrated Family Health Centre) was 
established and evaluated, leading to faster times from referral to care, better communication between the 
teams, smoothed referral processes, sharing of knowledge and skills, easier access for patients, and a 
substantially reduced documentation workload for District Nurses.  

Patient comments included:  ‘the wider General Practice Team and District Nurse worked together really 
well. All staff had access to the information needed; it was a familiar place – I know the other staff and they 
know me. I can attend the Doctors before or after my appointment and can get my scripts filled at the 
pharmacy.’  

At this and other co-design sites General Practice teams have provided District Nurses with access to their 
Patient Management System (PMS) and this is being used to communicate effectively between the teams, 
resulting in reduced disruptions, reduced documentation requirements for District Nurses, and more timely 
transfers of care, where the General Practice Team, patient and District Nurse all have immediate access to 
the same patient-centred information and plan. Versions of a ‘link’ nurse role are being tested to extend the 
improvements in care processes and relationships to smaller General Practice co-design sites with fewer 
patients shared with District Nursing and to the care provided at homes or other sites.  
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Processes that have been tested successfully at one site are now being standardised across the other co-
design sites so they are ready for wider roll-out.  All care teams and services came together to share 
progress, lessons learned and opportunities in a successful across-site workshop and another is planned.  In 
addition, a grant for collaborative research between Massey University and the project and co-design 
services was successful and this will enable exploration of early identification of cumulative patient 
complexity in primary health care settings, which has emerged from this project as a major challenge for all 
services.  
 
Delivering services closer to home 
 
Te Ara Rau – Primary Mental Health and Addictions Services Model of Care  

The Primary Mental Health and Addictions Services Model of Care has been redeveloped and renamed as Te 
Ara Rau. The name “Te Ara” (pathway/journey) and “Rau” (100 or many) was chosen by Te Pou Whakarae 
Tawhiti Kunaiti and Te Pou Tikanga Miriama Kereama to encapsulate the thoughts, new direction and work 
the service will undertake.  

This service highlights a range of opportunities and support available to help Tangata Whai Ora and their 
whānau address their mental health and physical needs while navigating their journey through the mental 
health system.  The new model involves Mātanga Whai Ora (Mental Health Clinicians) providing brief 
intervention services from within General Practices.  This helps ensure that Tangata Whai Ora and whānau 
receive services in a familiar healthcare home environment.  It also helps build confidence, capacity and 
capability in General Practice while furthering the partnership between General Practice and mental health 
clinicians for the benefit of whānau. 
 
Renal service development plan – Dialysis in Horowhenua  

The newly established three-chair renal haemodialysis service at Horowhenua Health Centre opened its 
doors in May. MidCentral’s aim with this facility is to bring services closer to home for those in the 
Horowhenua community.  One of the first people to receive dialysis at the Centre said that “Having this 
service here in Levin makes a big difference for patients. People who used to get up first thing in the 
morning to catch a shuttle to Palmerston North can now drive a few minutes down the road, or even walk 
in some cases. For those of us getting haemodialysis three times a week, it makes a big difference to 
remove that extra travel time. This really is a big improvement for Horowhenua patients using the 
service.”  

The new Levin-based service was planned using a ‘co-design process’ with people who would use the 
service, and included them in the planning process to ensure it met their needs. As one patient 
explained, her input brought a unique perspective to designing the service: “I have a good relationship 
with the group involved in planning this service, and I was able to give feedback that was taken on 
board. Until you’ve sat in that dialysis chair and gone through the treatment, you can’t truly understand 
what it’s like. I am really pleased that I could be part of the process to bring this to our community here 
in Horowhenua.”  

Orthopaedic (major joints) clinics  

A hip and knee joint screening outpatient clinic that commenced at Radius Medical - The Palms in 
Palmerston North in late January 2017 had seen 240 patients in its first 13 weeks.   A registered nurse and 
physiotherapist reviews patients referred by their GPs to the orthopaedic outpatient clinic for a knee, and/or 
hip joint assessment. Rather than a hospital appointment, patients are seen in a community setting clinic at 
The Palms. The majority of clinic patients came from Palmerston North (95), and Horowhenua (90), while 33 
came from Manawatu, and 22 from Tararua. 

The new service aims to: improve patient satisfaction and timeliness of care; ensure most efficient use of 
consultant time, by only having those patients likely to benefit from surgery going on to finish a first specialist 
assessment; and focusing on self-management education to prevent further patient disablement, and help 
people live as well as possible with their condition.   

Of the patients seen so far, 167 (70 percent) were cleared for an orthopaedic consultant review; 65 (27 
percent) didn’t meet the criteria for an orthopaedic consultant review as their condition was not severe 
enough; and eight (3 percent) did meet the criteria, but because of other conditions, needed referral back to 
their General Practitioner before a specialist assessment could be offered.  Professional advice and a 
pathway to help patients manage their condition are also offered. 
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Health of older people 

Elderly people in some of the local Aged Residential Care (ARC) facilities are benefitting from a new 
programme introduced by the DHB.  The new programme seeks to improve the cognitive and social 
functioning of older people with mild to moderate dementia.  Based on Cognitive Stimulation Therapy (CST), 
the programme involves activities that stimulate brain activity to assist a person with dementia to maintain 
their cognitive functioning for as long as possible.  While the changes are subtle they can make a significant 
difference to a person’s well-being.  The staff involved learn to identify those who may be withdrawing from 
social situations due to lack of confidence and involve them in structured small group sessions which 
stimulate verbal and social interactions.  

The programme is based on a similar one in the United Kingdom, and has been incorporated into existing 
activity programmes within ARC facilities and community day centres in MidCentral district. A series of 
workshops were held for ARC staff, on the principles of CST and the structure of the programme and they 
continue to be supported by the DHB’s clinical advisor.  The benefits of this are already being noticed by staff 
in the aged residential care centres. 

Another programme to improve access to more integrated services closer to home is the collaborative work 
being undertaken by the specialist Health of Older People team and a major Integrated Family Health Centre.  
This sees the team of clinicians – geriatrician, clinical nurse specialist, physiotherapist , occupational 
therapist and social worker together with primary health care practitioners  - enhancing services provided to 
older people (and their family) facing challenges associated with illness, disability and frailty.  The model of 
care implemented is stronger in coordinated care, with shared information, skills and knowledge between 
the parties.  Some of examples of  benefits identified include: 

• Increased confidence by genera practice teams to care for their patients as the “health care home” 
• The number of older people with frailty who have been discharged from hospital and permanently 

admitted to an aged care facility has reduced 
• Reduced the quantum of presentations to the Emergency Department by this group of patients, together 

with reduced number of referrals to the hospital-based elder health service 
• Equipment has been distributed to older people with frailty in a timelier manner and patient surveys 

have returned very favourable responses.   
 
 
Developing our key enablers 
 
Our Strategy has identified five key enablers that are the essential foundations supporting deployment of our 
Strategy – People, Partners, Stewardship, Information and Innovation. We have made good progress in 
planning and implementing activities to further develop these key enablers that will support our collective 
work programmes. 
 
Organisational development 
 
To support our strategic direction, vision and values an Organisational Development Plan has been 
developed, which outlines the work environment we seek to provide for our people to enable them to be 
successful in their roles, in the careers, and to maximise the contribution our people make as a key enabler 
to the achievement of our Strategy.  We have commenced work on implementing the key elements of the 
internal environment we strive to provide for our people, as outlined in the Organisational Development Plan 
roadmap over the next three to five years.  These elements are: 
• A positive and productive working environment, driven by a values-based, patient-centred culture 
• Credible, capable and engaged leadership that is strongly connected with the teams they lead 
• A sustainable workforce that meets both current and future capability and capacity needs, and is 

reflective of the communities we serve 
• A capable, accountable, empowered and supported workforce, where diversity is supported and 

embraced 
• Working together, better, smarter to drive system-level improvements in health care 

Working with our regional colleagues on key workforce planning, recruitment and development opportunities 
continued through implementation of the central region’s Regional Service Plan over the year.  This had a 
particular emphasis on vulnerable workforce issues, including Māori and Pacific workforce development 
(including the Kia Ora Hauora careers programme), training and support for medical officers and nursing 
staff and developing allied health staff capacity.  
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Information and communications technology 

Progressing one of our key enablers for our Strategy – information systems and technology – called upon the 
skills and expertise of many people over the year, including our vendors.  We completed implementation of e-
Pharmacy, which was essential to replace a module of a legacy system as well as amalgamate computer-
based functionality from five different systems.  The e-Pharmacy system is critical to the hospital’s medicines 
management programme, including patient safety, purchasing and dispensing of medicines and brings 
workflow benefits for staff.  The decision-support function also enables better use of data including links to 
the Pharmaceutical schedule and medicines that are funded by PHARMAC. 

We also implemented Titanium – the electronic record system for the child and adolescent oral health 
service.   This system replaces largely paper-based systems and older computer storage systems as well as 
speed up various clinical processes.  Using Titanium, a child’s dental record will be accessible from mobile 
and fixed clinic locations across the district, odontograms will be filed digitally, and x-rays can be 
digitised on location, removing the need for them to be processed at Palmerston North Hospital. This 
means x-rays can be reviewed on the spot and a diagnosis and treatment plan can be carried out sooner.  
The new system enables better care planning, and data can be more readily accessed and used to 
identify at risk children to target earlier interventions and recall of on-time examinations.   
Over the year, we commenced the upgrade to our telephony and wireless network making it easier to access 
and use more modern, connected technology, coping with increased demand and more mobile options. 
Additionally, as part of the Regional Health Informatics Programme, we have been steadily implementing or 
preparing for the implementation of, the Regional Clinical Portal, Regional Radiology Information System, 
and webPAS – to replace the local legacy patient administration systems.  This has been, and will continue 
to be, a major undertaking, but is critical to enable easier access to information across our health care 
system that supports “joined up” care for our patients.   
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Progressing the health status of our population  
 
Mortality and morbidity (hospitalisation) data are useful to monitor our progress toward our long term goals 
and as a checkpoint to assess the health of our population over time.  The data is used to help us in our 
strategic planning and to identify where we need to target our resources to services and interventions that 
improve the health and wellbeing of our population and address health inequalities.  

The healthier a population is, the lower its mortality rate.  Mortality is a good indicator of population health 
because: 

• There’s no confusion about what mortality means or its seriousness: more is bad; less is good; none 
is even better. 

• It’s equivalent to life expectancy, but much easier to calculate. Life expectancies are actually 
calculated from mortality data; mortality rates and life expectancy analysis will show similar patterns. 

• Health service-use patterns, when used as measures of illness in the community, are difficult to 
interpret because they are influenced by many other factors (for example, patient access to services, 
changing methods of treatment, changes in methods of data collection or coding, deliberate efforts 
to steer patients from one type of care to another). 

The inequality patterns identified by mortality analysis are repeated across most health and social topics and 
reveal a fundamental underlying theme - people who are socio-economically disadvantaged experience 
health inequalities.  In our district, this refers predominantly to Māori, Pacific Peoples, and people living in 
the Horowhenua and Tararua territorial local authority areas. 
 
Increasing life expectancy 

In the 2012-2014 period the average life expectancy at birth across the four territorial authorities of 
MidCentral’s district (excludes the Otaki ward of the Kapiti Coast district)1 was 78.8 years for males and 
82.8 years for females.  This is an increase of 1.1 years for males and 1.0 year for females over these seven 
years however it is still lower than the average life expectancy nationally for both males and females (79.5 
years and 83.2 years respectively) – particularly in the Horowhenua and Tararua areas.  This is to be 
expected because MidCentral’s population has higher proportions of higher needs groups (Maori, socio-
economically disadvantaged people, and older people) than New Zealand overall; with higher levels of socio-
economic deprivation in Tararua and Horowhenua districts 

  
Years of Life 

  
2005-07 

 
2012-14 

  
Female Male 

 
Female Male 

New Zealand 82.2 78.0      
 

83.2 (83.1 - 83.3) 79.5 (79.4 -79.6) 
       Manawatu District 82.2 (81.5 - 83.0) 78.4 (77.6 - 79.2) 83.4 (82.6 - 84.2) 79.6 (78.8 - 80.3) 
Palmerston North City 82.1 (81.6 - 82.6) 77.9 (77.3 - 78.5) 82.8 (82.3 - 83.4) 79.1 (78.5 - 79.6) 
Tararua District 81.6 (80.8 - 82.4) 77.4 (76.5 - 78.3) 82.7 (81.9 - 83.6) 78.6 (77.7 - 79.5) 
Horowhenua District 81.2 (80.5 - 81.9) 76.9 (76.2 - 77.5) 82.1 (81.4 - 82.6) 78.0 (77.3 - 78.7) 
Table 1: Life Expectancy at Birth by Territorial Authority and Auckland Local Board Area, Total Population, Subnational Period Life Tables, 2005-07 to 2012-14 
 
Reducing mortality  
 
There were 1,458 deaths registered (all causes) across MidCentral’s population in 2014 – an increase of 
221 deaths compared to 2007.  Māori represented ten percent of the total deaths in MidCentral’s district.  

From an age-adjusted perspective (compensating for differences in population age balance) the general 
health status of MidCentral DHB’s population, as for New Zealand, has been improving over the years, as 
shown by decreasing age adjusted mortality rates. However, MidCentral’s mortality rates rose for the last two 
years of the data (2013, 2014). It is uncertain whether this is the start of a trend or a random variation. This 
will be clearer with subsequent data. 

Non-age adjusted rates indicate increasing levels of illness and increasing need for health services.  Our 
mortality crude rates rise across time, implying greater numbers of people who are seriously ill.  This is 
because of the ageing population structure – older people are at higher risk of serious illness than younger 
people. This further implies there will be more people needing health care, and this is expected to increase 
in the future, as the ageing population balance continues.  There will be increasing demand for health 
services in the future.  The type of services required will be those associated with ageing: chronic diseases 
and their complications, and disability. 
                                                           
1 Data was not available at Ward area level.  Data source:  Statistics New Zealand (July 2015), Life expectancy at birth by territorial authority and Auckland local 
board area, total population, subnational period life tables, 2005–07 to 2012–14 
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MidCentral’s age-adjusted all-cause mortality rate suggests a slightly 
worse health status than New Zealand’s health status. This is to be 
expected because MidCentral’s population has higher proportions of 
higher needs groups (Maori, socio-economically disadvantaged 
people, and older people) than New Zealand overall.  The factors that 
influence all-cause mortality are much wider than health treatment 
service performance.  They include for example:  lifestyle changes 
(healthier eating, greater physical activity); living conditions (cold, 
damp and mouldy homes); economic conditions (unemployment, 
wage levels, housing costs, food and other living costs); and better 
preventive care (for example, immunisation).  

The four top causes of mortality in MidCentral’s district have not 
changed over time.  Cardiovascular disease, cancers, respiratory 

disease and injuries and accidents remain the predominant causes of death. 
• Cardiovascular disease (which caused 35.7% of deaths).  The most common diseases were: ischaemic 

heart disease (around 50%), cerebrovascular diseases (stroke and stroke-like, collectively around 25%), 
other forms of heart disease (heart failure, arrhythmias, valve disorders, inflammation of the heart or 
surrounding tissue - collectively around 10%), diseases of the arteries (around 5%), hypertensive 
diseases (around 5%) 

• Cancers (which caused 28.8% of deaths).  The most common cancers causing death were: lung cancer 
(around 20%), colorectal cancer (around 13%), prostate cancer (around 6%), breast cancer (around 6%), 
pancreas (around 6%), skin melanoma (around 4%). 

• Respiratory disease (which caused 9.6% of deaths).  The most common diseases were: chronic lower 
respiratory diseases (chronic obstructive respiratory diseases, asthma, bronchiectasis – collectively 
around 60%), respiratory infections (around 28%). 

• Injuries and accidents (which caused 7% of deaths).  The most common causes were: intentional self-
harm (around 30%), falls (around 30%), transport accidents (around 19%), accidental poisoning (around 
5%), accidental drowning (around 3%) 

The term amenable mortality refers to potentially preventable deaths 
that might have been prevented if health services had been delivered 
more effectively or if patients had accessed services earlier.  In 2013, 
coronary disease was the predominant cause of premature death 
followed by suicide, cerebrovascular disease, chronic obstructive 
pulmonary disease and female breast cancer. 

Amenable mortality analysis shows the same patterns and 
inequalities that exist for all-cause mortality. However, inequality gaps 
widen – particularly when looking at differences between territorial 
authority areas in our district. For example, the number of Tararua 
amenable deaths was 32 percent higher than expected, compared to 
New Zealand overall.  
(See the Statement of Service Performance for results arising from some 
activities delivered across the population health care continuum that 
contribute to reducing mortality, over time). 

The infant mortality rate (which measures deaths of live-born 
children under the age of one year) is an indicator of population 
health and the effectiveness of the health system.  Overall, the infant 
mortality rate for MidCentral has reduced by 29 percent, from 6.6 to 
4.7 per 1,000 live births between 1996 and 2013 (rates fluctuating 
between 2.5 and 6.6 per 1,000 live births over this period).  In 2013 
the infant mortality rate for those living in the most deprived areas 
was highest in both MidCentral’s district and New Zealand (10.4 and 
7.4 per 1,000 live births, respectively).   

Improving outcomes across population groups is an ongoing focus 
for the health sector.  

Examples of specific initiatives undertaken by the DHB include the maternity and quality safety programme, 
initiatives encouraging women to register with a lead maternity carer early in pregnancy, the pregnancy and 
parenting programme, promotion of safe sleeping and smoke-free environments for infants, and prompt 
enrolment of infants to the primary care organisation and Well Child/Tamariki Ora services following birth to 
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support timely immunisation and access to universal screening programmes.  (See Output Classes:  
Prevention Services and the Early Detection and Management Services in the Statement of Service 
Performance for results arising from some of these activities). 
 
Reducing hospitalisations 

Acute admissions to hospital have been rising consistently over the 
past 10 years despite improved access to primary care and 
community health services (this is true whether acute admissions 
are expressed as age adjusted rates, crude rates, or absolute 
numbers).  There is evidence that improving access to primary care 
and community health services increases acute hospital 
admissions, rather than reduces them – probably because of 
identification of unmet health need by these services. 

When acute hospitalisations are shown as non-age adjusted rates 
(crude rates), the yearly rates increase gradually over time.  This 

pattern is more clearly seen when looking at the raw numbers of acute hospital admissions. The numbers 
are rising across time.  These two patterns are consistent with the non-age adjusted mortality data patterns 
commented on earlier. Mortality rates are rising, which is consistent with an ageing population balance. 
There are more people susceptible to serious illness, which also leads to more people requiring acute health 
care. This leads to more people requiring acute hospital inpatient treatment. 

Although there was a wide range of conditions, the main causes of acute hospitalisations for mixed aged 
populations (for example, an ethnic group or people from an area) appear to be: 
• Admissions associated with childbirth or pregnancy 
• Infectious diseases, especially the respiratory tract, skin, gastro-intestinal tract 
• Cardiovascular or cerebrovascular disorders 
• Digestive organ disorders 
• Chronic lower respiratory tract diseases (asthma and chronic obstructive pulmonary disease) 
• Injuries to the hip and thigh, head, leg 
• Diabetes 

When MidCentral’s ethnic groups’ acute hospitalisations were compared, Māori acute hospitalisation 
numbers were comparatively lower than anticipated given the disparity in age adjusted mortality rates. This 
would suggest Māori are under-represented among acute hospitalisations (with the exception of mental 
health conditions), although they are rising.  
There will be increasing demand for health services in the future. The type of services required will be those 
associated with ageing: chronic diseases and their complications, and disability. 

This is not only about a future trend. It is happening now. MidCentral DHB’s acute hospitalisations crude 
rates and numbers have been rising already. We have already started feeling the pressure of increasing 
demand for health services. 

 

 

 

 

 

 

 

 
 
More detail on our progress with making a difference to the health and wellbeing of our communities and 
delivering on our strategic intentions and outcomes is provided in our Statement of Service Performance and 
Financial Performance sections that follow. 
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Progressing the National Health Targets 
 
 

 

95 percent of patients admitted, discharged or 
transferred from the Emergency Department within 
six hours. July 2014 – June 2017. 

 

Shorter lengths of stay in the Emergency 
Department were not achieved for 95 percent of 
the 42,810 presentations to the department over 
the year.  The annualised rate was 90.7 percent 
(n.38,825) of the total presentations being 
admitted, transferred or discharged from the 
department within six hours. 
The total number of presentations to the 
department was largely similar to the 2014/15 
year but 973 less than the 2015/16 year.  On 
average, 3,235 people each month were 
admitted, transferred or discharged within six 
hours of presenting to the department.  The rate 
of admission to an inpatient ward was slightly less 
at 30.1 percent (n.12,883) of the 42,810 
presentations (30.4 percent of 43,783 
presentations in 2015/16), although 24 more 
people were transferred to another acute hospital 
in 2016/17 than in 2015/16. 

 

Increased volume of elective surgery discharges over 
the year to at least 7,877 by 30 June 2017. 

*Change in definition from July 2015 to include arranged events in 
Surgical Specialties and non-acute Medical events with a Surgical 
DRG 

We achieved more than the planned increase in 
elective surgery for our population over the year.  
By the end of June 2017, 8,281 residents of 
MidCentral’s district were discharged following 
their elective or arranged surgery.  This was well 
ahead of the 7,877 target number (105.1 percent 
of target).  

Procedures under the General surgery, 
Orthopaedic, Ophthalmology, Ear Nose and Throat 
and Gynaecology surgical specialties accounted 
for two-thirds of the total discharges for elective 
surgery over the year.  

Fifteen percent of the total elective and arranged 
discharges were delivered by other District Health 
Boards, including those for tertiary specialist 
services such as neurosurgery, cardiac surgery, 
paediatric surgery and plastics and burns.  

 

85 percent of patients to receive their first treatment 
(or other management) within 62 days of being 
referred with a high suspicion of cancer and a need 
to be seen within two weeks. October 2014* – June 
2017 

 
* Health target reporting commenced from October 2014 
Data as at 24 July 2017 

Over the 12 months ending June 2017, 188 
patients were referred with a high suspicion of 
cancer and a need to be seen within two weeks.  
Of these, 154 (81.9 percent) received their first 
treatment (or other management) within 62 days 
– not quite achieving target for the year, with 
variable rates each month attributable to lower 
volume of eligible patients for this pathway on 
occasion.  There was a processing issue identified 
that resulted in data not being consistently 
captured for patients triaged for this pathway.  A 
focus on triaging was given priority following 
evaluation of first treatments for all cancer 
patients, not just those who were triaged as high 
suspicion of cancer.  This found that there were a 
number of patients who did meet the FCT criteria, 
and were being treated well within the target 
timeframe, but were excluded from the reporting 
as they were not identified at receipt of 
referral.  Improvement work undertaken has 
shown in the improved results over the last two 
quarters. 
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90 percent of PHO enrolled patients who smoke 
have been offered help to quit smoking by a health 
care practitioner in the last 15 months, and, 

90 percent of pregnant women who identify as 
smokers upon registration with a DHB-employed 
midwife or Lead Maternity Carer are offered brief 
advice and support to quit smoking.  July 2014 – 
June 2017 

 
 

By the end of June 2017, 19,930 people aged 
15 to 74 years who were enrolled with the 
Central Primary Health Organisation (PHO) were 
offered brief advice and help to quit smoking by 
a primary health care practitioner.  This 
represented 89.8 percent of those recorded as 
current smokers within the last 15 months (n. 
22,193) – essentially achieving target. This 
was another 562 people offered brief advice 
compared to the total at the end of June 2016.  
There was a small reduction in the number of 
(n.69) current smokers recorded with the PHO. 

Of the 1,657 pregnant women who were seen 
by Lead Maternity Carers over the year, 15.4 
percent (n.256) identified as current smokers; 
93.8 percent were offered brief advice and 
support to quit smoking – achieving target.  
The smoking prevalence rate among Māori 
pregnant women was much higher at 35.5 
percent of the 262 women seen; 94.6 percent 
of whom were offered advice and support to 
quit.  Twenty-one percent of the total number of 
women accepted cessation support services.   

 
 

95 percent of eight month old infants will have their 
primary course of immunisation (six weeks, three 
months and five months) on time.  July 2014 – June 
2017. 

 

There were 2,189 eight month old infants eligible 
for their primary course of immunisation events 
over the year.  By the end of June 2017, 2,054 
(93.8 percent) of these infants were fully 
immunised on time.  While the target immunisation 
coverage rate had been sustained for nine months 
up until end December 2016 for the total eligible 
population group, the rate slipped back in the first 
six months of 2017, particularly for Māori infants 
(92.2 percent coverage rate for the year). 
The number of parents / caregivers who declined 
or delayed at least one of the three vaccinations 
across the first course for this milestone age has 
been increasing.   Over the year, 80 (3.7 percent) 
infants were recorded as having been declined 
their immunisation, compared to 56 (2.6 percent) 
over the 2015/16 year.   

 

By December 2017, 95 percent of obese children 
identified in the Before School Check (B4SC) 
programme will be offered a referral to a health 
professional for clinical assessment and family 
based nutrition, activity and lifestyle interventions. * 

 * Health target reporting commenced from July 2016.  Data covers a 
rolling six month period lagged by one month to accommodate 
completed Before School Checks processed in the period, where 
children are identified as obese and had their referral acknowledged 
within 30 days. 

We are on track to achieve this new health target 
by December 2017.  Over the 15 month reporting 
period to end of May 2017, there were 363 
children identified as obese (those who had a 
Body Mass Index greater than the 98th percentile).  
Of these children, 305 (84 percent) had had an 
acknowledged referral to a health professional for 
assessment and family-based interventions, were 
already under care, or, who had the offer of a 
referral declined,  As the year progressed, higher 
acknowledged referral rates occurred as new 
systems and processes, staff training and the 
pathway development work became embedded 
across the sector.  By the end of May 2017, 92 
percent of 89 obese children (94 percent of 36 
Māori children) were offered a referral.  Around 
35 percent of all obese children (45 percent of 
Māori children) were declined a referral to a 
health professional for assessment and relevant 
interventions by their parent/caregiver. 
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Progressing Māori Health 
 
Improving the health of Māori - the 
national indicators for Māori health 
 

Percentage of Māori population enrolled with Central 
PHO 
2016/17 target:  100% 

 
* Population projections from Statistics New Zealand medium 
projections for DHB as at end June each year (2013 Census 
base, 2016 update) 

At the end of June 2017, there were 157,760 people enrolled 
with Central Primary Health Organisation (PHO), 29,003 of 
whom identified as Māori (18.4 percent of total enrolled 
population). 

The proportion of MidCentral’s projected Māori population 
enrolled with Central PHO has remained relatively stable at 
around 83 percent, while there was a small increase to 90 
percent of the total projected population over the year. 

However, when enrolment figures with any PHO for people 
with a MidCentral DHB of domicile address are considered the 
percentage enrolled with any PHO increases to 93 percent 
(n.162,838) of the total projected population and 86 percent 
(n.29,867) of the projected Māori population (ref. Ministry of 
Health: Access to Primary Care by Ethnicity, July 2017) 

Percentage of Māori infants exclusively or fully breast 
fed at discharge from Lead Maternity Carer (4 – 6 
weeks) and at 3 months.   
Targets:  4-6 weeks ≥75% / 3 months ≥60% 

Exclusive or full breast feeding Māori Total 
at 4-6 weeks* 67% 68% 
at 3 months ** 40% 50% 

Percentage of Māori infants receiving breast milk at 6 
months.  Target:  ≥65% 

Receiving breast milk Māori Total 
at 6 months** 51% 60% 

* for babies born between January and June 2015 
 ** for infants aged 3 months or 6 months between July-
December 2015 
Data source:  Indicators for the Well Child / Tamariki Ora 
Quality Improvement Framework, March 2016 (Published 
August 2016) 

Updated data on breast feeding rates is currently not available 
from the Ministry of Health, 

 

Percentage of Māori women (mothers) who are smoke-
free at two weeks postnatal.  Target:  ≥95% 

 Māori Total 
MidCentral 69% 82% 
National 68% 88% 

Data source:  Indicators for the Well Child / Tamariki Ora 
Quality Improvement Framework, March 2016 (Published 
August 2016) 

Updated data on mothers who are smokefree at two weeks 
post natal is currently not available from the Ministry of 
Health, 

 

Percentage of eight month infants who have had their 
primary course immunisation (six weeks, three months 
and five month immunisation events) on time.   
2016/17 target: 95% 

 

While the eight-month old immunisation coverage rate in 
MidCentral’s district is relatively high compared to the rest of 
New Zealand, the rate has been a dropping since January 
2017.  Over the 12 months ending June 2017, there were 
2,189 eligible eight month old infants due to have their first 
course of immunisation completed; 93.8 percent (n.2,054) 
were fully immunised on time.  The immunisation coverage 
rate for our Māori infants was considerably lower at 92.2 
percent (n.776) of 842 eligible infants over the 2016/17 year.  
Although there were 66 more eligible Māori infants over this 
year, only 47 more were fully immunised on time compared to 
the 2015/16 year (93.9 percent of 776 infants).  The target 
immunisation coverage rate was essentially achieved for the 
non-Māori population group (94.9 percent). 
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Sudden unexpected death in infancy (SUDI) – deaths 
per 1,000 live births.   
2016/17 target:  ≤0.4 (5-year aggregate rate) 

2011-2015 
combined 

Māori Non 
Māori 

Total 

MidCentral DHB 1.46 
(0.54–3.18) 

- 0.55 
(0.20-1.19) 

New Zealand 1.59 
(1.33-1.86) 

0.38 
(0.31-0.48) 

0.73 
(0.64-0.83) 

SUDI data source:  NZ Mortality Review Data Group and  
Ministry of Health, December 2016 

A small reduction in the number of sudden unexpected deaths 
in infancy (n.6) over this latest five-year period (2011-2015) to 
0.55 per 1,000 total live births (0.63 per 1,000 for the 2010-
2014 period).  However, all SUDI deaths were Māori infants, 
as in the previous period, but the rate per 1,000 Māori live 
births has been slowly reducing; from 2.34 per 1,000 in the 
2005-2009 period to 1.46 per 1,000 Māori live births in this 
latest period.  MidCentral’s rate for Māori infant deaths 
remains lower than the New Zealand average rate, but it is not 
statistically significantly different (there were no sudden 
unexpected deaths in infancy reported for MidCentral district’s 
non-Māori population group). 
MidCentral’s Pepi Haumaru Keeping Babies Safe programme 
continues to be implemented.  Together with providing SUDI 
prevention and education, promoting safe sleep practices, 
reducing infant exposure to tobacco smoke and advising on 
the shaken baby programme, our Pepi pod programme 
enables whānau to access and use a safe sleep space for 
their infants. We distributed 144 Pepi Pods to whānau in our 
district over the year (118 of which were for Māori or Pacific 
whānau); 75 of the Pepi pods were to mothers who smoked 
during pregnancy, and 77 were for infants exposed to second 
hand smoke in the home. 

Proportion of 0 – 4 year population enrolled with the 
child and adolescent oral health service.   
2016 target:  ≥95% 

 

Although there was a small reduction in the proportion of the 
0 – 4 year old population enrolled with the community child 
and adolescent oral health service, the target (95 percent or 
more) rate was essentially achieved for all ethnicity groups 
except Pacific children in the 2016 year.  

Of the projected population of 3,880 Māori children in our 
district, 3,671 (94.6 percent) were enrolled with the service – 
an increase of 67 children compared to the total number of 
Māori children enrolled in the 2015 year. 

Ambulatory sensitive hospitalisations:  0 – 4 year old  
Non-standardised rate per 100,000 Māori population.  
2016/17 target: within 5% of DHB total population rate 

 

The ambulatory sensitive hospitalisation (ASH) rate 
(unstandardised, all conditions) for the 0 – 4 year Māori 
population group has reduced from 6,701 per 100,000 for 
the 12 month period ending March 2016 to 6,340 per 
100,000 over the 12 months ending March 2017.  Although 
this is an improvement, the rate per Māori population was 7.4 
percent higher than the rate for the DHB’s total 0 – 4 year old 
population group (5,904).  However, it was less than the 
national total rate for this period (6,474).   
The rate to March 2017 represented a total of 246 ASH 
events for Māori children over the 12 months (262 in the 
previous 12 months) – predominantly for dental conditions, 
upper and ear nose and throat respiratory infections, followed 
by asthma, gastroenteritis and pneumonia.  

Breast screening two-year coverage rate for eligible 
Māori women aged 50 – 69 years.   
2016/17 target:  ≥70% 

 
Population projections – Statistics New Zealand, 2013 
Census base, 2016 Update, via National Screening Unit. 

Breast screening coverage for eligible Māori women continues 
to slowly increase; from 1,530 in June 2015 to 1,745 Māori 
women screened at the end of June 2017 – 64.9 percent of 
the projected eligible Māori women aged 50 – 69 years.in 
MidCentral’s district.  The screening coverage rate for Māori 
remains lower than the other ethnicity groups; target coverage 
rates continue to be achieved for non Māori and non Pacific 
women. 

Programmes will continue to be implemented to promote 
breast screening including nurse-led programmes that also 
support general practice teams to engage with data matching, 
developing breast screening options for women of the 
Horowhenua district and designated Māori providers following 
up women who have lapsed screening or did not attend their 
appointment. 
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Cervical screening three-year coverage rate for eligible 
Māori women aged 25 – 69 years.   
2016/17 target:  ≥80% 

 
* Data source:  NCSP New Zealand MidCentral DHB 
Coverage report for period ending June 2017. 
Population projections - Statistics New Zealand, via 
National Screening Unit.  2013 Census base, 2016 
Update, adjusted for prevalence of hysterectomy  

The three-year cervical screening coverage rate for Māori 
women continues to be lower than the rates for all other 
ethnicity groups.  Although there were an additional 99 
women screened over the year, the coverage rate remained 
the same for period ending June 2017, at 61.3 percent 
(n.4,522) of 7,379 eligible Māori women aged 25 – 69 years 
(all NZ DHB rate was 65.3 percent for the same period). 

In November 2016, the National Screening Unit (NSU) 
announced the preferred providers to deliver cervical (and 
breast) screening support services as part of the annual 
programme for priority group women. Priority women include 
Māori, Pacific, Asian (for cervical screening), as well as 
unscreened, and under-screened women.  Te Pou Matakana 
is the provider organisation for MidCentral’s district. 
Screening support services provide individually-tailored and 
practical support to a relatively small group of women, such as 
transporting and accompanying women to screening, 
assessment, and treatment appointments, 

Percentage of eligible enrolled Māori population who 
have had their cardiovascular risk assessed within the 
last five years.   
2016/17 target:  ≥90% 

 
Percentage of eligible Māori men aged enrolled with 
the PHO aged 35 – 44 years who have had their 
cardiovascular risk assessed in the last five years.   
Target:  ≥90% 
For period 
ending: 

CVD risk 
assessed 

Number of 
eligible enrolled Percentage 

30 Jun 2016 835 1,360 61.4% 
30 Sep 2016 813 1,350 60.2% 
31 Dec 2016 827 1,354 61.1% 
31 Mar 2017 854 1,358 62.9% 
30 Jun 2017 859 1,363 63.0% 

 

While the target proportion of the total eligible population 
enrolled with Central PHO have had their risk assessed for 
cardiovascular disease (CVD) in the last five years, the 
proportion of eligible Māori remained below target, at 83.7 
percent (n.6,770) of 8,089 enrolled Māori, although this is an 
increase of 318 Māori with completed risk assessments over 
the 12 months to June 2017.  The average across all NZ DHBs 
was 86.6 percent for this period. 

For Māori men aged 35 – 44 years, the rate is considerably 
lower at 63 percent of 1,354 eligible enrolled Māori men in 
this age group.  Efforts will continue to promote and engage 
with younger Māori men to support their cardiovascular 
health, through programmes such as Whānau Ora days, the 
TOA (Tane Ora Alliance) programme, workplace and sports 
arenas. 

 

Percentage of high risk patients who receive an 
angiogram within three days of admission.   
2016/17 target:  ≥70% 

 

Over the year, 75.8 percent (n.25) of 33 Māori admitted to 
hospital with a high risk coronary event, received an 
angiogram within three days of admission – achieving 
target.  Māori represented just over 10 percent of the total 
admissions for such events.  Variation in rates reflects 
small numbers each quarter.  The proportion of total group 
of patients that received their angiogram within three days 
of admissions was 74.9 percent (n.242) of 323 patients 
over the year.  

 
 
 
 

0.0%
10.0%
20.0%
30.0%
40.0%
50.0%
60.0%
70.0%
80.0%

Total Other Asian Pacific Maori

June 2015 June 2016 June 2017

50.0%
55.0%
60.0%
65.0%
70.0%
75.0%
80.0%
85.0%
90.0%
95.0%

Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

2014/15 2015/16 2016/17

Total Māori

0.0%
10.0%
20.0%
30.0%
40.0%
50.0%
60.0%
70.0%
80.0%
90.0%

100.0%

Qtr
1

Qtr
2

Qtr
3

Qtr
4

Qtr
1

Qtr
2

Qtr
3

Qtr
4

Qtr
1

Qtr
2

Qtr
3

Qtr
4

2014/15 2015/16 2016/17

Maori Total Target

56



 
 

MidCentral District Health Board 
 2016/17 DRAFT Annual Report v.02 Page | 21 

Percentage of patients presenting with Acute Coronary 
Syndrome (ACS) who undergo coronary angiography 
have completion of ANZACS-QI ACS and Cath/PCI 
registry data collection within 30 days.   
2016/17 target:  ≥95% 

 

The All New Zealand Acute Coronary Syndrome Quality 
Improvement (ANZACS-QI) database completions were 
completed for all but one of the 31 Māori patients (96.8 
percent) over the year who were transferred to Wellington 
Hospital for their treatment.  Good coordination and 
procedures for the management of data between 
Wellington and Palmerston North Hospitals have ensured 
that expectations for high rates of accurate and complete 
data entered in the national register within the timeframe 
are maintained. 
 
 

Percentage of eligible enrolled population aged 65 
plus immunised for seasonal influenza.   
2016/17 target:  ≥75% 

 
Flu season is usually between 01 March and 31 August each 
year. 

For this latest influenza season (data is to end of July only), 
19,361 (67.8 percent) of the 28,573 eligible enrolled 
population with Central PHO have been recorded as having 
had their vaccination for influenza this year.  While this is 
an increase of 504 people compared to last year, it has just 
kept pace with the increase in eligible population (an 
increase of 2.7 percent or 756 people aged 65 or more).  
The vaccination rate for Māori was well below expectations, 
with 991 (59.3 percent) of 1,672 eligible people 
vaccinated; seven fewer Māori people vaccinated than last 
year but an increase of 102 eligible Māori population. 
Although the number of vaccinated people is likely to 
increase by the end of season, it is not expected to reach 
target level for either the total or Māori population groups, 
despite increased access to the influenza vaccinations that 
was initiated this year whereby accredited community 
pharmacists can provide this service in addition to general 
practice teams (pharmacists’ data is excluded from this 
data set at this time – is included in the National 
Immunisation Register for reporting in subsequent years). 

Number and rate of first hospitalisations for acute 
rheumatic fever, per 100,000 population. 
Target:  ≤0.6/100,000 (n.1) 

2016/17 Result:  1.7/100,000 (n.3) 
2015/16 Result:  1.2/100,000 (n.2) 
(Population projections –DHB Single Year Age-Sex Population 
Projections, 2013 Census Base, 2016 Update) 

There were three cases of initial hospitalisations for acute 
rheumatic fever discharged in the 2016/17 year producing a 
rate of 1.7 per 100,000 population.  All cases were Māori and 
aged between 5 and 14 years of age.  (Rates are subject to 
variation due to small numbers and should be interpreted with 
caution). 
The “Map of Medicine” pathway for the ‘Sore Throat 
Management – Prevention of Rheumatic Fever is available for 
use by General Practitioners.  

Rate of Mental Health Act Section 29 community 
treatment orders per 100,000 population.  (No target). 

 
Data source:  Ministry of Health (PRIMHD), July 2017 and 
Statistics New Zealand population projections 

MidCentral’s rate of compulsory treatment orders for Māori 
per 100,000 is significantly less than the NZ rate, although it 
remains higher than the rate for MidCentral non Māori, as is 
the case for all NZ.  Rates are relatively stable over the four 
periods; MidCentral’s showing a small increase in number 
from 65 Māori in March 2016 to 73 over the 12 months to 
March 2017, producing a rate of 213 per 100,000 Māori 
population (295/100,000 all NZ rate). The number of 
compulsory treatment orders for MidCentral’s non Māori also 
increased from 110 to 126 over the 12 months to March 
2017 – producing a rate of 90 per 100,000 non Māori 
population – lower than the rate for all NZ. 

 

More performance results for the year are presented in the following section – the Statement of Service 
Performance. 
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Statement of Service Performance 
 
 
Measuring our non financial performance 
 
 
A key role of the health sector is to make positive changes to the health status of the population.  Many 
of the determinants of health are influenced by the lifestyle choices, environmental and socio-economic 
status of our population.  While the District Health Board contributes to the prevention of illness and the 
promotion and protection of health and wellbeing in our communities there are other key contributors 
and factors that influence healthy and well communities. Government priorities, national policy and 
decision-making, other public sector and social agencies, and individuals, families and whānau  
themselves all have a part to play in making gains on health status and sustaining a healthy population.   
 
However, as the major planner, funder and provider of publicly funded health services in our district, 
MidCentral DHB is committed to ensuring we deliver on the most effective and efficient health service 
arrangements that we can for our population. Assessments of the health status and needs of our 
population together with understanding the determinants of health and drivers of demand for health 
and disability services inform what and how much we plan, fund and provide with the funds made 
available to us from Vote:Health each year. 
 
As part of our obligation, we monitor our progress toward our strategic intentions identified in our 
Statement of Intent as well as measuring our achievements against the planned activities and services 
(or outputs) that were expected to be delivered in the year in our Statement of Performance 
Expectations. 
 
This Statement of Service Performance is organised into four “Output Classes” Prevention Services, 
Early Detection and Management Services, Intensive assessment and Treatment Services, and, 
Rehabilitation and Support Services.  The service outputs that we measure within each Output Class are 
a logical fit with the population health care continuum as outlined in the following diagram. 
  

 
 
 
The following pages set out in detail how well we did against what we planned for the period from 01 
July 2016 to 30 June 2017 and how we have contributed to our goals (outcomes) for our health care 
system and health service users, as summarised in the following diagram.  It also shows the links 
between what we are seeking to achieve as our contribution to New Zealanders living longer, healthier 
and more independent lives and to the health system being cost effective and supporting a productive 
economy.  The links to the New Zealand Triple Aim for Quality Improvement are also shown, identifying 
the goals of improved quality, safety and experience of care, improved health and equity for all 
populations, and, best value from public health system resources. 
 
Overall, we invested around $626 million across the four output classes for the delivery of health and 
disability support services in our district over the 2016/17 year.   
  

PREVENTION SERVICES
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REHABILITATION AND SUPPORT SERVICES
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IIMMPPRROOVVIINNGG  OOUURR  PPEERRFFOORRMMAANNCCEE  ––  OOUUTTCCOOMMEESS  FFRRAAMMEEWWOORRKK  

  

 

Health system outcomes 
New Zealanders live longer, healthier and more 
independent lives 

The health system is cost effective and supports a 
productive economy 

 

Ministry of Health outcomes 
Health services are clinically 
integrated, more convenient and 
people-centred 

New Zealanders are healthier and 
more independent 

The future sustainability of the health 
system is assured 

 

Health sector quality and safety outcomes (NZ Triple Aim) 
Improved quality, safety and 
experience of care 

Improved health and equity for all 
populations 

Best value from public health system 
resources 

 

MidCentral system outcomes   (What we are seeking to achieve) 
Enhanced effectiveness of health and 
disability services 
Supported, capable workforce 
Patients have a positive experience of 
care  
People are treated and cared for in a 
safe environment and protected from 
harm 
Better coordinated and clinically 
integrated services 
Safer medicine management 

Enhanced quality of life for people with 
long term conditions  
Reduced disparities in population 
health  
Reduced premature deaths 
Reduced hospital admissions 
Protected healthy environments 

Improved partnerships 
Enhanced financial sustainability 
Better alignment of resources  
Improved efficiency 
Reduced waste 
Affordable, connected services 

 
 

Consumer and community outcomes   (How we will demonstrate our success) 
Output class: 
Prevention services 

Output class: 
Early detection and 
management 

Output class: 
Intensive assessment & 
treatment 

Output class: 
Rehabilitation and 
support 

Environmental hazards and 
communicable diseases are 
minimised  
People are healthier and 
take greater responsibility 
for their own health 
Newborns are enrolled with 
all well child services 
Health risks to children and 
young people are reduced 
More women participate in 
screening programmes 

Fewer people are admitted 
to hospital with ‘avoidable’ 
conditions  
More people better manage 
their long term conditions 
People can access urgent 
care closer to home 
Children and young people 
have better oral health 
People are supported to 
make informed decisions 
about their health care  

People have shorter waits 
for specialist assessment 
and treatment 
People stay safe in hospital 
People can access services 
when they need them 
People have evidence-
based, clinically effective 
health care services 
delivered on time  

People are supported to 
maintain optimal functional 
independence and quality of 
life 
People with disabilities have 
access to choice and 
control of the supports they 
receive and the lives they 
lead 
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Notes on data  
 
The output measures reflect the key activities with the potential to make the greatest contribution to health and 
wellbeing in the shorter term, and to the health outcomes we are seeking over the longer term.  They also include 
some specific volume measures which indicate the level of ‘demand driven’ services to which the DHB has to 
respond and estimates of demand for the coming year are made rather than a set target.  In setting performance 
targets, we considered the changing demographics of our population, increasing demand for health services and 
recognised that funding is finite.  Targets tend to reflect the objective of maintaining or increasing performance 
levels against growth in demand coupled with expectations around managing capacity, access and 
responsiveness as well as ensuring productivity and quality of service.  There are also measures where the DHB 
wishes to monitor differences between ethnicities and in particular to reduce inequalities between the health 
status of Māori and non-Māori, but this does depend on the accuracy and consistency of various data collections.  
One of the key aspects of measuring our performance is to monitor and evaluate our performance over time, 
identifying trends and patterns and in some instances comparing our performance relative to other District Health 
Boards.  We may therefore not always expect to seek a change in a desired direction or services funded based on 
the activities and results of one year. 

In some instances this Statement of Service Performance includes updated data for the previous year’s actual 
result where necessary – either to reflect changes in methodology for measurement or updated to reflect more 
complete data for the reporting period.  There may also be instances where the estimates or targets that were set 
for some annual outputs in the 2016/17 Statement of Performance Expectations became less relevant as new 
information or other changes were introduced subsequent to publication of the Annual Plan.  This is noted in the 
Statement of Service Performance where applicable. 

While we have made every effort to ensure the data reported here is complete and accurate at the time of 
reporting, we have also noted where there may be irregularities or changes to a particular measure.  Some 
measures rely on national data sets. This means there is a lag in the reported result – wherever possible a 12 
month period is covered to the latest available date, and noted accordingly.  Further, some services funded by the 
DHB are provided by third parties. Performance results reported can be affected by a lag in invoicing, claims, or 
reporting of their data.       
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Output Class: Prevention Services 
 
Why are prevention services important? 
 
Prevention services help to protect and promote the health in the whole population by targeting 
individual behaviours and the physical and social environments that support people to make healthy 
choices and that contribute to the overall health and wellbeing of our population.  They include health 
promotion and education activities to ensure that illness is prevented and inequalities in health 
outcomes are reduced, statutorily mandated health protection services to protect the public from 
environmental risk and communicable diseases, and, health protection services such as immunisation 
and screening programmes. 
 
What do we want to achieve?  (Outcomes) 
 
People are protected from environmental hazards and communicable diseases are minimised 
Reduced disparities in population health 
Reduced premature deaths 
Protected healthy environments 
 
How will we know we are making a difference? (Impacts) 
Fewer people experience vaccine preventable diseases 
People are healthier and better supported to manage their own health 
Fewer children are overweight or obese 
Children entering school are ready to learn 
Fewer people take up smoking tobacco and quit attempts are made by more current smokers 
All eligible newborns are enrolled early with universal screening and well child services 
More babies are breast fed up to six months of age 
More women participate in breast and cervical screening programmes 
 
What did we spend on Prevention Services? 
 

Revenue and Expenditure by Output Class:  
Prevention services 

2016/17 
Revenue Expenditure 

$000 $000 
Health promotion and education 5,161 5,422 
Statutory regulation, environmental health 4,164 4,343 
Population based screening 5,379 6,017 
Immunisation 1,037 1,102 
Well child services 1,915 2,018 
Total Prevention services 17,656 18,902 

 

What difference have we made so far? 
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Output:  Health Promotion and Education 
Description 
Health promotion services support individuals, families/whānau and communities to take control over the factors 
that influence their health. Health promotion staff utilise the Ottawa Charter and Te Tiriti o Waitangi and other 
equity tools as frameworks to improve health and to reduce inequality, focusing both on healthy lifestyles and on 
the physical and social environments in which people live, work and play. This involves advocacy for healthy public 
policy and for healthy, sustainable communities as well as providing education around risk factors and behaviours 
that contribute to health and wellbeing. 

 
Strategic Objectives: 

 More people, including pregnant women, who smoke tobacco are advised to quit and referred to smoking 
cessation support services  

 More people take up healthy lifestyle choices, nutrition and physical activity 
 Whānau centred approaches promote and sustain health and wellbeing, and improve access to health and 

disability services for Māori 
 Children and young people can readily access health services in schools 

2016/17 Output measures and results Impact measures and results 

Number of PHO enrolled population aged 15-74 years 
identified as a “current smoker” *D 
 2014/15 

Actual 
2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

Māori 4,976 6,846 5,900 6,950 
Non Māori  12,458 15,416 13,000 15,243 

Estimate achieved?  No. Fewer non Māori and more 
Māori recorded as current smokers over the last 15 
months to June 2017 than the previous year, but 
remains well above the ambitious estimated target 
(although the estimations were based on the results 
prior to introduction of the changed definition to 
include the 15 month period). 

Decreased proportion of PHO enrolled population 
(aged 15-74 years) recorded as “current smokers” 

 2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

Māori 34.6% 37.1% <30% 36.9% 
Non Māori  15.3% 16.6% <12% 16.3% 

Targets achieved?  No, but a small reduction 
compared to the 2015/16 year; the target was based 
on earlier results and definition covering a 12 month 
period and adjusted for count of patients estimated to 
have been seen by a health care practitioner over that 
period – the 2016/17 result reflects the changed 
definition to include enrolled population aged 15 – 74 
years recorded as a current smoker over the last 15 
months). 

By the end of June 2017, 19,930 people aged 15 to 74 
years who were enrolled with the Central Primary Health 
Organisation (PHO) were offered brief advice and help to 
quit smoking by a primary health care practitioner.  This 
represented 89.8 percent of those recorded as current 
smokers within the last 15 months (n. 22,193) – 
essentially achieving target. This was another 562 
people offered brief advice compared to the total at the 
end of June 2016.  The proportion of Māori offered brief 
advice was lower, at 87.1% relative to the non-Māori 
group (91.1%).  There was a small reduction in the 
number of (n.69) current smokers recorded with the 
PHO. 

Of the 1,657 pregnant women who were seen by Lead 
Maternity Carers over the year, 15.4 percent (n.256) 
identified as current smokers; 93.8 percent were offered 
brief advice and support to quit smoking – achieving 
target.  The smoking prevalence rate among Māori 
pregnant women was much higher at 35.5 percent of the 
262 women seen; 94.6 percent of whom were offered 
advice and support to quit.  Twenty-one percent of the 
total number of women accepted cessation support 
services.   

A high percentage of patients who smoke being 
offered advice and support to quit smoking is 
maintained 

 2016/17 
Targets 

2016/17 
Result 

Maternity >90% 93.8% 
Primary >90% 89.8% 
Secondary >95% 94.3% 

Targets achieved?  Partially 
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 Increased percentage of PHO enrolled population 
identified as current smokers who have been given or 
referred to cessation support services in the last 15 
months. 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

11.1% 13.5% ≥20% 19.9% 

Target achieved?  No, but very close, with a notable 
improvement over the year; 4,415 of the 22,193 
current smokers were recorded as having taken up 
smoking cessation support services as at the end of 
June 2017. 

Number of pregnant women seen by Lead Maternity 
Carers who identified as current smokers 

 2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

Māori 103 112 110 93 
Non Māori  203 163 165 163 

Estimate achieved?  Yes – slightly fewer than 
estimated, although this may be influenced by one 
large Independent Midwives (Lead Maternity Carers) 
practice ceasing data entry into the Midwifery and 
Maternity Providers Organisation (MMPO) database in 
June with a change to their maternity information 
system.  This practice has a high proportion of Māori 
women being seen by their LMCs. 

 

Increased percentage of pregnant women identified 
as current smokers and seen by Lead Maternity 
Carers who were offered smoking cessation services 

 2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

Māori 93.2% 78.6% >90% 76.3% 
Non-Māori 84.2% 69.3% >90% 66.9% 

Target achieved?  No.  Small decline on the reported 
rates for 2015/16 for both Māori and non-Māori 
women seen by Lead Maternity Carers compared to 
2015/16.  There were 50 fewer women identified as 
current smokers in 2016/17 but 87 fewer were 
recorded as having been offered smoking cessation 
support relative to the 2014/15 year.  The difference 
is more marked for Māori women.  As noted at left,  
this may be influenced by one large Independent 
Midwives (Lead Maternity Carers) practice ceasing 
data entry into the Midwifery and Maternity Providers 
Organisation (MMPO) database, which is the only 
source for this data, as provided by the Ministry of 
Health. 

 Lower percentage of MidCentral DHB domicile infants 
aged less than 1 year discharged from hospital with a 
record of secondary exposure to tobacco smoke. 

 2014/15 
Actual 

2015/16 
Actual * 

2016/17 
Target 

2016/17 
Result 

Māori 10.3% 10.2% <10% 8.3% 
Non-Māori 3.7% 4.0% <3.5% 3.0% 

* 2015/16 results updated subsequent to publishing the 2015/16 
Annual Report and preparation of the 2016/17 Annual Plan. 
Estimates achieved?  Yes, but these results may 
change as outstanding 2016/17 discharges are 
coded for the full year (2% of total records uncoded at 
time of these results).  Of the 2,801 infants whose 
discharge records have been coded for the 2016/17 
year, 133 were noted as having been exposed to 
tobacco smoke, 57% of which were Māori infants.  
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Average number of PHO enrolled patients being seen 
by clinical dieticians and/or by physical activity 
educators each quarter. 
 2014/15 

Actual 
2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

Māori 230 207 240 282 
Non Māori  639 618 630 810 

Estimates achieved?  Yes – exceeded. 

Increased proportion of PHO enrolled patients being 
seen by clinical dieticians and/or by physical activity 
educators who identify as Māori 

 2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

Dieticians 25.8% 24.9% ≥27% 26.1% 
Educators 27.6% 25.6% ≥26% 24.9% 

Targets achieved?  No, not quite.

 

Number of referrals to Green Prescription 
programmes (Adults and Active Families) for 
additional physical activity support  
 
 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

Māori 326 451 550 438 
Non Māori  1,042 1,065 1,025 1,276 

Estimates achieved?  Partially – 198 more people 
than the estimated total target were referred to the 
Green Prescription programme – but not as many 
Māori as anticipated. 
There was an increase in the number and proportion of Māori clients seen by the dieticians, and although 
more Māori were seen by the Physical Activity Educators over the year, they were proportionately fewer than in 
previous years.  The new health target that calls for family-based referrals and interventions related to “raising 
healthy kids” (childhood obesity) has influenced the increase in the number of people being seen by the 
dieticians.  Also, the alternate programmes for Māori men (Tane Ora Alliance) and for adults, children and 
teens referred to the Green Prescription Programme, together with participation in the Whānau Tri programme 
provided through Sport Manawatu have influenced the change in pattern of services delivered by Central PHO 
Dieticians and Physical Activity Educators – particularly the latter. 

Number of HEEADSSS wellness assessments 
undertaken with Year 9 students attending a 
secondary school (in a calendar year) 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

447 408 *C15 400 545 *C16 

Estimate achieved?  Yes – exceeded with more 
students enrolled than anticipated.  Almost all of the 
Year 9 students at the secondary schools, alternative 
education and teen parent units where School Based 
Health Services were provided, had a HEEADSSS 
(Home, Education/Employment, Eating, Activities, 
Drugs and Alcohol, Sexuality, Suicide and 
Depressions, Safety) assessment completed.  

A high proportion of Year 9 students attending a 
decile 1–3 secondary school receiving a health 
assessment by the school based health service 
(SBHS) is maintained throughout each calendar year 
Target: ≥95% 
2016 Result:  99.5% 
Target achieved?  Yes – 545 of the eligible 548 
enrolled school students had an assessment using 
the HEEADSSS tool for the early identification of 
health and wellbeing issues or concerns of young 
people. 
 
 

 

Notes:    
*D refers to a technical change in the definition applying to the “Better help for smokers to quit” health target, as advised by the 

Ministry of Health that applied from July 2015 to primary care component of the target, to cover a 15 month period.  Thus, 
numbers and rates are not comparable to prior years. 

* technical changes to the definition and methodology for the primary component of the health target applies from July 2015, as 
advised by the Ministry of Health – eligible period for having provided brief advice and support to quit extended to 15 month 
(rather than 12 months), and, “seen by a health practitioner” wording is removed 

*C15 / *C16  refers to the 2015 and 2016 calendar years 
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Output: Health Protection, Regulation, Environmental Health and 
Communicable Disease Control 

Description 
Health protection services work within the framework created by various health-related legislation, including the 
Health Act (1956), Sale and Supply of Liquor Act 2012 and Smokefree Environments Act 1990 and their 
associated regulations. The emphasis is around increasing compliance with the legislation in order to protect the 
health of individuals and of communities. This involves working with a range of agencies to maintain a healthy 
physical environment, ensuring that food and water are safe to consume, that communities are protected from 
hazardous substances and are as prepared as possible for emergencies such as earthquakes, floods and 
pandemics. The regulatory function includes oversight of the sales and supply of liquor and tobacco in accordance 
with legislation through controlled purchase operations.  Surveillance and control of communicable diseases such 
as tuberculosis, measles and influenza are also important functions, with immunisation a key tool in maintaining a 
healthy population (see separate immunisation output section). 
 

Strategic Objectives: 

 Communicable disease outbreaks are prevented or brought under control in a timely manner 
 Fewer people are admitted to hospital for acute rheumatic fever 
 Fewer people contract sexually transmitted infections 
 Potential harm from consumption of tobacco, alcohol and psychoactive substances by young people is 

reduced 
 Population health is protected from potential harm through monitoring compliance with legislation 
 Safer drinking water 

2016/17 Output measures and results Impact measures and results 

Number of sore throat tests (lab data) completed 
testing for rheumatic fever *R 
No target:  baseline to be established in 2016/17 
year. 

Maintain a low crude rate of first hospitalisations for 
acute rheumatic fever per 100,000 population  
Target:  ≤0.6 (n.2) 
2015/16 Result: 1.2 (n.2)  
2016/17 Result: 1.7 (n.3) 
Target achieved?  No.  One additional case of a first 
hospitalisation for acute rheumatic fever occurred 
over the year, but the MidCentral district remains a 
low incidence DHB and rates should be interpreted 
with caution due to low numbers. 

Number of compliance reports on drinking water 
supplies provided to the seven local authorities 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

33 33 33 33 
Target achieved?  Yes – sustained. 

Maintain a high proportion of the population served 
by registered suppliers who have achieved standard 
for bacteriologically-compliant drinking water 

2013/14 
Actual 

2014/15 
Actual  

2016/17 
Target 

2015/16 
Result * 

89.6% 84.1% >80% 88.4% 
* Data source:  Annual Report on Drinking Water Quality, 2015-
2016, published April 2017, Ministry of Health.  Based on 32 
Distribution Zones.  Data is lagged by one year.  
Target achieved?  Yes.  An additional small 
distribution zone serving a population size of 300 was 
included with this data set for the 2015/16 year, 
which was compliant with the standard for bacteria.  
One distribution zone in a medium sized local 
authority area met the standard for bacteriological 
compliance in the 2015/16 year where they had not 
in the previous year.  
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Average number of laboratory confirmed cases for 
Chlamydia and Gonorrhoea per quarter *M 
 
 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

Chlamydia 293 266 n/a 280 
Gonorrhoea 23 17 n/a 20 

Comment:  Increase in sexually transmitted infections 
over the year with another 16 laboratory confirmed 
cases of chlamydia and an additional 23 cases of 
gonorrhoea reported relative to the 2015/16 year, 
but less than the number of cases reported in the 
prior years (chlamydia and gonorrhoea total cases:  
1,264 in 2014/15 and 1,163 in 2013/14) 
 
   
 
 
 
Data source:  ESR - STI Lab Surveillance: Quarterly Report – 
MidCentral DHB (Sept 2017) 

Lower rates of laboratory confirmed chlamydia and 
gonorrhea per 100,000 population *M 
Average rate per 100,000, per quarter (No Targets) 

Chlamydia 2014/15 
Actual *  

2015/16 
Actual * 

2016/17 
Result * 

MidCentral 172 
(156 – 190) 

160 
(139 – 178) 

160 
(145 – 177) 

New Zealand 
(estimate) 161 165 160 

 

Gonorrhoea 2014/15 
Actual * 

2015/16 
Actual * 

2016/17 
Result * 

MidCentral 14 
(11 – 17) 

8 
(4 – 11) 

11 
(5 – 17) 

New Zealand 
(estimate) 18 20 23 

*  In the absence of The Sexually Transmitted 
Infections in New Zealand: Annual Surveillance 
Reports for 2015 and 2016 not being published by 
Institute of Environmental Science and Research Ltd. 
(ESR), the rates reported here are an average per 
quarter across the fiscal year (as reported by ESR - STI 
Lab Surveillance: Quarterly Report)  

Number of communicable disease (notifiable cases) 
notified to the Medical Officer of Health*N 
No Target  

2013/14 
Actual *C13 

2014/15 
Actual *C14 

2015/16 
Actual *C15 

647 548 482 

Comment:  Reducing number of notifiable cases of 
diseases each year.  The most common diseases 
reported in 2015 were campylobacteriosis (40.7 
percent of total cases), gastroenteritis, 
cryptosporidiosis and salmonellosis.  There was a 
significant increase in the number of legionellosis 
notifications during 2015 (3 in 2013 and 5 in 2014).  
The increase is likely due to MidCentral’s participation 
in the LegiNZ study (which began in May 2015, along 
with 19 hospitals in 16 other DHBs), which involved 
testing hospitalised patients with suspected 
pneumonia for Legionella. MidCentral’s notification 
rate per 100,000 population was the highest in 2015 
at 13.9, followed by four other DHBs who also 
participated in the LegiNZ study (10.4, 8.0, 7.7 and 
7.4 per 100,000 respectively). 

Maintain a high proportion of communicable disease 
notifications for which follow up is complete (to PHS 
Standard Operating Procedures) 
Target:  >95% 
2016/17 Result:  98% 

Target achieved? Yes 

 

 

 

Number of tobacco retailers visited during Controlled 
Purchase Operations (MidCentral district only) 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

88 105 40 *A 59 
Target achieved?  Yes – surpassed.  The service was 
able to complete slightly more than the reduced 
number of CPOs that were expected with less of an 
impact resulting from the liquor licensing 
requirements. 
 

Increased percentage of “never smokers” among Year 
10 students, each calendar year (population estimate 
based on sample prevalence)*T 

Māori  2014/15 
Actual *C14 

2015/16 
Actual *C15 

2016/17 
Result *C16 

MidCentral 64.4% 
(58.2% - 70.2%) 

61.3% 
(54.3% - 67.9%) 

64.4% 
(58.3% - 70.1%) 

New Zealand 56.7% not available not available 
 

Non-Māori  2014/15 
Actual *C14 

2015/16 
Actual *C15 

2016/17 
Result *C16 

MidCentral 81.6% 
(78.6% - 84.2%) 

80.8% 
(77.1% - 84.1%) 

84.3% 
(81.5% - 86.8%) 

New Zealand 82.1% not available not available 

Note:  2015 and 2016 ASH survey data for New Zealand rates was 
not available at time of report. 
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There were 1,321 participants from 14 schools in the 
2016 snapshot survey of Year 10 students 
undertaken across MidCentral’s district, 354 (26.8) of 
whom were Māori.  There was a 50 percent increase 
in the sample number of respondents in 2016 than 
there were in 2015 (n.876) and the ratio between 
male and female respondents was more evenly split 
than in 2015, when two-thirds of the total 
respondents were female.  In the 2016 survey, there 
was an overall increase in the proportion of the 
sample group who noted that they had never smoked 
compared to earlier years, particularly the non-Māori 
students. Smoking was more prevalent among Māori 
students: 62.9% of 175 females and 65.9% of 179 
males noted that they had never smoked.  

 
Number of licensed premises visited during alcohol 
Controlled Purchased Operations (MidCentral district 
only) 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

97 113 50 *A 120 

Target achieved?  No – exceeded. 
Although the number of premises to be visited in the 
2016/17 year was originally thought would be halved 
due to the liquor licensing requirements and effect on 
the available workforce, in fact the number visited 
was similar to the previous year.  There were seven 
alcohol Controlled Purchase Operations visiting 120 
premises.  Two operations were in the Horowhenua 
(33 premises); one each in the Manawatu (21 
premises) and Tararua (16 premises) and three in the 
Palmerston North area (50 premises). 
 
 
 
 

Maintain a low proportion of alcohol controlled 
purchase operations (CPOs) that result in sales to 
minors  

2014/15 
Actual 

2015/16
Actual  

2016/17 
Target 

2016/17 
Result  

9.3% 7.0% ≤5% 10% 

Target achieved?  No.  There were seven Controlled 
Purchase Operations across the district visiting 120 
premises over the year; two in Horowhenua, one each 
in Manawatu and Tararua and three in Palmerston 
North.  Of the 120 premises visited, 12 (10%) failed 
to meet the regulations resulting in sales to minors.  
The failure rate varied significantly from operation to 
operation – ranging from zero failures out of 17 
premises visited to four out of eight.  The worst result 
was an operation targeting Sports Clubs, which had 
not been scrutinised as much in the past and had 
clearly let practices slip.     
The outcome of all the failures would be a licence 
suspension for the premises and for the Duty 
Manager.  The duration is negotiated by the Police 
(confirmed by the Alcohol Regulatory and Licensing 
Authority) and varies depending on the type of 
premises, whether it’s a repeat offence and any other 
mitigating or exacerbating factors. 

 

Notes: 
*A Number of visits planned to reduce over the 2016/17 year due to increased workload to meet requirements for liquor licensing 
*T No target is set for this indicator as we are monitoring trends over time and relativity to national rates for this age group 
*M  No target is set for this indicator as we are monitoring trends over time.  Rates are influenced by testing rates, which we expect 

will increase and may lead to increased levels of detection rather than an increase in actual burden of disease.  (Ref: Institute of 
Environmental Science and Research Limited, Sexually Transmitted Infections in New Zealand – Annual and Quarterly 
Surveillance Reports) 

*N For consistency in timing and count of reported eligible cases of notifiable diseases, the results shown have changed from that 
reported in previous Annual Reports and the 2016/17 Annual Plan.  This data is now sourced from the Public Health 
Surveillance publications Notifiable diseases in NZ Annual Reports available on the ESR (The Institute of Environmental Science 
and Research) website.  Note:  reported result for 2015 in the 2016/17 Annual Plan preceded publication of the 2015/16 
Annual Report and the corrected figure for 2015 is as reported above (Notifiable diseases in NZ Annual Report 2015, published 
November 2016). Data is reported by calendar year and lagged by one year due to publishing dates. 
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Output:  Population Based Screening 
 

Description 
Screening programmes can detect some conditions and reduce the chance of developing or dying from some 
conditions. In some cases (for example, breast screening), screening may detect cancer at an early stage. In 
others (such as newborn metabolic screening) screening may find conditions which can be treated before the 
baby develops a preventable illness or disability. 

Strategic Objectives: 
 More eligible women participate in the breast and cervical screening programmes 
 Early identification of potential hearing loss/deficits in newborn babies 
 Infants identified with a hearing deficit are referred early for appropriate specialist assessment and treatment 

2016/17 Output measures and results Impact measures and results 

Cervical screening adequacy: proportion of total 
smears taken that are “satisfactory” 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

98.0% 98.1% ≥97% 97.8% 

Target achieved?  Yes.  Sustained quality of smear 
taking practises. 

Increased 3-year coverage rate (%) of women aged 25 
– 69 years participating in the cervical screening 
programme (hysterectomy adjusted population) * 

 2014/15 
Actual  

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

Māori 66.2% 62.9% ≥80% 61.3% 
Non-Māori 76.2% 78.2% ≥80% 77.5% 
Total 74.6% 75.7% ≥80% 74.7% 

* as at end June 2015, 2016 and 2017 
Targets achieved?  No.  Of the projected eligible 
43,150 women aged 25 – 69 years as at the end of 
June 2017, 32,248 (74.7%) had been screened in the 
last three years – similar the national average 
(75.0%) but still not to target.  Coverage rates for 
Māori, Asian and Pacific women continue to be 
significantly lower than women of Other ethnicities 
(61.3%, 62.6% and 69.7% respectively). 

 
Data source:  NCSP DHB coverage for women aged 25-69 screened 
in the 36 months to 30 June 2017, as at 25 July 2017 (population 
projections based on Statistics New Zealand 2016 update to 2013 
Census)     

Number of DHB of domicile women aged 25 – 69 yrs 
screened (Cervical screening programme, 36 month 
coverage) * 

 2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

Māori  4,527 4,423 4,960 4,522 
Non Māori 26,773 27,803 28,180 27,726 
Total 31,300 32,226 33,140 32,248 

* as at end June each year.   
Estimate achieved?  No. 
 
 

 

Number of DHB of domicile women aged 50 – 69 yrs 
screened (Breast screening programme, 24 month 
coverage) 

 2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

Māori  1,530 1,654 1,720 1,745 
Non Māori 14,576 14,772 15,280 14,933 
Total 16,106 16,426 17,000 16,678 

Estimate achieved? Partially, with more Māori women 
screened by June 2017 than estimated, although the 
number of women screened increased across all 
ethnicities.  

Increased 2-year coverage rate (%) of women aged 50 -
69 years participating in the breast screening 
programme  

 2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

Māori 61.9% 64.6% ≥70% 64.9% 
Non-Māori 77.4% 77.1% ≥70% 77.4% 
Total 75.6% 75.6% ≥70% 75.8% 

Targets achieved?  Partially, with proportionately more 
non-Māori women screened than the target coverage 
rate.  Although a small increase, the breast screening 
coverage rate for Māori women remained below target. 
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* Total includes women of unknown ethnicity, and therefore is 
greater than the sum of Māori, Pacific and Other 

 
Total number of newborn universal hearing screening 
tests completed 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

1,541 1,945 1,965 1,938 

Estimate achieved?  Just short of estimated volume 
and slightly fewer than the previous year.  Another 50 
families with babies were offered screening this year 
compared to last year; the number of those who 
declined the hearing screening (n.8 / 0.39 percent) 
was similar to the 2015/16 year (n.9 / 0.45 percent 
declined the offer). 
 

Increased proportion of registered newborns offered 
hearing screening being screened within one month 
of birth (excluding declines) 

 2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

Total 76.0% 97.6% ≥90% 94.8% 

Target achieved?  Yes 
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Output:  Immunisation 
 

Description 
Publicly funded immunisation services provide National Immunisation Schedule vaccinations together with a 
range of education and support services to ensure a high immunisation coverage rate for the district’s population 

Strategic Objectives: 
 High immunisation coverage rates for children by the time they are 8 months old and at the 24 month 

milestone age 
 More older people take up the opportunity to be vaccinated against seasonal influenza  
 Fewer hospitalisations for vaccine preventable disease and pneumonia 

 2016/17 Output measures and results Impact measures and results 

Number of eligible 8 month old infants fully 
immunised by their milestone age in the year 

 2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

Māori 708 729 770 776 
Non Māori 1,284 1,278 1,285 1,278 
Estimate achieved? Partially.  More Māori infants 
were fully immunised on time than estimated, but 
slightly fewer non Māori infants. 
 

Maintain a high percentage of eligible 8 month old 
infants who receive their first course immunisations on 
time  

 2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

Māori 93.5% 93.9% ≥95% 92.2% 
Non Māori 94.6% 95.2% ≥95% 94.9% 
Total 94.2% 94.8% ≥95% 93.8% 

Target achieved? No, although close for the non-Māori 
population group.  MidCentral’s immunisation coverage 
rates were nonetheless higher than the national rates for 
Māori (89.3%) and non Māori (93.3%) population groups. 

 
Number of DHB resident newborns recorded on the 
National Immunisation Register (NIR) at end of June 
each year 

 2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

Māori 652 703 670 713 
Total 2,049 2,195 2,080 2,174 

Estimate achieved? Yes, exceeded the estimated 
number of newborns recorded on the National 
Immunisation Register over the year – slightly less 
than in the 2015/16 year in total, but more Māori 
newborns. 
 
 

Reduced average rate of “immunisation declines” at 8 
month milestone age and 24 month milestone age 

 2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

8 months 3.9% 2.6% ≤3.0% 3.7% 
24 months 3.1% 3.1% ≤2.9% 3.7% 

Targets achieved?  No.  Both the number and rate of 
parents/caregivers recorded as having declined at least 
one of the three vaccinations due across the 
immunisation course have increased; from 56 (2.6%) 8 
month old infants in the 2015/16 year to 80 (3.7%) 
over 2016/17.  For two year old infants, the decline 
numbers and rate increased from 69 (3.1%) in 
2015/16 to 81 (3.7%) in 2016/17.  The public anti-
immunisation campaign is thought to have had some 
influence on the increase in the number of infants who 
are declined their immunisations.  The decline rate was 
also impacted by a change in nursing staff for the 
Outreach Immunisation Team and the experienced 
Immunisation Coordinator resigning from the position in 
late 2016, which took some time to replace,    
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These factors, together with the influenza season and 
resources of the Immunisation Team being diverted to 
train accredited pharmacists in 2017 contributed to the 
increase in the number of “declines”.  However, 
MidCentral’s decline rates were slightly less than the 
national rates for both the eight-month and two year old 
milestone ages (3.9% and 4.2% respectively). 

Number of eligible 2 year old children fully immunised 
by milestone age in the year  

 2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

Māori 784 724 750 773 
Non Māori  1,273 1,376 1,360 1,273 

Estimate achieved?  Partially.  More Māori infants 
were fully immunised on time than estimated, but 
fewer non Māori infants.  There were however, 96 
fewer eligible non Māori and 57 more eligible Māori 2 
year old infants than anticipated for this year. 

 

Maintain a high percentage of eligible 24 month old 
children who receive their immunisations on time  

 2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

Māori 96.1% 94.8% ≥95% 94.2% 
Non Māori 95.3% 95.8% ≥95% 94.9% 
Total 95.6% 95.4% ≥95% 94.6% 

Target achieved? No, but close, although rates dropped 
across the population groups compared to the 2015/16 
year (data as at 10 July 2017). 

 
 Maintain a high percentage of eligible five year old 

children who are fully immunised on time 
 2014/15 

Actual 
2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

Māori 91.3% 93.1% ≥95% 93.5% 
Non Māori 91.3% 92.6% ≥95% 92.7% 
Total 91.3% 92.7% ≥95% 93.0% 

Target achieved?  No.  Note the target increased from 
90 percent in earlier years to 95 percent as at end June 
2017.  

No significant change in on time immunisation rate for 
5 year old children over the 2016/17 year.  The 
parents/caregivers of seven children had them opted 
off the National Immunisation Register, while they 
declined immunisation for 113 children at this 
milestone age (4.9% of the total 2,297 eligible children).  
However, MidCentral’s immunisation coverage rate was 
higher than the national rate (88.4%), also with a 4.9% 
decline rate for the 12 months ending June 2017. 

Number of eligible girls who received their 3rd dose of 
HPV vaccine 
2014/15 
Actual*D14 

2015/16 
Actual*D15 

2016/17 
Estimate 

2016/17 
Result 

656 *O1 713 *O2 740 728 *03 

Target achieved?  No, just short of estimated number 
of girls but a small increase on the total number of 
girls vaccinated in the 2015/16 year.  The expected 
coverage rate was achieved by end of June 2017. 
 

Increased coverage rate of eligible girls fully immunised 
with third dose of Human Papillomavirus Vaccine (HPV ) 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

58% *D14 69% *D15 ≥70% 72.1% 

Target achieved?  Yes.  Of the 1,010 eligible girls (2003 
birth cohort) 728 (72.1%) were fully immunised with the 
human papillomavirus vaccine as at the end of June 
2017; 63 (6.2%) declined this vaccination.  There were 
high coverage rates for Māori (90.7%) and Pacific 
(95.0%) girls. 
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Number of PHO enrolled population aged 65+ years 
vaccinated for seasonal influenza 

 2014/15 
Actual*S15 

2015/16 
Actual*S16 

2016/17 
Estimate 

2016/17 
Result*J17 

Māori 892 949 1,085 991 
Non Māori 17,071 18,005 19,645 18,144 

Target achieved?  No, although there was an increase 
in the number of older Māori and non-Māori people 
enrolled with Central PHO vaccinated against 
seasonal influenza this year compared to the 
2015/16 year.  
(*J17:  Note the 2017 figures are reported for the period ending 
July 2017; there may be others vaccinated toward the end of the 
influenza season that will not be captured in this data). 

Increased proportion of PHO enrolled population aged 
65+ years will be vaccinated for seasonal influenza 

 2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

Māori 57.8% 63.6% ≥70% 59.3% 
Non Māori 66.6% 68.0% ≥75% 68.3% 
Total 66.1% 67.8% ≥75% 67.8% 

Targets achieved?  No – retained coverage rate as at 
end July 2017 (this may increase as those who may be 
vaccinated in August toward the end of influenza 
season will not be captured in this data).  
There was a 2.7% increase in the eligible population 
enrolled with Central PHO as at end July 2017; the 
proportion of those vaccinated for seasonal influenza 
kept pace with that increase, with an additional 504 
older people taking up the offer of free ‘flu vaccinations 
compared to the number in 2015/16.  The coverage 
rate for older Māori people continues to be well below 
that of non Māori people.   

 

Percentage of MidCentral DHB population coverage 
for influenza vaccination distribution is at least 
comparable to New Zealand for the season 

 2014/15 
Actual*A14 

2015/16 
Actual*A15 

2016/17 
Target 

2016/17 
Result 

MidCentral 25% 27% ≥28%  
New Zealand 27% 27% n/a  

Target achieved?  Not yet available from Ministry of 
Health 
 

 
Notes:   
*01, *02 and *03 refers to birth cohorts for 2001, 2002 and 2003 respectively for eligible 12 year old female population 
*S14 and *S15 refers to influenza season to end September 2014 and 2015 
*D14 and *D15  refers to reported vaccination events for period ending December 2014 and December 2015.  Data source:  Ministry 
of Health -  Single cohort HPV immunisation coverage at DHB level using the Census estimated population projection 
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Output:  Well Child Services 
 

Description 
The Well Child/Tamariki Ora (WCTO) service framework covers screening, education and support services offered 
free to all New Zealand children from birth to five years, and their families/whānau.  Well child services include 
health education and promotion, health protection and clinical assessment, and family/whānau support. The 
services also ensure that parents are linked to other early childhood services such as early childhood education 
and social support services, if required.  Under the current well child national schedule, 12 health checks are 
offered.  Eight of these checks are offered between the ages of six weeks and five years. Additional services are 
also offered to first time parents and to families who are identified as needing more support. 
 
Strategic Objectives: 
 All eligible children receive their B4 School Checks, with a particular focus on high deprivation population 

groups 
 Children identified at the B4 School Check with a high risk of developmental difficulties (Pathway A of the 

Parental Evaluation of Developmental Status (PEDS)) are referred early for appropriate specialist assessment 
and treatment  

 The impact of any health issue in children receiving a B4 School Check is reduced so that children enter 
school ready to learn  

 All eligible newborns are enrolled with a general practice and Well Child/Tamariki Ora services 
 Children who have been referred to specialist paediatric services are seen in a timely manner 
 

2016/17 Output measures and results Impact measures and results 

Number of eligible children who have had a B4 School 
health check (B4SC) during the year  
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

2,132 2,062 1,998 2,101 
Estimate achieved?  Yes, with more children than 
anticipated having had their Before School (health) 
Check.  Of the 2,101 children who had a B4SC, 591 
(28%) were identified in the high deprivation* group, 
where higher levels of socioeconomic deprivation are 
associated with worse health.  The programme is 
aimed at ensuring the relevant assessments and 
referrals are completed to support children entering 
school being ready to learn. 
(* High deprivation – Quintile 5, NZ Deprivation Index, 2013) 

Maintain at least target percentage of high 
deprivation and total population of eligible children 
who have received their B4 School Check  
Target:  ≥90% 
2016/17 Results:  High dep: 95.6% Total: 95.7% 
Targets achieved?  Yes 

 
Percentage of B4SCs started before the child is aged 
four and a half 
2014/15 
Actual*D14 

2015/16 
Actual*D15 

2016/17 
Estimate 

2016/17 
Result 

77% 72% 80% 73.3% 

Estimate achieved?  No, but an increase on the 
proportion of children being seen before they were 
four and a half years of age in the 2015 year.  Note, 
the service model applied by the integrated B4SC 
programme records those children with all nine 
components of the B4SC completed on the same day, 
not just those that were started, nor those where only 
the vision and hearing testing component was 
completed, which is a model applied by most other 
DHBs.  Of the 1,938 completed checks over the year, 
1,421 were completed before the child was four years 
and six months of age. 

Increased percentage of children with a PEDS 
pathway A score at the B4SC are referred to specialist 
services *P 

 2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

MidCentral 95% *D14 100% *D15 ≥95% 98.2% 
New Zealand 98% *D14 98% *D15 ≥95% 98.6% 
Target achieved?  Yes 
Excludes those children with a completed PEDS 
assessment who were already under care, but 
includes parents/caregivers of children who were 
given advice regarding a referral as well as those 
actually referred (56 of 57 total children, 29 of 30 
Māori children). 
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Average number of children enrolled with Well Child / 
Tamariki Ora Service provider at end of each quarter 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

1,483 1,463 1,430 1,556 

Estimate achieved?  Yes – exceeded, with more 
children enrolled with the providers of Well Child / 
Tamariki Ora services (excludes Plunket).     
 

Increased percentage of infants who receive all Well 
Child/ Tamariki Ora core contacts (1 – 5) in their first 
year of life * 
Target: ≥95% 
2016/17 Result:  Māori:   Total: 
Target achieved?   Updated Well Child Tamariki Ora 
(WCTO) data sourced and reported by the Ministry of 
Health for this indicator is not available at the time of 
this report. 

 
* Data from January 2015 incorporates data from all WCTO 
providers, not just Plunket, which was the case for reported data in 
prior periods. This means results are not directly comparable with 
results from earlier periods.  (Ref:  Well Child Tamariki Ora Quality 
Improvement Framework:  March 2016 (as published August 2016) 

Number of WCTO core contacts (excluding Core 8) 
delivered by Well Child providers 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

2,262 2,837 2,770 2,631 

Estimate achieved?  No – just five percent under the 
estimated number of core contacts delivered by the 
four DHB contracted Iwi/Māori Well Child Service 
Providers (excludes Plunket).   

Number of first specialist assessments completed by 
paediatric medicine (DHB of service), excluding acute 
assessment clinic  
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

1,099 1,102 1,060 1,237 

Target achieved?  Yes – exceeded with 177 (16.7%) 
more first specialist assessments (FSAs) completed 
over the year than target volume. 

Percentage of children seen by specialist services 
(paediatric medicine) within four months of referral 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

99.6% 100% 100% 99.7% 

Target achieved?  No – there was only one person 
(0.3%) who, at the end of June, waited greater than 
four months for their first specialist assessment 

Average number of general practice consultations per 
month for children aged under 5 years 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

4,002 4,020 4,500 4,160 

Estimate achieved?  No – the increase in 
consultations did not eventuate to the estimated 
level.  There was a 3.5 percent increase in the 
average number of consultations per month 
compared to the 2015/16 year, despite a 1.7 percent 
decrease in the average number of children 
registered in 2016/17 (n.9,588).   Capitated 
consultations ranged from a high of 5,601 in July 
2016 to 2,639 in January 2017. 

Increased percentage of newborns enrolled with a 
PHO by three months 

 2014/15 
Actual*M15 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result *M 

Māori  57.0%  ≥98% 79.2% 
Total 62.0%  ≥98% 72.4% 

*M:  Data source:  Ministry of Health (July 2017) for babies born 
between February and May 2017. 

Of the 547 eligible newborns on the National 
Immunisation Register, 396 were recorded as being 
enrolled with a PHO.  The national newborn enrolment 
rate was 75 percent for this period.  99 percent of 
those enrolled had a nominated well child provider. 
The majority of General Practices are now enabled for 
the National Enrolment Service – enrolments are now 
being managed through this system. 

 
Notes:    
*D14 refers to 6 month period ending December 2014 
*D15 refers to data for the six month period ending December 2015, as reported in the Indicators for the Well Child Tamariki Ora 

Quality Improvement Framework, March 2016 (published August 2016) 
*E refers to estimate 
*P the Parental Evaluation of Development (PEDS) is a questionnaire to detect developmental and behavioural problems as part of 

the B4 School Check. The PEDS pathway A should be followed when the child has two or more significant concerns. Population 
excludes those in 'Declined', 'Completed - Referral Declined', and 'Under Care' categories 

M15 refers to results reported in the Indicators for the Well Child Tamariki Ora Quality Improvement Framework, March 2015 
(Ministry of Health) 
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Output Class: Early Detection and Management Services 
 
Why are early detection and management services important? 
 
Early detection and management services are delivered by a range of health and allied health professionals 
in various private, not-for-profit and government service settings. They include general practice, community 
and Māori health services, community diagnostic and pharmacist services, community pharmaceuticals (the 
Schedule) and child and adolescent oral health services. Early detection and management services are by 
their nature more generalist, usually accessible from multiple health providers and from a number of 
different locations across the district.  These services are focused on, and delivered to, individuals and 
smaller groups of individuals. 
 
What do we want to achieve?  (Outcomes) 
 
Enhanced quality of life for people with long term conditions 
Reduced disparities in population health 
Reduced premature deaths 
Affordable, connected services 
 
How will we know we are making a difference? (Impacts) 

People can access urgent and acute primary health care services closer to home   
Fewer people are admitted to hospital for avoidable health conditions 
More people with long term conditions better manage their health 
More children have healthier teeth and gums 
Shorter waiting times for referred diagnostic services 
Safe medication management 
 
What did we spend on Early Detection and Management Services? 

Revenue and Expenditure by Output Class:   
Early detection and management 

2016/17 
Revenue Expenditure 

$000 $000 
Primary health care 42,438 42,996 
Child and adolescent oral health 3,241 5,941 
School based and youth health services 1,999 2,199 
Primary community care 6,111 6,169 
Community pharmacy services 42,209 42,611 
Community referred testing and diagnostics 18,251 18,725 
Total Early Detection and Management  114,249 118,641 

 
What difference have we made so far? 
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Output:  Primary Health Care Services 
 

Description 
Primary and community services support people to access intervention, diagnostics and treatment and to better 
manage illness or long term conditions. These services assist people to detect health conditions earlier, making 
treatment and interventions easier and reducing the complications of injury and illness.  For most people, their 
general practice team is their first point of contact with health services. Primary care can deliver services sooner 
and is one of the most effective ways to prevent disease through screening, early detection and timely provision of 
treatment. Primary care is also vital as a point of continuity and effective coordination across the continuum of 
care, and for improving the management of care for people with long term conditions.   

Strategic Objectives: 
 Fewer people are admitted to hospital with conditions considered to be “avoidable” or “preventable” 
 More people access acute health care from primary care services 
 More of the Māori population are enrolled with the Primary Health Organisation 
 Children and young people referred for Gateway assessments are seen for a comprehensive health 

assessment in a timely manner 

2016/17 Output measures and results Impact measures and results 

Number of people enrolled with Central PHO at end of 
financial year 
 2014/15 

Actual 
2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result  

Māori  27,933 28,460 29,870 29,003 
Non Māori  126,892 127,556 132,750 128,757 
Total 154,825 156,016 162,620 157,760 
Estimates achieved?  No, although the estimates are 
very close to the number of MidCentral residents 
enrolled with any PHO in New Zealand (162,838 total 
enrolled, 29,867 of whom are Māori).  Central PHO 
received an additional 1,744 enrolments with primary 
care over the year to end of June 2017.   
 
 
 

 
 
 
 
 

Increased percentage of MidCentral population 
(medium projections) enrolled with Central Primary 
Health Organisation (PHO) at end of financial year 

 2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result** 

Māori  83.4% 83.2% ≥87% 83.1% 
Non Māori  91.6% 91.2% ≥94% 91.7% 
Total 90.0% 89.6% ≥93% 90.0% 

Targets achieved? No, although there was a 1.1 
percent increase in the total number of enrolled 
people with Central PHO across all ethnicity groups 
(projected population increased by 0.63%).  It should 
be noted that some MidCentral residents are enrolled 
with other PHOs throughout the country.  The 
proportion of the projected population that is enrolled 
with any PHO is 92.9% (n.162,838) as at end June*.  
Target enrolment rates with any PHO as a proportion 
of the population were achieved on this basis. 
* Ministry of Health: Access to Primary Care by Ethnicity, July 2017.  
** DHB Single Year Age Sex Projections, Census 2013 Base, 2016 
Update, Statistics New Zealand. 
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Service utilisation ratio of ‘high need’ PHO enrolled 
population - GP and Nurse consultations (age 
standardised) 
 2015/16 

Actual 
2016/17 
Target 

2016/17 
Result 

Total 4.92 ≥1.08 5.08 
Māori  4.97 - 4.97 
Pacific 5.00 - 4.07 
Other 4.18 - 5.11 
Target achieved?  Not applicable – the target for the 
total eligible high needs population group was based 
on GP consultations alone.  Over the 2016/17 year, 
there were 262,661 observed consultations for an 
average of 58,773 enrolled patients identified as 
being in the ‘high needs’ group – an additional 
45,626 consultations for another 2,365 patients in 
total compared to the 2015/16 year.  There was no 
change in the age standardised consultation rate for 
Māori, but the rate dropped by 19 percent for Pacific 
Peoples and increased by 22 percent for Other 
ethnicities.  
In 2016/17, the ‘not high needs group’ age 
standardised consultation rate was 4.94. 

Contained growth in the percentage of MidCentral 
population attending ED and the percentage admitted 
to hospital 
 2015/16 

Result 
2016/17 
Target 

2016/17 
Result 

Attendance ratio 1.52 ≤1.40 1.52 
Percent of population 
attending ED 15.5% ≤15.0% 15.0% 

Percent admitted 5.4% ≤5.8% 5.3% 
Target achieved?  Partially.  The growth in 
attendances at the Emergency Department (ED) by 
MidCentral residents has been contained to 15 
percent of the projected population for the 2016/17 
year (174,750, a 0.9 percent increase on the 
projected population in 2015/16).  The inpatient 
admission rate of the 26,269 individuals who 
attended the ED over the year dropped slightly to 5.3 
percent of the population.  Of the total 39,903 ED 
attendances by MidCentral residents, 30.5 percent 
(n.12,173) resulted in an inpatient admission. The 
attendance ratio did not decrease as intended; 
remaining stable at 1.52 attendances per person over 
the year.   

 

 
 
 

Number of hospitalisations for ambulatory sensitive 
(avoidable) conditions, 0 – 4 year old children 

 2014/15 
Actual * 

2015/16 
Actual * 

2016/17 
Estimate 

2016/17 
Result * 

Māori 256 262 ≤250 246 
Non Māori 480 498 ≤470 397 

* For 12 month period ending March each year.  Note actual count 
for period ending March 2016 has been updated with more 
complete data than that which was available at the time of 
preparing the 2016/17 Annual Plan. 
** Data source:  Ministry of Health, SI 1 - report - (data to 2017Q1) 
(wiesnz14)- v1.02. 
Estimates achieved?  Yes, based on data received to 
date.  This may be an incomplete dataset due to 
delayed coding of discharged records. 
Efforts to support access to primary health care 
services to enable children to be seen, assessed and 
treated out of hospital continue.  The work to reduce 
hospitalisations for asthma (including wheeze), 
gastroenteritis and dental conditions remains a 
particular area of focus; the number of admissions for 
asthma and gastroenteritis reduced by a third 
compared to the total number over the 12 months 
ending March 2016 (from 240 to 160 admissions for 
these two conditions). 

Ambulatory sensitive (avoidable) hospitalisation rate 
per 100,000 domiciled population, 0 – 4 year old 
children **a 

 2014/15 
Actual * 

2015/16 
Actual * 

2016/17 
Estimate 

2016/17 
Result * 

Māori  6,593  6,701  ≤6,378 6,340 
Non Māori  6,514  6,994 ≤6,592 5,663 
Total 6,566  6,890 ≤6,516 5,904 

* For 12 month period ending March each year.  Note actual rate 
for period ending March 2016 has been updated with more 
complete data than that which was available at the time of 
preparing the 2016/17 Annual Plan. 
**a Data source:  Ministry of Health Note based on projected 
indigenous standard population statistics that have been applied to 
prior years as well as to the reporting year, since preparation of the 
2016/17 Annual Plan.  This has meant that reported rates per 
100,000 population increased for Māori and decreased for non-
Māori in 2014/15, but have both increased with the later data in 
the 2015/16 year compared to previous reported results. 
Estimates achieved?  Yes, based on data received to 
date.  This may be an incomplete dataset due to 
delayed coding of discharged records. 
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Number of hospitalisations for ambulatory sensitive 
(avoidable) conditions, 45 – 64 year old adults **b 

 2014/15 
Actual * 

2015/16 
Actual * 

2016/17 
Estimate 

2016/17 
Result * 

Māori 320 415 ≤395 401 
Non Māori 1,512 1,560 ≤1,520 1,579 

* For 12 month period ending March each year.  Note actual count 
for period ending March 2016 has been updated with more 
complete data than that which was available at the time of 
preparing the 2016/17 Annual Plan. 
Estimates achieved?  No.  While the estimates were 
not achieved, there was a reduction in the number of 
hospitalisations for the Māori population group aged 
45 – 64 years compared to the 2015/16 year, while 
there was a small increase (n.17) in hospitalisations 
for the non Māori population group.  There were fewer 
admissions for asthma, diabetes, dental conditions 
and gastroenteritis, while there was an increase in 
admissions for myocardial infarctions and other 
ischaemic heart disease over the 12 months to March 
2017.  

Ambulatory sensitive (avoidable) hospitalisation rate 
per 100,000 domiciled population, 45 - 64 year old 
adults (non-standardised)  **b 

 2014/15 
Actual * 

2015/16 
Actual * 

2016/17 
Estimate 

2016/17 
Result * 

Māori  5,489  6,928  ≤6,883 6,478 
Non Māori  4,050 4,160 ≤4,135 4,201 
Total 4,245 4,541 ≤4,513 4,523 

* For 12 month period ending March each year.  Note actual rate 
for period ending March 2016 has been updated with more 
complete data than that which was available at the time of 
preparing the 2016/17 Annual Plan. 
Estimates achieved?  Partially, with a reduced 
ambulatory sensitive hospitalisation (ASH) rate for 
Māori (14 fewer admissions for ambulatory conditions 
compared to the 12 month period ending March 
2016).  In total there were only five more ambulatory 
sensitive hospitalisations across this age group, (19 
more hospitalisations for non-Māori).  Angina and 
chest pain remained the predominant ASH condition 
for which Māori and non-Māori were admitted to 
hospital, followed by myocardial infarction.  For Māori, 
the hospitalisation rates for pneumonia, chronic 
obstructive pulmonary disease and congestive heart 
failure far exceeded the rates for non-Māori.  

Average number of (capitated) consultations at a 
general practice per month by Central Primary Health 
Organisation (PHO) registered patients 
 2014/15 

Actual * 
2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

Māori  8,355 9,320 9,750 9,602 
Non Māori  50,289 55,896 59,810 57,170 
Total 58,644 65,216 69,560 66,772 
Estimates achieved?  No, the large increase in the 
number of consultations that occurred in the 
2015/16 year was not replicated in the 2016/17 
year, even though the average number of 
consultations per month increased by 2.4 percent 
(1,556).  There were 801,260 consultations over the 
year; 35 percent of these were be people aged 65 
years or more who represent about 19 percent of the 
total number registered patients.  
Note:  2014/15 figures have been updated with late data received 
subsequent to publication of the 2016/17 Annual Plan) 

Average consultation rate per month of Central PHO 
(PHO) registered patients 

 2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

Māori  0.30 0.33 ≥0.34 0.34 
Non Māori  0.40 0.44 ≥0.42 0.45 
Total 0.38 0.42 ≥0.42 0.43 

Targets achieved?  Yes.  Of the average number of 
people enrolled with Central PHO each month, an 
average of 66,772 patients consulted with their 
General Practitioner / General Practice Team over the 
2016/17 year.  Consultation rates for Māori 
continued to be considerably less than non-Māori, 
influenced by the highest proportion of those 
consulting their GP being in the over 65 years of age 
group.  

Number of PHO enrolled population engaged with 
Primary Options for Acute Care (POAC) programme 
2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

460 900 523 
Estimate achieved?  There were 550 packages of 
acute care delivered to 523 enrolled patients initiated 
in the 2016/17 year utilising the POAC programme.  
While considerably less than estimated, this service 
has been progressively introduced aligned to 
Collaborative Clinical Pathways (for example Cellulitis, 
Deep Vein Thrombosis, Chronic Obstructive 
Pulmonary Disease and Gastroenteritis in Children) 
with a steady increase in number of patients being 
treated by the service.  In 2016/17, Cellulitis 
accounted for 45.6% all POAC packages of care. 

Reduced rate (unstandardised) of acute readmissions 
to hospital within 28 days of a previous discharge (all 
ages) *** 

2014/15 
Actual 

2015/16 
Actual *M16 

2016/17 
Target 

2016/17 
Result *M17 

6.6% 7.1% ≤8.0% 6.5% 
Target achieved?  Yes.  Compared to the 12 month 
period ending March 2016, there were 181 fewer 
acute readmissions to hospital over the 12 months 
ending 31 March 2017 (n.1,840), with only another 
18 eligible preceding discharges (28,299 in total) 
relative to the 2015/16 period.  (The standardised 
acute readmission rate for this latest 12 month period 
was 7.6 percent) 
At 6.5 percent, MidCentral’s rate compares favourably 
with the national acute readmission rate, which was 
7.9 percent in both years. 
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Number of Gateway assessments completed 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

197 174 192 143 
Target achieved?  No – less than expected from 
referrers of children and young people entering care, 
already in care, or at risk of coming into Child, Youth 
and Family care that required an assessment of their 
health care needs.  A number of assessments did not 
did not eventuate from those referred (15 percent) as 
a result of withdrawn consent, transfers to other 
jurisdictions, Gateway assessments were 
subsequently not required, or the child or young 
person (and their caregiver) did not attend their 
scheduled appointments.  

Increased proportion of children and young people 
aged up to 16 years entering State care and referred 
for a Gateway health assessment are seen within 30 
days  

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

67.1% 45.1% ≥75% 29.2% 
Target achieved? No.   Of those children and young 
people referred over the year whose referral remained 
eligible for a health care needs assessment (n.120), 
35 were seen within 30 days of the referral date.  A 
change in staffing for this service occurred in the 
latter part of 2016, resulting in reduced capacity to 
undertake these assessments for some months.  The 
assessment timeframe was compromised by the 
backlog that that created, coupled with the majority 
(57 percent) of the total referrals being received over 
these same months.  Since January 2017, the 
proportion of referred children and young people 
being seen within 30 days increased to 51 percent of 
those referred. 

 
Notes:    
*P DHB single year age – sex population medium projections (Census 2013 base) at the end of June each year, as updated annually, 

Statistics New Zealand 
**b  Data source:  Ministry of Health, SI 1 - report - (data to 2017Q1) (wiesnz14)-v1.02.  Note based on projected indigenous standard 

population statistics that have been applied to prior years as well as to the reporting year, since preparation of the 2016/17 Annual 
Plan.  This has meant that reported rates per 100,000 population have all increased compared to previous reported results. 

*** Data source:  Ministry of Health, OS8 Report to Mar2017 (August 2017).  Applies the Ministry of Health’s definition for acute 
readmissions to retain consistency across the three years; excludes non-casemix events, palliative care and short stay Emergency 
Department admissions, and applying the DRG clusters where the readmission can be considered a planned readmission. 

*M16 and *M17 refers to 12 month periods ending 31 March 2016 and 31 March 2017 

 
 
 
Output:  Primary Community Care Programmes 
 

Description 
Primary and community care programmes are geared toward initiatives that rely on a team of health care 
professionals to provide a range of services for people with high health needs, in particular those with a long term 
condition such as diabetes and/or cardiovascular disease, focused on reducing risk of illness and timely 
diagnosis, assessment and treatment of illness or disease. 

Strategic Objectives: 
 More people are assessed for risks of cardiovascular disease 
 More people with long term conditions are better supported to manage their own illness/health conditions  
 Fewer adults are admitted to hospital for ambulatory sensitive conditions – avoidable hospitalisations for 

congestive heart failure, hypertensive disease, other ischaemic heart disease, angina and chest pain, 
myocardial infarction, COPD and asthma, stroke and diabetes 

 Increased equity in health status of Māori and non-Māori   
 More people with diabetes have good management and control of their diabetes 
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2016/17 Output measures and results Impact measures and results 

Number of eligible people seen in general practice 
who have had their risk for cardiovascular disease 
assessed in the last five years  

 2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

Māori  5,909 6,452 7,035 6,770 
Non Māori  35,328 37,417 38,400 37,723 

Estimate achieved?  No, 677 short of estimated 
target, but an increase of 306 eligible enrolled adults 
were recorded as having had their risk for 
cardiovascular disease assessed in the last years by 
their general practice team. 

Sustained percentage of eligible adult population who 
have had their cardiovascular risk assessed in the 
last five years. 

 2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

Māori  79.8% 83.4% ≥90% 83.7% 
Non Māori  88.2% 91.6% ≥90% 90.7% 
Total 86.8% 90.3% ≥90% 89.6% 

Target achieved?  Partially.  The cardiovascular risk 
assessment rate for Māori remained a challenge, 
although there was a five percent increase (n.318) 
over the year in the number of risk assessments 
completed for eligible Māori enrolled with Central 
PHO, which increased by 4.5 percent over the year. 

.   
Number of people with long term conditions enrolled 
in the Enhanced Care Plus programme who have had 
a Comprehensive Health Assessment and Client Care 
Plan completed in the year 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

1,977 1,528 ≥2,100 1,554 
Target achieved? No.  In recognition of the declining 
numbers of Enhanced Care Plus Comprehensive 
Health Assessments and following feedback from 
General Practices regarding the suitability of the tool, 
Central PHO and practices delivering Enhanced Care 
Plus have co-designed a change in the funding 
mechanism, and reporting outcomes for management 
of long term conditions by General Practice teams. 
This change comes into effect from 01 July 2017, so 
increasing the number of Enhanced Care Plus 
patients and use of the Comprehensive Health 
Assessment tool became redundant in the latter part 
of the 2016/17 year. 

Increased proportion of enrolled people aged 15-74 in 
the PHO with diabetes and the most recent HbA1c 
during the past 12 months of equal to or less than 
64mmol/mol (good glycaemic control). 

 2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

Māori  67.1% 53.1% ≥70% 52.6% 
Non Māori  56.8% 64.7% ≥75% 66.2% 
Total 58.5% 62.3% ≥75% 63.3% 

Targets achieved?  No, but there has been an 
increase in the proportion of total and non-Māori 
enrolled people who have diabetes with good 
glycaemic control (HbA1c level of equal to or less than 
64mmol/mol) recorded in the 12 months ending June 
2017. 

Average number of participants completing four or 
more sessions of the ‘Living a Healthy Life’ 
programme delivered throughout the district each 
quarter 
2016/17 Target:  15 * 2016/17 Result:  19 
Target achieved?  Yes (note the 2016/17 target has 
been corrected from that recorded on the 2016/17 
Annual Plan to reflect each quarter as stated, not an 
annual figure).  In total, 112 clients commenced the 
programme with 76 (68%) people completing four or 
more of the six sessions provided in the programme.   

 

Maintain a lower percentage of people who are 
assessed, treated and cared for by the District 
Nursing Service following an acute referral and 
subsequently admitted to hospital within six days of 
service commencing *R 

2016/7 Target:  ≤18% 
Target achieved? Not applicable.  This data is no 
longer captured as the dedicated Recovery @ Home 
service provided by the District Nursing Service 
ceased from mid-July 2016.   
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Clients who completed a ‘self efficacy’ questionnaire 
pre and post course showed that their self-efficacy 
(skills and confidence) significantly improved after 
completing the course.  Participants identified 
arthritis, diabetes including chronic kidney disease, 
cardiovascular conditions, mental health or chronic 
pain as their main “long term condition”. 

While the service was still provided, it was subsumed 
as part of the overall community and home based 
nursing services.  The Nurses accept referrals from 
General Practitioners / General Practice Teams 
including for those patients experiencing an acute 
event requiring close nursing care or observations 
who may or may not be part of the Primary Options for 
Acute Care programme.  The basis for measurement 
of this indicator has therefore changed subsequent to 
publication of the 2016/17 Annual Plan.    

High proportion of enrolled patients with Chronic 
Obstructive Pulmonary Disease or asthma have a 
comprehensive individual action plan 
2016/17 Target:  ≥90% 
Target achieved? Unknown – data not available. 
Systems to enable the measurement of this target 
were not introduced into general practice and Central 
PHO Medtech Patient Management System until July 
2017 following the earlier development and testing 
period.  The result for the 2016/17 year is therefore 
unable to be reported at this time. 

Reduced ambulatory sensitive hospitalisation rate in 
the 45 – 64 year old population age group for certain 
cardiovascular and respiratory diseases, stroke and 
diabetes *ASH 

ASH rate per 100,000 population (12 months to March 
each year, unstandardised) 

 2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

Māori  3,168 3,850 ≤3,252 3,651 
Non Māori  2,168 2,183 ≤2,115 2,320 
Total 2,303 2,412 ≤2,274 2,508 

Estimates achieved?  No.  There were 1,098 admitted 
events for this range of ambulatory sensitive 
conditions over the 12 months ending March 2017 – 
the majority (67.9%) of which were for angina and 
chest pain, and myocardial infarction – a small 
increase but similar to the previous year.  However, 
compared 2015/16 year, there were 39 fewer 
admissions for those with diabetes, asthma and 
COPD – the target conditions for which a reduction 
was especially sought as a result of primary health 
care interventions.  Although not to target, the ASH 
rate for Māori per 100,000 did reduce across these 
conditions, most notably for asthma and diabetes. 

Average number of new referrals received each 
quarter by the contracted provider of the 
psychological support service for adults and children 
with chronic/life limiting conditions (excludes psycho-
oncology) 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

70 80 86 62 

Estimate achieved?  No – 71 fewer total new referrals 
over the year than anticipated, for both adults and 
children.  Eighty-four percent (n.249) of the total 
referrals (n.296) were for new patients, of whom 60 
percent were female.  The predominant conditions for 
which the adults were referred to the service were for 
those with diabetes, cardiac or respiratory conditions. 

Number of assessments completed by Public Health 
Nursing Services for children (aged 5+ years) referred 
for management of skin conditions  

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

662 602 ≤620 422 

Estimate achieved? Yes.  The burden of disease in 
families and the school environment was high at the 
beginning of the Skin programme which was started 
in 2015. Skin problems have reduced over the past 
year; teachers are referring more quickly and the 
significant issues seen in the past are not being seen 
(such as oozing pussy sores).  Nonetheless, there 
were still 422 children seen, which remains a 
concern. The Skin clinic service has contributed to a 
reduction in hospitalisations of children with skin 
conditions, and, as evidenced by the quality of life 
measure, children and their family are benefiting from 
access to treatment.   
Note figures reported from 2014/15 year have been recast and 
updated to include dermatology type, which were inadvertently 
excluded from the data extracts of previous reported results. 

Increased percentage of respondents to the Children’s 
Dermatology Life Quality Index survey tool rate 
effectiveness of service delivered by the Public Health 
Nursing Skin Clinics in Band 1 or above (score ≥2) 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

n/a 76.3% ≥80% 86.1% 

Target achieved? Yes 
Of the parents/caregivers of children who completed 
the survey before and after treatment with the skin 
clinic (36) over the year, the majority (86.1 percent) 
noted that the treatment and interventions for the 
child (and their family) had a positive effect (ranging 
from small to very large) on the quality of life for their 
child. 

 
Notes: 
*ASH refers to ambulatory sensitive hospitalisations for the following conditions:  angina/chest pain, asthma, congestive heart failure, 
chronic obstructive respiratory disease, diabetes, hypertensive disease, myocardial infarction, other ischaemic heart disease and stroke 
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Output:  Oral Health Services for Children and Adolescents 
 

Description 
Child and Adolescent Oral Health Services cover the provision of a range of dental care to assist the maintenance 
of a functional natural dentition and to bring about an improvement in oral health status of the population. It 
includes preventive care, oral health promotion and education, treatment of oral disease and the restoration of 
tooth tissue.  The client group comprises all children in the following age groups: 
• pre-schoolers until school entry (to enable access for at-risk children at any age) 
• all children of primary school and intermediate school age 
• children older than 13 years who do not yet attend secondary school 
• adolescents attending school from year 8 up to their 18th birthday, who otherwise would not have access to 

oral health services 
 

Strategic Objectives: 
 Sustained level of utilisation of dental services by adolescents 
 Reduced number of caries, decayed, missing and filled teeth in children 
 Increased rate of planned recall examinations and treatments 
 Increased enrolment of children aged 0-4 years 
 Improved oral health status in high risk populations 

2016/17 Output measures and results Impact measures and results 

Number of adolescents seen by DHB-funded dental 
services 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

8,835 8,741 *C15 9,120 8,504 *C16 
Target achieved?  No.  Even though the annual target 
did not account for the projected reduction in the 
adolescent population, another 402 adolescents 
would have needed to have seen by DHB-funded 
dental services to achieve the national target 
utilisation rate of 85 percent. 
(Based on provisional data, August 2017) 

Increased proportion of adolescent population 
utilising DHB-funded dental services 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

82.4% 82.2% ≥85% 81.2% 
Target achieved?  No.  The 2.7 reduction in the 
number of adolescents seen by the community based 
oral health service and contracted dentists across the 
district was greater than the 1.5 percent reduction in 
the projected population for this group.  Nonetheless, 
the utilisation rate of DHB-funded dental services by 
adolescents remains considerably higher than the 
national average at around 72 percent. 
(Based on provisional data, Ministry of Health, August 2017; the 
national result is not available at time of report) 

 
Number of Year 8 children examined  

 2014/15 
Actual 
*C14 

2015/16 
Actual 
*C15 

2016/17 
Target 
*C16 

2016/17 
Result 
*C16 

Māori 462 500 526 502 
Non Māori 1,612 1,486 1,486 1,582 
Total 2,074 1,986 2,012 2,084 

Targets achieved?  Yes, for total and non-Māori Year 8 
population groups.   

Decreased mean score of Decayed, Missing & Filled 
Teeth of Year 8 children 

 2014/15 
Actual 
*C14 

2015/16 
Actual 
*C15 

2016/17 
Target 
*C16 

2016/17 
Result 
*C16 

Māori  1.65 1.41 ≤1.40   1.26 
Non Māori  1.13 0.97 ≤1.06    0.99 
Total 1.21 1.08 ≤1.15 1.06 

Targets achieved?  Yes, not only exceeding target in 
2016, but also a considerable improvement on the 
mean scores for decayed, missing and filled teeth of 
Year 8 Māori and total children that were examined in 
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2015.  The aggregate scores for non-Māori children 
was influenced by the high score of DMFT for Pacific 
children (1.82), albeit a small number of Pacific 
children were examined (n.85).  

 
Number of 5 year old children examined 

 2014/15 
Actual 
*C14 

2015/16 
Actual 
*C15 

2016/17 
Target 
*C16 

2016/17 
Result 
*C16 

Māori 585 550 615 357 
Non Māori 1,582 1,406 1,391 1,095 
Total 2,167 1,956 2,006 1,452 

Target achieved?  No.  The growing number of 
children (0 – 12 year olds) that had overdue 
examinations, therefore accumulating arrears that 
needed to be addressed, impacted on the number of 
five year old children being examined in the 2016 
year.  This was coupled with a mobile dental unit 
being out of commission for several months, which 
meant reduced mobile clinic sessions being able to 
be completed at some schools, as well as reduced 
capacity of the service due to vacant dental therapist 
positions that are difficult to fill. 

Increased percentage of 5 year old children who are 
caries free 

 2014/15 
Actual 
*C14 

2015/16 
Actual 
*C15 

2016/17 
Target 
*C16 

2016/17 
Result 
*C16 

Māori  36.4% 38.7% ≥40% 39.2% 
Non Māori  63.4% 63.9% ≥69% 63.1% 
Total 56.1% 56.9% ≥59% 57.2% 

Targets achieved?  No, although proportionately more 
of the Māori five year old children seen were caries 
free compared to those seen in 2015. 

 
Number of children aged 0 – 4 years enrolled with 
child and adolescent oral health services 

 2014/15 
Actual 
*C14 

2015/16 
Actual 
*C15 

2016/17 
Target 
*C16 

2016/17 
Result 
*C16 

Māori 3,578 3,604 3,802 3,671 
Non Māori 6,945 7,584 7,182 6,701 
Total 10,523 11,198 11,002 10,372 

Target achieved?  No. Overestimated target volume, 
that while accounted for an estimated reduction in 
the eligible population for enrolment, the volume was 
retained at the higher coverage rate of the previous 
year.  The number of Māori children enrolled with the 
service increased by almost two percent, while there 
was a reduction in non-Māori enrolments – 
particularly Pacific children (518 of the estimated 620 
Pacific population aged 0 – 4 years).  The national 
target enrolment rate was largely attained across 
population groups however. 
  

Sustained high proportion of 0 – 4 year population 
enrolled with DHB funded oral health service 

 2014/15 
Actual 
*C14 

2015/16 
Actual 
*C15 

2016/17 
Target 
*C16 

2016/17 
Result 
*C16 

Māori  91.5% 91.5% ≥95% 94.6% 
Non Māori  93.9% 104.3% ≥95% 94.8% 
Total 93.0% 99.8% ≥95% 94.7% 

Targets achieved?  Only just short of target; the lower 
rates for non-Māori and Total 0 – 4 year old 
populations was influenced by the much lower 
enrolment rate of Pacific children (83.5 percent of 
620 projected population) 
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Number of planned recall examinations completed in 
the calendar year for 0 – 12 year children 
2014/15 
Actual 
*C14 

2015/16 
Actual 
*C15 

2016/17 
Target 
*C16 

2016/17 
Result 
*C16 

25,382 26,740 26,865 19,474 

Target achieved?  No. A significant drop in the 
number and proportion of 0 – 12 year old children 
who were enrolled (n.26,890) with the service being 
seen within the planned recall period over the 2016 
year (n.19,474).  This was due to a number of factors, 
but largely related to one of the mobile clinics being 
out of commission for several months and a 
significant reduction in the capacity of the service to 
complete these recall examinations in timely manner 
with dental therapy staff positions becoming vacant 
due to illness, retirement or resignation unable to be 
filled throughout the year. 

Increased proportion of pre-school and primary school 
children examined according to planned recall period 

 2014/15 
Actual 
*C14 

2015/16 
Actual 
*C15 

2016/17 
Target 
*C16 

2016/17 
Result 
*C16 

Total 91.1% 90.7% ≥91% 72.2% 

Target achieved? No.   

 
 
Notes:   
*C14, *C15 and *C16  refers to 2014, 2015 and 2016 calendar years 

 
 
Output:  Community Pharmacy Services 
 

Description 
Community pharmacies provide medicine management services to people living in the community.  MidCentral 
DHB funds community pharmacies to assess an individual person’s need for a medicine, assist with the selection 
of a medicine appropriate for the individual’s needs, prepare and supply subsidised medicine(s) to eligible people, 
and provide assistance to people so that outcomes from medicines are optimised 

Strategic Objectives: 
 Patients have more knowledge of how best to safely use prescribed medicines 
 Better management of long term conditions and acute conditions managed well in the community 
 Reduced likelihood of medicines-related morbidity 
 Increased access to emergency contraception packages through accredited community pharmacies 
 Better adherence with and reduced wastage of prescribed medicines in the community 
 Safer management of warfarin through effective anticoagulant monitoring programme 

2016/17 Output measures and results Impact measures and results 

Number of contracted Community Pharmacy service 
providers 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

32 32 32 32 

Target achieved?  Yes 
 

Proportion of people in aged residential care facilities 
receiving Vitamin D preparation 
Target:  75% 
2016/17 Result:  64%   (2015/16 result: 67.1%) 
Target achieved?  No.  All facilities were received data 
on their vitamin D usage. This message will allow the 
facility to review their use and increase the vitamin D 
usage as required.   

Number of people registered with the Community 
Pharmacy Long Term Conditions Service 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

5,285 5,813 6,000 5,647 

Estimate achieved?  No.  This is expected to increase 
once the mental health patients are included into this 
service during 2017/18. 
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Volume of unused medicine items returned 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

87,905 85,289 ≤84,000 99,888 

Estimate achieved? No – a considerably higher level 
of medicines returned than anticipated, arguably 
contributing to a safer environment with more 
appropriate disposal of unused medicines.   The 
higher volume of returned medicines could also 
reflect the greater number of medicines across the 
community overall, and the ratio of those returned for 
disposal is similar to earlier years.    

Percentage change (reduction) from baseline (12 
months to June 2009) in GP prescribed emergency 
contraceptive (ECP) dispensings 
Target:  <-50%     
2016/17 Result: n/a (2015/16   -52%) 
Target achieved?  The data for GP prescribed 
component of this indicator is no longer available.    
Over the year, there has been some work undertaken  
to ensure consistency in practises and alignment of 
the Emergency Contraception service across the 
district’s General Practitioners and the Community 
Pharmacists.  The ECP was dispensed 1,899 times by 
Community Pharmacists over the year. 

Number of community Pharmacist consultations 
undertaken for the management of paediatric 
gastroenteritis (children aged 3 months – 16 years) 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

115 67 100 60 

Estimate achieved?  No, but only slightly less than the 
previous year.  This impact is due to the free under 13 
service.  Recently there was a campaign to promote 
this service this should see some increase for 
2017/18. 

Ratio of management/treatment to referrals for 
paediatric gastroenteritis by community pharmacist 
Target:  25:1 
2016/17 Result: 0:1  (2015/16  11:1 ) 

Target achieved?  No – considerably better than 
target with zero referrals required; all community 
pharmacists managed paediatric gastroenteritis seen 
by them in accordance with the standard pathway and 
protocols. 
 

Target volume of patients on community pharmacy 
anticoagulation management service 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

220 261 300 271 

Estimate achieved?  No, although funding for this 
service was subsequently capped at 267 patients; the 
DHB is supporting the service at full capacity. 
 

Increased percentage of funded capacity of patients 
on community pharmacy anticoagulation 
management service 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

85% 95% 100% 101.5% 

Target achieved?  Yes – marginally over funded 
capacity. 

Average proportion of patients in the therapeutic 
range for anticoagulation management at the end of 
the reporting period 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

71.3% 70.2% ≥75% 75.8% 

Target achieved? Yes.  All four providers continuing to 
maintain the therapeutic range for anticoagulation 
management of their patients at or above 60 percent, 
which is the accepted international standard. 
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Output:  Community Referred Testing and Diagnostic Services 
 
Description 
A range of diagnostic services is provided on direct referral from General Practitioners and certain other health 
professionals to help diagnose a condition or as part of treatment.  They include radiology, laboratory and various 
other specialty diagnostic tests. 

Strategic Objectives: 

 People have improved access to diagnostic tests that are delivered within expected waiting times 
 People referred have clinical decisions resulting in the shortest possible delays to treatment 
 Clinical referral processes reflect accurate clinical diagnosis so the right management is put in place 
 Improved primary care access to community referred radiology and laboratory services 

2016/17 Output measures and results Impact measures and results 

Volume of community referred tests and community 
radiology units (PNH) 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

50,935 51,438 46,590 47,941 
Target achieved?  No – surpassed.  Ninety percent of 
these tests and examinations were for community 
referred radiology – one percentage point less than 
2015/16.  Just over 72 percent (n.3,436) of the total 
community referred tests (excluding radiology) were 
for cardiology or respiratory tests.  There were an 
additional 461 community referred tests for 
respiratory conditions (total 1,260) relative to the 
2015/16 year.   

Reduced average reporting time for community 
referred radiology examinations (PNH) 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

2.3 days 1.6 days <2 days    0.95 days 

Target achieved?  Yes.  Significant improvement in 
the average turnaround time for reporting routine 
examinations. 

Number of MRI scans for accepted referrals carried 
out over the year 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

3,231 4,593 ≥4,600 4,886 

Estimate achieved?  Yes.  There was a 6.4 percent 
increase in the number of MRI scans completed and 
reported over the 2016/17 year – more than 
anticipated. 

Increased percentage of people with accepted 
referrals for a magnetic resonance imaging (MRI) 
scan receive their scan within 6 weeks (42 days) 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

100% 100% ≥85% 100% 

Target achieved?  Yes, consistently exceeding target  

Number of accepted referrals for CT scans carried out 
on average per month 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

417 537 540 514 

Estimate achieved?  No, fewer than estimated. 
(Note these figures include those patients with an 
accepted referral for a diagnostic scan who were 
waiting or scanned during the month, and excludes 
acute events) 
 

Increased percentage of people with accepted 
referrals for a computerised tomography (CT) scan 
receive their scan within 6 weeks (42 days) 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

96.1% 93.0% ≥95% 89.9% 
Target achieved?  No.  The high volume of scans 
referred and completed, including acutes, challenged 
the capacity for CT scanning to complete the referred 
and planned volume within the timeframe.  There was 
also a known issue with data integrity, where 
functionality of the Radiology Information System 
(RIS) database did not enable differentiation between 
those waiting and those planned or with advanced 
bookings (it is anticipated that this will be rectified 
with the new Regional RIS being implemented in the 
2017/18 year,  The capacity for CT imaging will be 
extended from July 2017, with additional hours being 
made available. 
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Number of people waiting (including planned) for an 
ultrasound examination by the end of the year 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

1,253 * 2,381 750 2,070 
Estimate achieved?  Not applicable (see note below).  
The number of people waiting for an ultrasound 
reduced by 13 percent as at the end of June 2017 
Those waiting include acute and semi-urgent as well 
as routine referrals. 
 
* Updated 2014/15 figure, as reported in the 2015/16 Annual 
Report subsequent to preparation of the 2016/17 Annual Plan, The 
estimated target included in the 2016/17 Annual Plan was 
therefore incorrectly based on incomplete data; inadvertently 
excluding those who were waiting as part of the surveillance 
programme. 

Zero percentage of patients with an accepted routine 
referral for an ultrasound wait longer than five months 
(excludes planned waits) *W 

2016/17 Target:  0% 
2016/17 Result:  26.8% 
Target achieved?  No.  At the end of June 2017, there 
were 343 people waiting greater than 5 months for 
their ultrasound; 939 were waiting less than 5 
months.  The number of Sonographers unexpectedly 
dropped to one staff member at the beginning of 
2017, and although there was some backup by 
casual staff, the ability to complete these 
examinations within the timeframe was severely 
reduced and further compromised with a sustained 
level of demand for the service.  Wait list 
management strategies are in place, including 
prioritising referrals against the updated referral 
criteria for accessing ultrasounds.  
*W Note change in measurement to equal to or greater than five 
months from February 2016, but not updated in the description of 
the measure in preparing the 2016/17 Annual Plan.  The full year 
measures a waiting time of five months, and is therefore not 
comparable to earlier reported results. 
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Output Class: Intensive Assessment and Treatment Services 
 
Why are intensive assessment and treatment services important? 
 
Intensive assessment and treatment services are delivered by a range of secondary and tertiary 
providers using public funds.  These services are usually integrated into facilities that enable co-location 
of clinical expertise and specialised equipment, such as a hospital.  These services are generally 
complex and provided by health care professionals that work closely together.  They include triage, 
secondary assessment, diagnostic, therapeutic, and rehabilitative services provided in a number of 
settings – outpatient clinics, daypatient and inpatient wards, at home or at the emergency department.   

MidCentral DHB provides a wide range of intensive treatment and complex specialist services to its 
population – and to the populations of other DHBs that do not provide these specialist services in their 
own district. The DHB also funds some intensive assessment and treatment services for its population 
that are provided by other DHBs.  

A proportion of these services are driven by demand which the DHB must meet, such as acute 
(unplanned and urgent) medical and surgical services and maternity services.  Other services are 
planned (elective) for which provision and access are determined by capacity, clinical triage, national 
service coverage agreements and treatment thresholds. 

Equitable, timely access to intensive assessment and treatment can significantly improve people’s 
quality of life either through early intervention (eg removal of an obstructed gallbladder so that the 
patient does not have repeat attacks of abdominal pain) or through corrective action (eg major joint 
replacements). Responsive services and timely treatment support improvements across the whole 
system and give people confidence that complex intervention is available when needed. People are 
then able to establish more stable lives, resulting in improved public confidence in the health system. 

As an owner and provider of these services, the DHB is committed to ensuring quality services are 
provided. Quality improvement in service delivery, systems and processes will improve the effectiveness 
of clinical practices and patient safety, reduce the number of events causing injury or harm and provide 
improved outcomes for people in our services. 
 
 
What do we want to achieve?  (Outcomes) 
 
Reduced hospital admissions 
People have shorter waits for specialist assessment and treatment 
Patients have a positive experience of care 
Better alignment of resources and reduced waste 
Involved healthcare workforce 
 
How will we know we are making a difference? (Impacts) 
People needing specialist health and disability services receive them on time 
Waiting times for specialist assessment and treatment are reduced 
People have shorter stays in the emergency department 
More people who need elective surgery receive it within expected timeframes 
Older people with complex health needs are supported to live independently in the community 
Services provided are safe and effective 
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What did we spend on Intensive Assessment and Treatment Services? 
 

Revenue and Expenditure by Output Class:  
Intensive assessment and treatment 

2016/17 
Revenue Expenditure 

$000 $000 
Emergency department 20,981 21,923 
Medical services 62,030 58,655 
Surgical / ICU / Anaesthetic services 82,437 79,733 
Regional Cancer Treatment services 45,006 43,265 
Women’s and children’s services 34,266 35,231 
Elder health services 12,374 15,851 
Rehabilitation and Therapy services 2,075 2,474 
Mental health and addiction services 34,118 37,081 
Clinical support services 6,320 7,196 
Inter district flows 50,139 50,190 
Total Intensive Assessment & Treatment  349,746 351,599 

 
 
What difference have we made so far? 
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Output:  Mental Health and Addiction Services 
 

Description 

Specialist mental health and addiction services are delivered to those eligible people who are most severely 
affected by mental illness or addiction.   

The services include assessment, diagnosis, treatment and rehabilitation, as well as crisis response when needed.  
Mental health and addiction services aim to reduce the impact of mental illness and reduce harm caused by drug 
and alcohol dependency or addiction through a recovery-focused, consumer oriented approach to early 
assessment and treatment. 

Strategic Objectives: 

 People needing specialist mental health or addiction services receive them on time 
 Fewer people have acute readmissions to specialist mental health services 
 More young people can access primary and specialist mental health and addiction services 
 Patients are treated and cared for in a safe acute inpatient environment and protected from harm 

2016/17 Output measures and results Impact measures and results 

Number of people seen by specialist mental health 
and addiction services 

 2014/15 
Actual *M 

2015/16 
Actual *M 

2016/17 
Estimate 

2016/17 
Result *M 

Māori 1,686 1,845 1,730 2,066 
Non Māori 4,440 4,731 4,510 5,349 
Total 6,126 6,576 6,240 7,415 
*M = Data source:  Ministry of Health, for 12 months to 31 March 
each year. 
Estimate achieved?  Yes, exceeded in terms of access 
to the service, but many more people than 
anticipated, with a 12.8 percent increase relative to 
the previous 12 month period ending March 2016.  
Almost 20 percent (n.,457) of the individuals were 
seen by the mental health providers in a non-
government organisation. 

Sustained relative growth in proportion of population 
accessing specialist mental health and addiction 
services (all ages) 

 2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

Māori  5.1% 5.4% ≥5% 6.0% 
Non Māori  3.2% 3.4% ≥3% 3.8% 
Total 3.6% 3.8% ≥3.8% 4.3% 

Targets achieved?  No – the growth in the proportion 
of the population seen by the service exceeded 
expectations – particularly in the adult Māori 
population group, non-Māori younger people, and 
people aged 65 years or older. 

 

Number of discharges from acute Mental Health unit 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target  

2016/17 
Result 

604 685 <626 665 
Target achieved?  No, but less than the high number 
of discharges over the 2015/16 year. 
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Percentage utilisation of available acute 24 hour 
inpatient bed days 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

109.2% 107.8% <100% 94.1% 
Target achieved?  Yes.  Much improved result with 
acute bed day utilisation reduced to a more 
manageable rate; 6,180 of 6,570 available acute bed 
days were occupied. In addition, 1,750 of 2,109 (83 
percent) of the available psychiatric intensive care 
beds were utilised over the year – less  than over the 
2015/16 year (96 percent of 2,021 available beds). 

Decreased proportion of people who are readmitted 
to inpatient unit within 28 days of previous discharge 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

11.3% 16.7% <15% 17.4% 
Target achieved?  No – two more acute readmissions 
than in the 2015/16 year with a total of 104, but 15 
fewer total discharges (596) over the year. 

 
Note:  results for prior years have been updated to ensure same 
methodology and to accommodate later data following the report 
date (for 2015/16 Annual report and 2016/17 Annual Plan.  
Excludes day patient events. 

Proportion of clients aged 0 – 19 years discharged 
from Child, Adolescent and Family Mental Health 
Services that have a transition/discharge plan 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result *M 

48.5%* 75.3% ≥95% 77.7% 
Target achieved?  No.  Although the result was closer 
to target up until then end of January 2017 (83 
percent) the drop off in the last quarter of this period 
was affected by the leadership transition process for 
the service.  There were also some data processing and 
reporting issues that were being addressed.  Of the 610 
clients discharged from the service over these 12 months, 
474 (77.7 percent) were recorded as having had a 
transition/discharge plan in place.  It should be noted that 
all clients will receive a discharge letter, which, if consented, 
will also be sent to their general practitioner and family 
(where appropriate). 
* 2014/15 data reflects 9 months only – formalised process 
commenced from September 2014 

Maintain a high proportion of people referred for non-
urgent mental health and addiction services seen 
within 8 weeks (DHB Mental Health Service and 
Addictions provider only) 

Age group 2014/15 
Actual 

2015/16 
Actual *M 

2016/17 
Target 

2016/17 
Result *M 

0 - 19 yrs 94.2% 92.0% ≥95% 95.8% 
20 – 64 yrs 96.8% 94.4% ≥95% 95.5% 
65+ yrs 100% 100% ≥95% 95.9% 

Targets achieved?  Yes.  Of the 2,055 new clients with 
a non-urgent referral to the DHB’s Mental Health and 
Addiction Services, 1,966 (95.7 percent) were first 
seen within eight weeks of their referral – an improved 
result for young people and adults.  The number of 
older adults seen (aged 65 plus) increased markedly 
over the 2016/17 year from 34 in 2015/16 to 293 in 
2016/17.  This reflects a configuration change for the 
mental health of older people service and availability 
of psychogeriatricians, not necessarily an increase in 
the incidence of mental illness in older people. 

Average number of young people (aged 12 - 19 years) 
seen by the primary mental health and addictions 
services per quarter 

 2014/15 
Actual  

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

Māori 63 62 70 74 
Non Māori 129 145 142 147 
Estimates achieved?  Yes – slightly more than 
estimated but relatively consistent with prior years; a 
larger increase in the number of Māori young people 
being seen for primary mental health interventions.  As 
a proportion of the 2016 projected population in this 
age group who were seen by the primary mental 
health services, 1.3% were Māori and 1.1% were non-
Māori. 

Increased proportion of people aged 0 – 19 years 
referred for non-urgent mental health & addiction 
services seen within 3 weeks (DHB Mental Health 
Service and Addictions provider only) 

Age group 2014/15 
Actual 

2015/16 
Actual *M 

2016/17 
Target 

2016/17 
Result *M 

0 - 19 yrs 76.3% 70.1% ≥80% 81.3% 
20 – 64 yrs 83.9% 80.4% ≥80% 84.2% 
65+ yrs 90.6% 91.2% ≥80% 80.9% 

Targets achieved? Yes.  Improved results, achieving 
targets for people across all ages groups being seen 
within three weeks of the service receiving a non-
urgent referral.  (Note comment above regarding 
increase in number of older people that were seen in 
the 2016/17 year compared to previous years). 

 

Note:   
*M refers to 12 month period to 31 March 
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Output:  Hospital-Based Elective Services (inpatient and outpatient) 
 

Description 
Elective services are medical or surgical services which will improve quality of life for someone suffering from a 
significant medical condition, but can be delayed because they are not required immediately.  A service becomes 
known as an “elective” if it is provided seven or more days after the decision to proceed with treatment.  Electives 
do not include services such as disability support, maternity, mental health, primary health or public health 
programmes. 

Access to elective services is based on a referral from a general practitioner, and gives priority to those most in 
need and who will benefit most.  A booking system is therefore used.  The referral guidelines and access criteria 
are part of the national electives programme overseen by the Ministry of Health.  A key priority of Government is to 
ensure equitable access to elective services, deliver more elective surgery as well as to reduce waiting times. 

Strategic Objectives: 

 People receive timely access to elective (non-urgent, planned) surgical services 
 Increased equity of access to elective surgery 
 Few people have unnecessary overnight stays prior to day of elective surgery 
 Shorter waiting times for diagnostic services (elective angiography, colonoscopy) 
 Discharge and transfer of care arrangements limit the likelihood of an unplanned readmission for a related 

acute condition 
 All patients ready for treatment receive their radiotherapy or chemotherapy on time 

2016/17 Output measures and results Impact measures and results 

Increased number of discharges for elective and 
arranged surgery (DHB population) *D1 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

6,985 7,956 7,877 8,281 

Target achieved?  Yes – surpassed with 105.1 
percent of target volume being delivered. 

Standardised intervention rates for specific 
orthopaedic, cardiac and ophthalmology services, per 
10,000 population (not significantly different from 
national target rate) 

 2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result *M 

Major joints 24.89 21.84 ≥21.0 22.88 
Cardiac 
surgery 5.40 6.79 ≥6.5 6.13 

Cataracts 32.79 31.20 ≥27.0 31.39 
Angiography 31.45 37.53 ≥34.7 36.98 

Targets achieved?  Yes, surpassed for three of these 
four surgical procedure groups, and the standardised 
intervention rate for cardiac surgery over the 12 
months ending March 2017 was not significantly 
different from the national target rate. 

 

Variance of actual delivery to planned case weighted 
discharges for elective surgery (electives initiative – 
base and additional) 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

+4.6% 1.8% +/- 5% -0.9% 

Target achieved?  Yes.  Of the planned annual volume 
of 9,203.0 medical and surgical case weighted 
discharges, 9,116.1 were delivered – well within the 
performance threshold. 

Percentage of elective and arranged surgery patients 
who are admitted on the same day as surgery 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

88.9% 87.3% ≥90% 88.8% 

Target achieved?  No, not quite.  While the majority of 
elective events were admitted on the same day as 
surgery (97%), the total result for the year was 
influenced by the 453 arranged events where only 
41.3 percent of the patients were admitted on the 
same day as their surgery. This result includes figures 
for surgical events discharged from a non-surgical 
specialty, such as paediatrics where there was a high 
proportion of arranged admissions for surgery. 
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Percentage of resourced elective theatre sessions 
utilised 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

100.5% 97.7% ≥95% 94.3% 

Target achieved?  The resourced theatre utilisation 
rate for elective events dropped over the year to just 
below target, with 10,006 hours completed across 
the seven theatres for elective surgery.  The reduced 
rate was influenced to some degree by the industrial 
strike action undertaken by junior doctors in October 
and January, which saw some planned elective 
surgery sessions cancelled. 

Percentage of patients given a commitment to 
treatment (surgery) but not treated within 4 months 
(as at end June each year) 
Target:  0% 
2016/17 Result:   1.6% 2015/16 Result: 0.9% 

Target achieved? No.  At the end of June 2017, there 
were 23 patients whose elective surgical treatment 
was outside the four month waiting time threshold.   
The patients who were waiting outside the timeframe 
were for Ear, Nose and Throat surgery (seven 
patients), General Surgery (six patients) and three 
each for Gynaecology and Ophthalmology services, 
with the remaining surgical specialties with one 
patient each waiting greater than four months for 
their surgery.  
(Note:  Wait time thresholds have been retained at 4 months since 
2015; earlier years had wait times of 6 and 5 months so comparing 
results over time to include years prior to January 2015 is not 
appropriate) 

Percentage of patients who have a primary hip or 
knee replacement procedure receiving antibiotic 
within 60 minutes of the first incision 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

97.0% *14 96.8% *15 100% 98.1% *16 

Target achieved?  No, although increased in the 2016 
calendar year and was much the same as the national 
average (97.9%) for this period.  While there were 
three instances of a surgical site infection associated 
with patients having these procedures over the year, 
these patients had received an antibiotic within the 
right time. 
Note: results as reported by Health Safety and Quality Commission 
for the 2015 calendar year  
Elective surgery inpatient average length of stay 
(standardised) – days *M 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

1.74 1.70 *M16 <1.62 1.58 *M17 

Target achieved?  Yes – better than anticipated – 
both in the standardised ALOS (1.58 days) and 
unstandardised ALOS (1.51 days) for elective 
inpatient events; 5,444 patient admissions utilising 
8,224 bed days over the 12 months ending March 
2017. 

Decreased acute readmissions to hospital within 28 
days for people discharged with a prior elective 
episode (Palmerston North Hospital) 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

4.3% 4.9% ≤4.2% 4.5% 

Target achieved?  Decreased rate relative to 
2015/16 year, but not to target.  Of the 8,207 eligible 
events (115 more than last year), there were 367 
people who had an acute readmission to hospital 
within 28 days of their discharge for that elective 
episode (31 fewer than in the 2015/16 year), 142 
(38.7%) of whom were subsequently discharged from 
a surgical specialty. 

Number of first specialist assessments (as a DHB of 
service) 

 2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

Medical *C 8,678 9,384 9,269 8,367 
Surgical 14,346 15,633 14,571 15,018 

Target achieved?  No – under target volume in 
medical services and over target volume in surgical 
services; 455 FSAs below target overall.  The 
difference between actual and target volume in 
medical services is the change to the way in which 
scopes under the specialty of gastroenterology 
services were accounted for, and changes in medical 
staffing between gastroenterology specialty and 
general medicine (575 below target volume).  Further, 
a rheumatologist retired creating a vacancy for some 
months in 2016/17 (221 below target volume).   

 

Percentage of patients waiting greater than the four 
months for their first specialist assessment (as at end 
June each year) 
Target:  0% 
2016/17 Result: 0.7% 2015/16 Result:  0.1% 

Target achieved?  No.  At the end of June 2017, there 
were 35 people (0.7%) recorded as having waited 
greater than four months for their first specialist 
assessment (FSA).  These were predominantly in 
orthopaedic (17) and diabetes services (10) followed 
by respiratory services (4).  However, both 
orthopaedic and respiratory services delivered more 
FSAs than planned for the year.  Further, the total 
number of FSAs delivered for MidCentral residents far 
exceeded the planned volume (126 percent of the 
22,205 target) over the year. 
 

93



 
 

MidCentral District Health Board 
 2016/17 DRAFT Annual Report v.02 Page | 58 

Conversely, with additional neurology staff 126 more 
FSAs for that specialty were completed, and there 
were 178 more FSAs undertaken by the paediatric 
medicine specialty. 

(Note:  Wait time thresholds have been retained at 4 months since 
2015; earlier years had wait times of 6 and 5 months so comparing 
results over time to include years prior to January 2015 is not 
appropriate) 

Average number of patients per month with a 
confirmed diagnosis of cancer whose first cancer 
treatment (or other management) was within 31 days 
of decision-to-treat 
2014/15 
Actual*9 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

50  55 70 54 

Estimate achieved? No, ranged from 33 to 70 
patients per month whose treatment was within 31 
days of the decision to treat.  There was a lower than 
expected number of patients in this cohort for the 
faster cancer treatment pathway compared to the 
expected number of cancer registrations each month.  
Of the 734 patients who received their first cancer 
treatment (or other management) over the year, 651 
(88.7%) received their treatment within 31 days of the 
decision to treat – similar to the national average for 
this period (88.6%) and above the national target 
(≥85%). 
 
 
 
 
 

All patients who are ready for treatment wait less than 
four weeks for radiotherapy or chemotherapy 
Target:  100% 
2016/17 Result:  100% 2015/16 Result:  100% 
Target achieved?  Yes – continuing to achieve target 
of all patients who are ready for treatment receive 
their radiotherapy or chemotherapy treatment within 
four weeks.  There were no delays to treatment due to 
facility constraints. 

Increased percentage of people referred with a high 
suspicion of cancer and a need to be seen within two 
weeks receive their first cancer treatment (or other 
management) within 62 days 

2014/15 
Actual *9 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

72.5% 76.3% ≥85% 81.9% 
Target achieved?  No, but improved and achieved 
target (86.7 percent) for the last quarter of the 
2016/17 year.  There were 188 people in this cohort 
of patients over the year, 154 of whom received their 
first cancer treatment (or other management) within 
62 days.  There were variable rates each month 
attributable to lower volume of eligible patients for 
this pathway on occasion.  There was a processing 
issue identified that resulted in data not being 
consistently captured for patients triaged for this 
pathway.  A focus on triaging was given priority 
following evaluation of first treatments for all cancer 
patients, not just those who were triaged as high 
suspicion of cancer.  This found that there were a 
number of patients who did meet the FCT criteria, and 
were being treated well within the target timeframe, 
but were excluded from the reporting as they were not 
identified at receipt of referral.  Improvement work 
undertaken has shown in the improved results over 
the last two quarters. 

Average number of people who received a coronary 
angiography or waiting at the end of the each month 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

36 42 37 31 

Target achieved?  No, fewer than estimated; the 
reported figure may be influenced by an incomplete 
data set at the time of data extract, due to data 
processing issues at MidCentral via the National 
Booking Reporting System 

Sustained higher percentage of people with accepted 
referrals for elective coronary angiography who 
receive their procedure within 3 months (90 days) 
Target:  ≥95% 
2016/17 Result:   97.9% 2015/16 Result: 98.0% 
Target achieved?  Yes – sustained results. 
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Data source:  Ministry of Health, Coronary Angiography Diagnostic 
Waiting Time Indicator, as at 28 July 2017.  Note fewer number of 
people waiting and exited in the last quarter may reflect an 
incomplete data set at the time of data extract. 

 Increased percentage of people accepted for a 
diagnostic (non urgent) colonoscopy who receive their 
procedure within 6 weeks (42 days) 
Target:  ≥70% 
2016/17 Result:  74.3% 2015/16 Result: 94.4% 
Target achieved?  Yes.  There were an additional 191 
people who had a non-urgent colonoscopy over the 
year compared to the total number in 2015/16 
(n.1,638).  The proportion of people who had their 
procedure within 42 days reduced with the increased 
volume from December 2016 through to March 2017 
in particular. 

 
(Note: an error in the 2016/17 Annual Plan noted the target at 95% 
rather than 70%; this has been corrected above) 

 

Notes: 
*D1 the inclusion criteria for the health target changed from July 2015 to include elective and arranged discharges from a surgical purchase unit, elective 

and arranged discharges with a surgical DRG from a non-surgical specialty of an arranged event type as well as elective and to include surgical 
purchase units from non-surgical purchase unit (excluding maternity) and skin lesions or intraocular injections where these are reported to the National 
Minimum Data Set. 

*9  refers to nine month period to June 2015; this was a new measure and national health target introduced from October 2014  
*M the Ministry of Health revised the way in which the standardised average lengths of stay for elective (and acute) services were to be measured and 

applied from July 2015.  This ALOS measure is for elective surgical admitted events (inpatient and daypatient, and joins multiple links within an 
episode of care) where there is a surgical purchase unit.  As such, comparing this standardised ALOS measure for elective services to prior periods is 
not appropriate. 

*C includes oncology and haematology services 
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Output:  Hospital-Based Acute Services  
 

Description 
Specialist (acute) medical and surgical services are provided to people of all ages whose condition is of such 
severity or complexity that it is beyond the capacity and technical support of the referring service.  Services 
intended are to achieve an integrated continuum of care that provides effective shared care across all settings 
from primary to tertiary, and includes cure of disease, relief of pain, effective screening and prevention of 
unnecessary or long term complications and access to information by patients and other practitioners.  Hospital 
acute services will also advise and plan for care that prevents or reduces acute exacerbation of chronic disease to 
minimise likelihood of inappropriate hospital admissions and promote improved quality of life. 

Strategic Objectives: 

 People do not have unnecessary delays in being admitted, discharged or transferred from ED 
 People can access urgent, unplanned care when they need it 
 People receive appropriate, timely discharge from acute episodes in hospital 
 Discharge and transfer of care arrangements limit the likelihood of an unplanned readmission for a related 

acute condition 
 Patients are treated and cared for in a safe environment and protected from harm 

2016/17 Output measures and results Impact measures and results 

Number of Emergency Department attendances 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

40,369 43,783 44,050 42,810 

Estimate achieved?  No.  The estimated increase in 
attendances at ED relative to the growth in population 
did not eventuate.  Neither did the extraordinary 
increase (8.5%) in ED attendances that occurred in 
the 2015/16 year, with a 2.2% (n.973) reduction in 
attendances over 2016/17. 

Increased percentage of patients who are admitted, 
transferred or discharged from the Emergency 
department within 6 hours 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

94.2% 93.7% ≥95.0% 90.7% 

Target achieved?  No.  Of the 42,810 attendances at 
the Emergency Department over the year, 38,825 
were admitted, transferred or discharged within six 
hours – well below target and a further reduction on 
the previous two years.  A programme of work to 
address hospital patient flow and to examine 
management of acute and urgent care across the 
primary care and hospital settings is being 
implemented to improve the proportion of people that 
have shorter stays in the Emergency Department 
before being admitted, transferred or discharged. 

 

Percentage of ED attendances culminating in an 
admission to hospital 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

30.6% 30.4% ≤30% 30.1% 

Target achieved?  No, although reduced, target not 
quite achieved.  Of the 42,810 attendances at the 
Emergency Department, 12,843 resulted in an 
inpatient admission (excludes the 132 transfers to 
other hospitals – 24 more than over the previous 
year).  There were fewer resourced beds available 
over the six months from October 2016 to end March 
2017 accommodated an anticipated reduction in 
demand for acute inpatient medical and surgical  
services over the spring and summer months and to 
enable more staff to take leave over this period.   

Standardised inpatient average length of stay (ALOS) 
– acute services (days) *M 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

2.83 2.61 *M16 ≤2.55 2.55 *M17 

Target achieved?  Yes – good progress with reducing the 
average length of stay for acute admitted events.  Even so, 
the standardised ALOS for MidCentral over this latest period 
was slightly above the national rate (2.53 days). 

Decreased percentage of patients who had an acute 
readmission to hospital within 28 days of a previous 
discharge (MDHB of service)*R 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

8.6% 8.8% ≤8.0% 8.5% 

Target achieved? No, but better than prior years with 
a reduction in the acute readmission rate.   
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Although there were 1,185 (3.1%) fewer eligible 
discharges in the 2016/17 year (total 37,197), there 
were 3,167 acute readmissions for a related 
diagnostic group (including short stay ED admissions) 
to hospital within 28 days of a previous discharge – 
224 (6.6%) less than in 2015/16.  Just under half 
(47.9%) of the total acute readmissions were for 
people aged 65+ years. 
Note: 2015/16 result updated with data subsequent to report date 
for the 2015/16 Annual Report. 

Number of acute medical and surgical discharges 
(excluding emergency medicine, including oncology) 

 2014/15 
Actual  

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result  

Medical  11,241 11,903 <11,700 11,634 
Surgical 4,965 5,517 <5,500 5,075 

Estimates achieved?  Yes, for both medical and 
surgical admitted events. 

Reduced hospital acquired bacteraemia rate per 
1,000 patients 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

1.17 1.44 ≤1.4 1.82 
Target achieved? No. There were eight more 
instances of hospital acquired blood stream 
infections (HABSI) reported over the 2016/17 year 
totalling 50, compared to 42 in 2015/16.  There was 
no apparent single cause to the steady increase in the 
rolling 12 month HABSI rate.  The trends are being 
monitored by the Infection Prevention and Control 
Team, who are working in partnership with clinicians 
to minimise the risk of bacteraemia. Quality 
improvement initiatives have been undertaken to 
reduce the likelihood of bacteraemia and have 
included focused attention on insertion of venous 
access and hand hygiene. 

 

Number of inpatient acute admissions aged 75+ 
years 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

5,009 5,055 <5,400 5,216 

Estimate achieved?  Yes. 

Increased percentage of patients aged 75+ years 
(55+ years for Māori and Pacific people) admitted to 
hospital who had a falls risk assessment completed 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

90.0% 93.6% ≥95% 96.1% 

Target achieved?  Yes – consistently achieved each 
quarter.  The annual result reports an average per 
quarter, covering the 12 month period up to end of 
March each year (as published by the Health Quality 
and Safety Commission).  Note that MidCentral works 
to a higher target than the national target (90%), and 
consistently achieves a higher rate of falls risk 
assessments than the national average (91%). 
 

Improved average overall scores to the four surveys 
responded to over the year for each of the patient 
experience domains 

Survey domain 2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

Communication 8.2 8.3 ≥8.5 8.3 
Partnership 8.4 8.5 ≥8.5 8.5 
Coordination 8.2 8.3 ≥8.5 8.3 
Physical & 
emotional needs  8.5 8.6 ≥8.5 8.6 

Targets achieved?  Partially.  Retained the same 
overall mean scores for all four domains across the 
four surveys undertaken in the 2016/17 year, 
achieving target for “partnership” and “physical and 
emotional needs”.   
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Notes:  
*M  the Ministry of Health revised the way in which the standardised average lengths of stay for acute (and elective) services were to be measured and 

applied from July 2015.  This ALOS measure is for acute admitted events in any medical or surgical specialty (inpatient and daypatient, and joins 
multiple links within an episode of care where the first event was acute) where there is a surgical purchase unit.  As such, comparing this standardised 
ALOS measure for elective services to prior periods is not appropriate (the 2014/15 data was retrospectively updated by the Ministry of Health and is 
reported here). 

*M16 and M17 refers to 12 month period ending 31 March 2016 and 31 March 2017 
*R From July 2015, reporting of this measure for this purpose uses data extracted from MidCentral’s patient administration system rather than data from 

the Ministry of Health while a revision of the national definition and methodology for acute readmissions is being undertaken.  (Also refer to Primary 
Health Care section)..   

 
 
  

98



 
 

MidCentral District Health Board 
 2016/17 DRAFT Annual Report v.02 Page | 63 

Output:  Hospital-Based Maternity Services  
 

Description 
Maternity Services that are funded by DHBs include primary, secondary and tertiary maternity care for pregnant 
women and their babies until six weeks after the birth.  The service supports continuity of care, and is delivered in 
community, outpatient and inpatient settings.  The national Maternity Referral Guidelines identify clinical reasons 
for consultation with a specialist and are published by the Ministry of Health from time to time. 

Hospital-based maternity services are provided at primary, secondary and tertiary levels.  Secondary maternity 
services are those provided where women and/or their babies experience complications that need additional 
maternity care involving obstetricians, paediatricians, other specialists and secondary care teams.  Tertiary 
maternity services are additional maternity care provided to women and their babies who have highly complex 
clinical needs and require consultation with and/or transfer of care to a multi-disciplinary specialist team. 

Strategic Objectives: 

 Women experience safe and effective obstetric services 
 Babies’ physical and emotional health is supported with established breastfeeding at time of discharge from 

hospital 
 Patients are treated and cared for in a safe environment and protected from harm  

2016/17 Output measures and results Impact measures and results 

Number of Palmerston North (PN) hospital facility 
(secondary) births, MidCentral residents 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

1,747 1,738 1,860 1,815 

Estimate achieved?  No but close, with a 4.4 percent 
increase on the number of births at Palmerston North 
Hospital over the 2016/17 year relative to 2015/16 
by women residing in MidCentral’s district. 

Increased proportion of babies discharged with 
breastfeeding established at time of discharge 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

78.2% 75.9% ≥85% 74.5% 

Target achieved?  No.  Ambitious target, with a 
declining trend in the proportion of women exclusively 
or fully breast feeding their baby at time of discharge, 
and around 20 percent of the babies were partially 
breast fed.  The rate of artificial feeding has shown a 
very small increase over the last five years. 

 

Total cost weighted discharges (DHB of service) for 
maternity and neonatal inpatients (rounded) 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

2,852 3,031 2,934 3,228 

Target achieved?  No, more than target volume 
consistent with the increase in the number of women 
giving birth and the increase in caesarean sections 
although the average caseweight was similar to 
2015/16 (0.54).  However, the average caseweight 
for the 36 fewer neonatal episodes of care provided 
in 2016/17 increased markedly, from 1.93 in 
2015/16 to 2.35 in 2016/17.  

Total number of deliveries by caesarean section (DHB 
of service) 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

573 602 ≤600 644 

Estimate achieved?  No.  The number of births 
delivered by caesarean section continues to increase 
(32.4% of all births at Palmerston North Hospital). 

Proportion of total deliveries that were an acute 
(emergency) caesarean section type *D 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

19.4% 22.1% <21% 21.2% 
Target achieved?  A reduced rate relative to the 
2015/16 year, but not quite to target.  Of the 1,990 
total births, 421 were delivered following an acute 
(emergency) caesarean section (15 of which were for 
non-MidCentral DHB of domicile women) and 12 fewer 
than in 2015/16.  (Note 2015/16 result updated to reflect fully 
coded data for the year, which was incomplete at time of reporting 
for the 2015/16 Annual Report)  
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Average length of stay – mothers (days) 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

2.39 2.61 ≤2.5 2.52 

Target achieved?  Essentially achieved the intended 
reduction over the year; 0.02 days above target. 

Increased percentage of women rating their post-
natal length of stay as “just right” 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

93.2% 91.5% ≥95% 90.6% 

Target achieved?  No.  Of the 267 maternity survey 
respondents prior to their discharge from hospital, 
242 noted their length of stay as “just right” rather 
than too long or short.  The number of respondents to 
this survey has been steadily declining each year (455 
respondents in the 2014/15 year).  The survey tool 
was reviewed in the 2016/17 year and has been 
modified to take effect in the 2017/18 year.  

Number of DHB (non-specialist) antenatal consults 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

249 206 248 163 

Target achieved?  No – less than expected.  There 
was a change in the 2016/17 year to these antenatal 
consultations being conducted in the antenatal day 
assessment clinic.  The service continues to be 
available with assessments conducted by a registrar 
and midwife.  While it has been noted that there were 
fewer assessments required for women who were 
post due-date for delivery, the reduction noted for 
antenatal consultations is also likely reflect under-
reporting of actual activity, with the change in location 
as well.   

Maintain lower percentage of low birth weight 
(<2500gms) babies 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

5.3% 7.6% ≤6.0% 6.3% 

Target achieved?  No, but close to target for all 1,990 
births at Palmerston North Hospital.  For mothers 
domiciled in MidCentral’s district, there were 20 fewer 
low birth weight babies than in the previous year – 
119 of the total 1,909 births (6.2%). 

Number of first obstetric consult attendances 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

892 950 952 958 

Target achieved? Yes – as expected. 
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Output:  Assessment, Treatment and Rehabilitation Services  
 

Description 
Multi-disciplinary inpatient assessment treatment and rehabilitation (AT&R) for people with complex medical, 
cognitive, functional and social needs with the aim of enabling them to live independently in the community. 
Includes aged, physical, sensory and intellectual AT&R service(s).  The AT&R service aims to improve functional 
independence of patients in usual age-related roles and activities and/or return to the workforce or other activity 
with limitation of disease progression by active risk factor management and early, effective rehabilitation. 

These are services provided to restore functional ability and enable people to live as independently as possible. 

Strategic Objectives: 

 Older people are supported to maintain their functional independence in the community 
 More older people have access to specialist community-based services 
 Hospital lengths of stay are reduced with appropriate community support services in place 

2016/17 Output measures and results Impact measures and results 

Number of inpatient discharges (geriatric AT&R) 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

818 849 870 880 

Estimate achieved?  Yes, although ten more than 
anticipated and a 3.7 percent increase on the number 
of discharges in the 2015/16 year.  Highest volume 
of discharges since the high of 907 in 2009/10. 

 

Reduced average length of time between referral from 
acute services to transfer to AT&R services (days) 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

2.7 1.3 ≤1.2 2.1 
Target achieved?  No.  With the higher volume of 
inpatients in the AT&R (geriatric service) ward at 
Palmerston North Hospital and 49 more being 
referred from acute services than in the previous 
year, the waiting time for transfer increased markedly 
although the average transfer time was the second 
lowest in seven years, with the 2015/16 year being 
the outlier year with a particularly low average time. 

Inpatient average length of stay for AT&R (geriatric) 
services (days) 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

19.22 16.97 <17.5 15.68 

Target achieved?  Yes – steadily reducing since the 
longest average length of stay in the 2014/15 year, 
with a higher volume of discharges occurring this year 
utilising 13,800 bed days (1,924 fewer than in 
2014/15).  A service improvement project was 
undertaken to look at lengths of hospital stay and to 
examine the roadblocks to an appropriate, timely and 
safe discharge from hospital.  One of the key enablers 
to reducing the overall length of stay has been the 
increase in utilisation of packages of temporary 
support for home-based personal care services that 
were instigated prior to patients being discharged.   

Reduced occurrence rate of falls by people aged 65+ 
years, per 1,000 inpatient AT&R bed days 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

13.9 10.59 ≤10.0 11.53 

Target achieved?  No, but around the average 
occurrence rate of falls as there has been for the last 
eight years, although fewer in average number per 
year (204 compared to an average of 228).  Falls risk 
assessments and targeted care plans for older 
patients are routinely completed on admission and 
help to minimise the risk of falling and those causing 
injury. 
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Number of AT&R bed days (geriatric) 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

6,680 5,447 6,000 5,866 

Target achieved?  No.  The number of available AT&R 
bed days available at Palmerston North Hospital 
(STAR 2) and Horowhenua Health Centre (STAR 4) 
were reduced to 48 in total from December 2015 – 
impacting both 2015/16 and 2016/17 results.  
Despite this, there were more patients discharged 
from the AT&R service this year, with a significant 
reduction in the average length of stay following a 
focused service improvement project (see above). 
Note 2015/16 updated to reflect actual bed days – transcription 
error noted the target volume rather than the actual. 

Sustained proportion of older people discharged from 
AT&R services to independent living (not ARC) 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

76.1% 76.8% ≥75% 73.9% 
Target achieved?  No.  Of the 880 discharges from 
the Assessment, Treatment and Rehabilitation 
(geriatric) services, 650 were discharged to an aged 
residential care facility – only 10 fewer than target.  

Number of AT&R outpatient clinic attendances 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

3,557 3,580 3,750 2,870 

Target achieved? No – fewer than target volume.  This 
was influenced by the availability of geriatricians (a 
new position was appointed to later in the year), 
including medical cover for the Tararua and 
Horowhenua clinics.  There was also the 
commencement of the specialist health of older team 
services provided from Kauri Health Centre 
(Integrated Family Health Centre), reducing a number 
of patients having to be seen at Palmerston North 
hospital.   

Reduced acute readmissions to hospital within 28 
days for those discharged from AT&R services 

 2014/15 
Actual * 

2015/16 
Actual * 

2016/17 
Target 

2016/17 
Result 

Geriatric 7.3% 7.5% <9.0% 7.3% 
Psychogeriatric 10.2% 10.7% <11.0% 14.0% 

Targets achieved?  Partially, with a reduced acute 
readmission rate for patients discharged from the 
geriatric AT&R service (n.64), but broadly similar to 
previous years (note target was incorrectly set on 
inclusion of all representations not just acute – see 
note below).  Variable rates continue for patients 
discharged from the psychogeriatric service, which are 
influenced by small numbers (14 acute readmissions 
for 100 discharges over the year).  These acute 
readmissions are to any service for any clinical reason 
not necessarily related to their initial admission event. 

 
* Note:  earlier results have been updated to correct an error that 
had included all readmissions – elective events should have been 
excluded for the count of acute readmissions. 

Number of AT&R domiciliary visits 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

3,298 3,123 3,303 2,278 

Target achieved?  No.  The reduced capacity in 
Occupational Therapy and Physiotherapy disciplines 
due to vacancies that have been difficult to fill, 
coupled with temporary absences of available staff for 
parental or other leave, have had a significant impact 
on the delivery of outpatient domiciliary assessment 
and education visits made over the 2016/17 year.  
Additionally, on occasion, the available Occupational 
Therapy and Physiotherapy staff may be diverted from 
outpatient work to cover the needs of acute patients 
in the medical, surgical, maternity and paediatric 
wards in order to support their discharge from 
hospital. 
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Output Class: Rehabilitation and Support 
 

Why are rehabilitation and support services important? 
 

As with the rest of New Zealand, MidCentral’s population is aging. This is significant, with implications 
for policy making and service planning at national, regional and local levels – especially for publicly 
funded health and social services.  MidCentral district has a higher proportion of people aged 65 and 
over (17%) compared to New Zealand (14%).  Older people (aged 65+ years) have higher health needs 
than people in other age groups and higher rates of mortality and hospitalisations for most chronic 
conditions, some infectious diseases and injuries (often from falls), all of which have a significant 
impact not only for the individual and their family/whānau, but also on the capacity of health and social 
services to respond to the demands resulting from the growth in the older population group. 

For people living with a disability or age related illness it is important they are supported to maintain 
their best possible functional independence and quality of life.  It is also important that people who 
have end stage conditions and their families are appropriately supported by palliative care services, so 
that the person is able to live comfortably, have their needs met in a holistic and respectful way and die 
without undue pain and suffering. 

Services that support people to manage their needs and live well, safely and independently in their own 
homes are considered to provide a higher quality of life, as a result of staying active and positively 
connected to their communities. This is evident by less dependence on hospital and residential services 
and a reduction in acute illness, crisis or deterioration leading to acute admissions or readmission into 
hospital services. Even when returning to full health is not possible, timely access to responsive support 
services enables people to maximise function with the greatest independence.  In preventing 
deterioration and acute illness or crisis, these services have a major impact on the sustainability of 
hospital and specialist services and on the wider health system in general by reducing acute demand, 
unnecessary presentations to the Emergency Department and the need for more complex intervention. 

MidCentral DHB is keen to place an emphasis on an increased proportion of older people living in their 
own home with their natural support system and if necessary supplemented by subsidised home-based 
support services, before aged residential care is pursued.  Respite and day care programmes continue 
to be community and home based options available to older people and their family or whānau. 

Over the past several years, MidCentral DHB has focused on the quality of care provided within the 
aged residential care rest home facilities, ensuring the needs of older people in the community are 
assessed as close to home as possible, and that care for this age group is coordinated and managed 
through general practice.  The Needs Assessment and Service Coordination service continues to utilise 
the International Resident Assessment Instrument (interRAI) as the assessment tool for home based 
support services.  A similar assessment tool is now in use in residential care facilities as well, having 
been rolled out as part of a national programme. Increasing the skills and knowledge of aged residential 
care providers is an essential part of MidCentral’s plans for improving the quality care.  A community-
based specialist Health of Older Persons team has an Integrated Family Health Centre as its community 
base and works closely with the general practice teams to better support older people with frailty.   

 
What do we want to achieve?  (Outcomes) 
 
Reduced hospital admissions 
Better alignment of resources 
Enhanced quality of life for people with a disability or long term conditions 
Enhanced effectiveness of health and disability services 
Patients have a positive experience of care 
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How will we know we are making a difference? (Impacts) 
People receive timely clinical assessment to access appropriate disability support services 
People with disabilities have equitable access to health and disability support services 
People with disabilities have access to choice and control of the supports they receive and the lives they 
lead 
People experience safe and effective services 
Improved integration of services through better use of information and clinical assessment tools 
Older people with complex health needs are supported to live independently in the community 
 
 
What did we spend on Rehabilitation and Support Services? 
 

Revenue and Expenditure by Output Class:  
Rehabilitation and support 

2016/17 
Revenue Expenditure 

$000 $000 
Needs assessment & service coordination 3,089 3,119 
Age related residential care beds 50,516 49,911 
Home based support services 17,096 16,892 
Rehabilitation services 17,359 17,098 
Palliative care services 4,007 4,154 
Life long disability services 37,308 36,481 
Respite care services 1,756 1,802 
Day services 2,334 2,373 
Inter district flows 5,363 5,299 
Total Rehabilitation and Support  138,828 137,129 

 
 
What difference have we made so far? 
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Output:  Needs Assessment and Service Coordination 
 
Description 
Needs Assessment is a process of determining the current abilities, resources, goals and needs of a person and 
defining those needs which are most important to the person. Needs Assessment is provided to: 
• a person who has been identified as having a physical, intellectual, sensory or aged related disability (or a 

combination of these); and 
• which is likely to continue for a minimum of six months; and 
• results in a reduction of independent function to the extent that ongoing support is required 
Service coordination is a process of identifying, planning and reviewing the packages of services required to meet 
the priorities, needs and goals of the person assessed.  The process also determines which of these needs can be 
met by funded services and which can be met by other services.  The process explores all options and linkages for 
addressing the person’s prioritised needs and goals. 

Strategic Objectives: 

 Older people have access to responsive support services that maintain their functional independence in the 
community 

 More people have robust individual care plans and support services based on robust clinical assessments  
 More older people have access to packages of temporary support as a primary option for acute care 
 Hospital admissions and lengths of stay are reduced with appropriate community support in place 

2016/17 Output measures and results Impact measures and results 

Number of eligible people aged 65 or older who have 
a Package of Temporary Support (PoTS) initiated prior 
to hospital discharge 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

530 742 ≤680 909 
Estimate achieved?  No, a third more than estimated 
number of people had received a Package of 
Temporary Support service prior to hospital discharge; 
22.5% more than in the 2015/16 year.  An average of 
76 PoTS per month were instigated to support a 
person’s discharge home from hospital, with 
‘personal care’ services ranging from 3 hours per 
week to 14 hours per week. 

Increasing eligible people aged 65+ years receiving 
community initiated Packages of Temporary Support 
(PoTS) as a proportion of total people receiving PoTS 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

10.8% 34.5% ≥40% 36.1% 
Target achieved?  No, but increased on the previous 
year to 36.1 percent (n.514) of 1,423 total PoTS 
initiated in the 2016/17 year (291 more than in the 
2015/16 year).  The winter months predominate in 
volume for both community and pre-hospital 
discharge PoTS, when demand for acute health care 
services also usually rises.  

 

Number of eligible people aged 65 or older who have 
a community-based initiated Package of Temporary 
Support (PoTS) 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

64 * 390 340 514 

Estimate achieved?  No – surpassed anticipated 
volume, but is aligned to intention for increasing 
community/home based support services being made 
available to eligible people. 

0
50

100
150
200
250
300
350
400
450
500
550

Qtr
1

Qtr
2

Qtr
3

Qtr
4

Qtr
1

Qtr
2

Qtr
3

Qtr
4

2015/16 2016/17

Community POTS

Pre-discharge POTS

105



 
 

MidCentral District Health Board 
 2016/17 DRAFT Annual Report v.02 Page | 70 

Total number of referrals received by Needs 
Assessment and Service Coordination (NASC) services 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

4,204 3,536 4,800 5,497 

Estimate achieved?   Surpassed.  The figures include 
referrals that are required to activate assessments for 
the Packages of Temporary Support programme, 
which increased significantly in 2016/17 (both pre-
hospital discharge and community based – see 
above). 
  

Increased percentage of new (urgent and routine) 
referrals to NASC service have an interRAI 
assessment completed within 2 days 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

27% 47.2% ≥40% 43.3% 
Target achieved? Yes.  Despite the 35 percent 
increase (n.817) in the number of referrals, and those 
that received an assessment in this period (n.3,148), 
the target proportion of those assessed within two 
days was slightly ahead of target.   
Of the 28 percent of clients who had an interRAI 
assessment after 30 days, where necessary interim 
support services, such as the packages of temporary 
support for personal care services, were initiated and 
the service coordination outcome reassessed 
following the more comprehensive interRAI 
assessment. 

 
Average number of people who have had a 
Comprehensive Clinical Assessment and Individual 
Care Plan completed per quarter * 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

564 587 590 546 
Estimate achieved?  No – just short of estimated 
figure.  Excludes clients who were assessed for short 
term home based support services, which accounted 
for another 186 client assessments on average each 
quarter.   
* The 2015/16 Annual Report shows results for the year, in error; it 
should have been reported as an average per quarter 

Higher percentage of people aged 65 or older 
receiving publicly funded long term home-based 
support services who have a comprehensive clinical 
assessment and a completed care plan 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

87.1% 93.8% ≥96% 100% 

Target achieved?  Yes.  The interRAI (International 
Resident Assessment Instrument) tool is consistently 
used by the Needs Assessment and Service 
Coordination service for all client assessments and 
subsequent care planning for service coordination 
outcomes. 
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Output:  Home-Based Support Services 

Description 
The purpose of the home support services is to promote and maintain the independence of people who are 
experiencing difficulty caring for themselves because of an illness or chronic medical condition, or as a result of 
hospitalisation.  The home support service is long term support provided by support workers for people with 
chronic health conditions in their own home or other private accommodation in the community.  The service is 
delivered by private organisations, upon authorised referral following confirmation of eligibility and an individual 
needs assessment process, and is accountable for the quality of services delivered.  The services have a 
restorative focus that promotes and maintains the independence of the service user. 

Strategic Objectives: 

 Increased confidence in the safety and quality of home-based services being delivered 
 More older people are supported to live independently in the community 
 Increased value for money in the provision of health and disability support services 
 Equitable access to appropriate home-based support services for older people 

2016/17 Output measures and results Impact measures and results 

Number of clients with assessments completed in the 
year and a home based support service coordination 
outcome (all levels of support need) 
 2014/15 

Actual 
2015/16 
Actual 

2016/17 
Estimate* 

2016/17 
Result 

Horowhenua 425 436 825 391 
Otaki 90 96 120 93 
Palmerston Nth 778 775 1325 738 
Manawatu 233 240 420 252 
Tararua 171 164 295 156 
Other 34 21 15 27 
Total 1,731 1,732 3,000 1,657 
Estimates achieved?    (See note below).   Consistent 
number of clients assessed with an outcome of home 
based support services. Home based support service 
could include personal care, household management, 
respite/intermittent care and/or day care, and a client 
may be eligible for any one or more of these types of 
services over the year. Of the total assessments 
completed, 75.6 percent were first assessments and 
43.4 percent were for personal care – short term.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                         

Higher percentage of clients with a home support need 
level of three (medium) or above (by district) 

Level 3+ by 
location 

2014/15 
Actual 

2015/16  
Actual 

2016/17 
Target 

2016/17 
Result 

Horowhenua 95.8% 97.2% ≥98% 97.7% 
Otaki 97.8% 100% ≥98% 100% 

Palmerston Nth 80.5% 96.5% ≥95% 97.8% 
Manawatu 95.7% 94.2% ≥95% 98.4% 

Tararua 79.5% 93.9% ≥96% 98.7% 
Total 87.4% 96.2% ≥96% 98.1% 

Target achieved?  Yes.  The majority of clients assessed 
for home based support services had a support need 
level of medium to very high.  In MidCentral’s district, 
proportionately more clients assessed with high or very 
high support needs were residents of the Tararua 
(55.8%), Otaki (41.9%) or Manawatu (34.1%) districts.  
This reflects the higher level of social deprivation in 
these local authority areas. 

* Note:  Actual number and rates for 2014/15 differ from those recorded in the 2016/17 Annual Plan, but as reported in the 2015/16 
Annual Report, on the basis of changed definition compared to a similar measure reported in earlier years with figures carried over prior to 
completion of the 2015/16 year.  The figures and rates reported here for 2015/16 have also been updated to remove the duplicate 
assessments, which were included in error in the 2015/16 Annual Report.  The estimated figures for the 2016/17 year noted here are 
therefore over-inflated based on the earlier measure and inclusion of duplicate assessments.  

Number of HBSS providers certified to Sector 
Standards 2012:8158 contracted for the provision of 
services by the DHB 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

6 6 6 6 
Target achieved?  Yes – sustained number of certified 
providers available for the provision of home based 
support services. 

Sustained proportion of projected population aged 
65+ years*P that received home based support 
services in the year 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

5.9% 5.8% ≤10.0% 5.4% 
Target achieved?  Yes.  The proportion of the older 
population receiving home based support services 
(n.1,630) is  broadly consistent with previous years 
and application of the policy that focuses the eligibility 
criteria on clients with higher level of support needs 
for personal care services.  The projected population 
aged 65+ years in MidCentral’s district is estimated to 
increase by about three percent each year.  
*P Statistics New Zealand population projections (2013 Census base, 

updated 2016) 
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Output:  Age Related Residential Care Beds 
 
Description 
Age related residential care (ARRC) beds comprise rest home care beds, dementia care beds and hospital 
continuing care beds.  Psychogeriatric care beds are also available, which provide for more complex care needs. 

Strategic Objectives: 

 Aged residential care facilities provide quality, safe services to their residents 
 More older people are supported to maintain their functional independence in the community 
 Fewer admissions to hospital for injuries or illness related to respiratory or urinary tract infections of people 

from aged residential care facilities 

2016/17 Output measures and results Impact measures and results 

Total number of people aged 65+ years receiving DHB 
funded support for aged residential care (excluding 
respite) over the year 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

1,736 1,844 1,700 1,838 
(2016/17 data as at 01 August 2017) 
Estimate achieved?  No, surpassed, but consistent 
with the previous year.  As at time of reporting, ARC 
facilities had claimed for DHB funded support for 
1,838 individuals living in age related residential care 
over the year. There may be some eligible claims for 
the year that have not yet been processed. 

Contained proportion of MidCentral’s projected 
population aged 65+ years receiving DHB funded 
support in ARC facilities over the year 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

6.0% 6.1% ≤6.0% 6.0% 

Target achieved?  Yes.  Even though the average 
projected population aged 65 years or more 
increased by 6.1 percent to 30,425 for the 2016/17 
year, the number and proportion of residents 
receiving DHB funded support in aged residential care 
(excluding respite care) was retained at previous 
levels. 

Percentage of total ARC beds utilised by people aged 
65+ years for dementia care 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

12% 11.5% ≤13% 12.9% 

Estimate achieved?  Yes.  Of the total 1,777 age 
residential care beds available on average over the 
year, 229 (12.9%) were utilised by older people with 
dementia.  Of the total number of available beds, 260 
were designated for dementia care; on average 
88.1% were occupied during each quarter of the year. 

Higher percentage of people living in ARC facility have 
a subsequent interRAI Long Term Care Facility (LTCF) 
assessment within 230 days of previous assessment 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result * 

n/a ≥95% 77.3% 

Target achieved?  * The result is an average each 
quarter for the year.  Not yet to target.  The national 
average was 83 percent for the year. 
This was a new indicator introduced in the 2016/17 
year.  The baseline as at December 2015 was 64 
percent.  There has been a steady improvement over 
the latter part of the year to 80.3% (n.432) of the 538 
residents who had an Long Term Care Facility (LTCF) 
assessment 230 days prior to the commencement of 
the quarter, also had a subsequent LTCF assessment 
within the next 230 days in the last quarter of 
2016/17. The results for the 34 eligible facilities 
ranged from 11 percent of nine in one facility and 45 
percent of 40 in another facility to 100 percent of 17 
in another facility. 
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Number of acute admissions by ARC subsided 
residents discharged from hospital as a result of 
respiratory infection (pneumonia), gastrointestinal or 
urinary tract infections 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

236 201 ≤170 185 

Estimate achieved?  Slightly above estimate, but an 
improvement on the number of people admitted from 
residential care for these conditions in 2015/16.  

 

Decreased percentage of acute hospital admissions 
by people who received subsidised ARC over the year 
that were as a result of a gastrointestinal, respiratory 
or urinary tract infection 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

13.2% 12.3% ≤12% 12.5% 

Target achieved?  No, but close.  Although 16 fewer in 
number compared to 2015/16, there was an overall 
reduction in the number of acute admissions for 
these conditions in the 2016/17 year (total 1,479 – 
153 less than in 2015/16), therefore a slight 
increase in percentage of those who were residents of 
age related care facilities, There were 20 fewer acute 
admissions of older residents for urinary tract or 
respiratory conditions relative to the previous year. 
Lower percentage of Emergency Department 
attendances that are by people receiving subsidised 
aged residential care 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

4.2% 3.4% <3.2% 3.2% 
Target achieved?  Yes.  Both the number of 
individuals and the number of attendances at the 
Emergency Department (ED) by people living in Aged 
Residential Care facilities reduced relative to the 
2015/16 year, achieving target.  There were 1,366 
ED attendances by 758 individuals over the 2016/17 
year.  This represents 3.2 percent of the total number 
of attendances at the Emergency Department 
(42,810) over the year – 111 fewer attendances by 
52 fewer individuals compared to the previous year. 

Number of surveillance or certification audits of Aged 
Residential Care facilities undertaken in the year 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

19 32 ≤24 21 

Target achieved?  Yes 

Reduced average number of Corrective Action 
Requests (CARs) per ARC facility that was audited in 
the year 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

3.4 5 ≤4.0 3.2 

Target achieved?  Yes.  Of the surveillance or 
certification audits completed over the year, 14 of the 
21 facilities had had Corrective Action Requests 
notified by the end of the year.  For these 14 facilities, 
the average number of CARS had reduced to 3.2 per 
facility (range 0 – 8). 
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Output:  Life Long Disability Services 

Description 
Government, through Vote:Health, funds ongoing support services for people with a wide range of disabilities and 
impairments.  These services are referred to as disability support services for some groups, and long-term support 
services for others.  Support options need to be flexible, responsive and needs based (refer to the earlier sections 
on Needs Assessment and Service Coordination services, residential care, rehabilitation and home-based support 
services).  They focus on the person and, where relevant, their family and whānau, and enable people to make 
informed decisions about their own lives. 

This output focuses on the services provided by Enable New Zealand – a division of MidCentral District Health 
Board – in two main areas:  disability information and advisory services and equipment modification services.  
Enable New Zealand provides services to the greater population of New Zealand.  The new EASIE Living Centre 
(opened in February 2016) enjoys a strong community profile regionally and acts as a community hub, engaging 
with community organisations and service providers to remove the barriers that preclude disabled people from 
actively participating in their communities. 
 
Strategic Objectives: 

 Timely access to information and equipment that meets the immediate needs of referred clients 
 People with disabilities receive quality, timely assessment of needs and service coordination services 
 People with a lifelong disability receive a range of coordinated services on time, based on assessed need, that 

support as much functional independence and community-based support as possible 
 People with disabilities have access to choice and control of the supports they receive and the lives they lead 
 

2016/17 Output measures and results Impact measures and results 

Number of referred eligible clients (aged under 65 
years) who have had a needs assessment completed 
by NASC 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

402 650 400 *A 503 

Target achieved? Yes. 
 
 

 

 

*A:  refers to all needs assessments undertaken by the NASC 
service, not just first or new assessments. 

Sustained high percentage of people who express 
satisfaction with the service provided by the NASC 
(Needs Assessment and Service Coordination) – 
quarterly survey  

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

95.0% 93.0% ≥95% 82.0% 

Target achieved?  No.  Clients are looking for more 
choice and control over the service options available 
to them and get frustrated with the inflexible choice.   
This kind of feedback highlights the importance of the 
disability system transformation work that 
commenced in the latter part of the year and will 
continue into the 2017/18 year. 

Number of information requests received via National 
Disability website, weka.co.nz 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

90,337 78,328 92,000 91,755 

Estimate achieved?  No, but close. 

High percentage of people express satisfaction that 
the EASIE Living Centre supports them, their 
family/whānau to make informed choices that are 
aligned to their personal goals and aspirations 
2016/17 Target:  ≥80% Result:  97% 
Target achieved?  Yes 

Total number of customer walk-ins, e-mail and phone 
enquiries to the EASIE Living Centre 
2016/17 Estimate:  3,900  Result:  6,155 
Estimate achieved?  Surpassed.  As the EASIE Living 
and Distribution Centre (which opened in February 
2016) became known and promoted as a new service 
available to people with disabilities and to Needs 
Assessment and Service Coordinators, more people 
have taken the opportunity to see and investigate the 
equipment, furniture and housing modification 
services available and to interact with the 
demonstration options. 

High percentage of people express satisfaction that 
the EASIE Living Centre promotes and encourages 
participation and inclusion in the community and 
works with individuals, their family/whānau to create 
opportunities for building networks that are aligned to 
their personal goals and aspirations. 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

n/a ≥80% 97% 

Target achieved? Yes 
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Number of brochures/pamphlets distributed by the 
EASIE Living Centre 
2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

n/a 2,500 6,171 

Estimate achieved?  Surpassed.  Together with the 
customer walk-ins and enquiries, the dissemination of 
information through brochures about the new Centre 
and the available equipment exceeded expectations 
as the new service was starting up.  

 
 

Number of hosted meetings, special events and group 
visits with organisations, community groups and 
service organisations 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

n/a 200 186 

Estimate achieved?  No, not quite for this first year as 
a start-up service, although compensated to an extent 
by the number of walk-ins, enquiries, and 
dissemination of information that did occur (see 
above). 

 

Output:  Rehabilitation Services 

Description 
These services restore or maximise people’s health or functional ability following a health-related event.  They 
include community rehabilitation programmes, physical or occupational therapy, treatment of pain or 
inflammation and retraining to compensate for specific lost functions.  Success is measured through increased 
referral of the right people to these services. 

Strategic Objectives: 

 Families with children who are diagnosed with an autism spectrum disorder have better access to specialist 
support services 

 More people are supported to retain optimal functional independence in community-based settings 

2016/17 Output measures and results Impact measures and results 

Number of child health development service first 
attendances 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

742 680 750 661 

Estimate achieved?  No; the estimated increase in the 
number of first attendances did not eventuate, but is 
consistent with the volume in 2015/16 and a small 
reduction in the population demographic across the 
eligible age group. Autism spectrum disorder is 
thought to affect 1 in 100 New Zealanders (all ages).  
The projected population aged 0 – 18 years in 
MidCentral’s district as at end June 2017 was 43,850 
– the Child Health Development Service saw 1.5% of 
this number of children and young people for Autism 
Spectrum Disorder. 

Proportion of new clients seen in the year by Child 
Health Development service who have a diagnosis of 
autism spectrum disorder 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

21.3% 24.3% ≥25% 23.0% 

Target achieved?  No, slightly reduced, but broadly 
consistent with last two years, sustaining access to 
the Child Development Service by children and their 
families living with autism spectrum disorder.  
Developmental delays and chromosomal disorders 
are the other major conditions experienced by clients 
seen by the Child Health Development Service. 
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Number of accredited equipment assessments 
completed (including hearing) 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

4,063 3,813 3,888 3,414 

Target achieved?  No.  Four hundred fewer 
assessments for hearing aids conducted in the 
2016/17 year resulting from a change to the 
contracted service arrangements including the access 
criteria for hearing aid assessments by the hospital’s 
audiology service, which took effect after publication 
of the 2016/17 Annual Plan. 

Percentage increase/decrease in contact volumes for 
allied health services over the year 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

0.7% 3.0% ≤1.5% -11.3% 

Target achieved?  No.  A significant decrease in the 
number of allied health contacts over the year 
compared to previous years, notwithstanding the 
3.0% increase in contact volumes in the 2015/16 
year.  The most significant reduction was seen in 
Physiotherapy services; from 12,114 contacts in 
2015/16 to 11,054 in 2016/17 resulting from 
vacant positions for Physiotherapists that have been 
difficult to fill. On occasion, the available staff 
Physiotherapists may also be called upon to cover the 
acute care needs of patient in hospital wards in order 
to support their timely discharge, but this has an 
impact on the capacity for outpatient or community 
rehabilitation services.  Additionally, dietetics and 
podiatry contact volumes were lower than target; both 
of these services are available in primary care 
settings.  

 

Number of allied health service contacts per annum 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

25,990 26,757 26,700 23,722 

Target achieved?  No.   

Number of disability support service (AT&R, Physical 
Disability) inpatient bed days utilised 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

3,160 2,285 2,337 2,371 

Estimate achieved?  No – but only a variance of 34 
inpatient bed days than estimated for the year.  A 
total of 125 patients were discharged from this 
service – 18 more than in 2015/16 – but there was a 
marked reduction in the average length of stay.  

Average length of stay for inpatients discharged from 
AT&R Physical Disability services 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

28.0 21.4 ≤24.0 19.0 

Target achieved?  Yes – continued reduction in the 
average length of stay (ALOS); an additional 18 
people were discharged from this service in the 
2016/17 year (total 125), utilising an additional 86 
bed days compared to those over the 2015/16 year. 
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Number of hospital discharges from AT&R, Physical 
Disability service 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

113 107 97 125 

Estimate achieved?  No – more than anticipated; a 
16.8 percent increase on the number of discharges in 
the 2015/16 year.  

 

Reduced proportion of acute readmissions to hospital 
within 28 days of previous discharge from AT&R - 
physical disability 

2014/15 
Actual * 

2015/16 
Actual * 

2016/17 
Target 

2016/17 
Result 

9.7% 7.5% ≤14.0% 7.2% 

Target achieved?   Reduction in acute readmission 
rate for patients discharged from the rehabilitation / 
physical disability service over the year, even though 
there was one more patient readmitted.  Of the 125 
discharges from the inpatient rehabilitation service 
over the year, there were nine that had an acute 
readmission within 28 days of their previous 
discharge.  Not all acute readmissions are necessarily 
related to the previous episode of care.  
* Note the results for earlier years have been updated to correct 
error; previous data should have excluded readmissions that were 
of an elective type.  Thus the target for 2016/17 was incorrectly set 
on this basis. 

 
 

Output:  Respite and Day Care Services 

Description 
Day programme services for older people are planned activities that meet the specific needs and interests of older 
people, where well-trained staff will assist service users in a stimulating and safe environment.  Day programme 
services are aimed at assisting to maintain independence for older people, are closely integrated with other 
community support services available to older people and are also a form of support for carers of older people. 

Respite care services for people with age related or long term disabilities are based on a 24-hour, 7 day a week 
service.  The service provides both planned and emergency (or crisis) respite care for primary 
carers/family/whānau who care for family members with chronic health conditions and long term support needs.  
The duration of respite is short term and intermittent, or episodic for the service user.  Access to respite care is 
based on need and approved by the Needs Assessment and Service Coordination (NASC) service. 

Planned respite care is provided for specific periods as agreed with the primary carers/family/whānau.  
Emergency respite care is provided in times of crises, eg when primary carers/family/whānau are in urgent and 
immediate need of temporary relief from care-giving. 

Strategic Objectives: 

 People are supported to retain optimal functional independence in community-based settings 
 More older people, and their families, take up their entitlement to respite care 
 The potential for caregiver stress is reduced through choice and uptake of carer relief options  
 Individuals receive appropriate levels of support to live in the community 
 Potential for hospitalisations for relapse or acute exacerbation of chronic illness is reduced 

2016/17 Output measures and results Impact measures and results 

Number of MidCentral DHB individuals aged 65+ 
years assessed and allocated respite care/carer relief 
at least on one occasion throughout the year 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

389 479 400 475 

Estimate achieved?  Yes, surpassed.  This was 
predominantly noted as ‘carer relief’, ranging from 
personal care to residential care, with just over eleven 
percent noted as respite/intermittent care in the 
2016/17 year.   

Percentage increase/decrease in the number of 
individuals receiving respite care in the year (2014/15 
base: 229).  No target  
2015/16 result:  10.9% decrease (n.204) 
2016/17 result:  19.6% increase (n.244)  
Based on the service providers claiming for DHB funded 
support services, the number of clients taking up the 
option of respite care increased (excludes day activity 
as a respite care option), utilising 3,917 bed days. 
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Number of complaints received from family / whānau 
/ service users regarding ability to access respite care 
services 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

0 0 0 0 

Target achieved?  Yes.  Access to respite care 
services continues to be readily available. 

Sustained proportion of MidCentral DHB individuals 
aged 65+ years who has respite care/carer relief as a 
service coordination outcome following assessment 
during the year 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

21.2% 19.0% ≥18% 15.8% 

Target achieved?  No.  Around 16 percent of the total 
3,015 clients assessed over the year were allocated 
carer relief, respite or intermittent care, despite there 
being only four fewer individuals than the number 
eligible for and allocated respite care/carer relief in 
2015/16.  There were however another 496 
assessments completed in 2016/17. 

Total number of attendances by individuals at a day 
programme, over the year (no target) 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

11,001 11,820 n/a 13,385 

Comment:  Day care was provided to 354 individuals 
at either of the two providers dedicated to delivering 
day care programmes or provided by rest homes 
throughout the district. On average, each individual 
attended for day care over 38 days in the year. 

 

Average number of individuals attending a day 
programme for dementia care per month 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

135 n/a 135 n/a 

After publication of the 2016/17 Annual Plan and at 
the time of reporting for the 2015/16 year, it was 
advised that this data was no longer captured at a 
sufficiently detailed level from the range of providers 
to consistently and accurately reflect the attendance 
at a day care programme specifically by people living 
with dementia. 
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Output:  Palliative Care Services 

Description 
Specialist palliative care is palliative care provided by those who have undergone specific training and/or 
accreditation in palliative care or medicine, and who are working in the context of an expert inter-disciplinary team 
of palliative care health professionals.  Specialist palliative care may be provided by hospices (community), 
hospital-based palliative care services, or paediatric specialist palliative care teams. 

Specialist palliative care services are provided to people, their family and whānau when and where their complex 
palliative care need exceeds the resources of the generalist provider.  Generalist palliative care is provided for 
those with life-limiting illness as an integral part of clinical practice by any health care professional who is not part 
of a specialist palliative care team (e.g. general practice teams, district nurses, allied health professionals, aged 
residential care staff etc). Providers of generalist palliative care services have defined links with specialist 
palliative care team(s) for the purposes of support and advice, access to education and training, and referral 
pathways for people with complex needs. 

Strategic Objectives: 

 More patients identified as dying have planned, quality end of life care 
 Increased access to palliative care options for patients with non-malignant diagnoses 
 Strengthened integrated, shared care arrangements for patients referred to palliative care team 
 

2016/17 Output measures and results Impact measures and results 

Number of referrals to the hospital-based specialist 
Palliative Care team 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

607 669 660 717 

Estimate achieved?  Surpassed, with a 7.2 percent 
increase in the number of referrals to the specialist 
palliative care team over the year. 
Note:  2014/15 differs slightly from the reported result in the 
2016/17 Annual Plan due to late data being incorporated in the 
final result, as reported in the 2015/16 Annual Report. 

Proportion of patients referred to the hospital-based 
Palliative Care team who have a non-malignant 
diagnosis 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

35% 38.1% ≥35% 40.2% 

Target achieved?  Yes, continuing to increase each 
year; 288 patients referred to the service for specialist 
palliative care support had a non-malignant diagnosis.  

Number of health care workforce in the district who 
have registered to complete the Advance Care 
Planning training level 1 on-line module each year 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

71 125 100 88 

Estimate achieved?  No fewer than anticipated, but 
there was a higher number of health care workers 
who had registered to complete the training in the 
previous year.  Of the 88 registered for the on-line 
training in 2016/17, 76 percent (n.67) were nurses, 
29 of whom were working in the aged residential care 
sector, and 12 (13.6%) were doctors.  

Proportion of inpatients identified as dying who have 
an end of life care plan in place 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

23.6% 38.9% ≥30% # 20.0% 

Target achieved?  No.  The reduction in the proportion 
of inpatients having an end of life care plan is largely 
attributable to the change in documentation for end of 
life care (as noted below), and to the poor recording of 
data in a sustained way with changes in nursing and 
medical staff (including locums) on the wards.  By way 
of example, a snap audit of records from one ward 
identified another 25 percent of their patients did in 
fact have a written end of life care plan – these were 
not however entered on the database. Access to 
specialist palliative care nursing and medical staff 
remained available to support patients and their 
family. 
# The DHB will be in transition over the year in consideration of 
changes to the national guidelines for palliative care and the 
“Liverpool Care of the Dying” pathway being phased out.  This may 
have an effect on the method by which end of life care planning is 
captured and subsequently reported. 
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Number of General Practitioners participating in the 
Palliative Care Partnership programme (excluding 
locums)* 
2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

88 101 ≥84 85 

Target achieved?  Yes.  The number of General 
Practitioners participating in the primary care 
palliative programme was consistent with 
expectations, returning to the core group of GPs.  
Nurse Practitioners and Practice Nurses also 
participate in the palliative care programme and 
complete the appropriate training accordingly.    

Percentage increase/decrease from base in the 
number of new referrals to primary palliative care 
programme per annum (base number of 396 in 
2011/12 year) 

2014/15 
Actual 

2015/16 
Actual 

2016/17 
Target 

2016/17 
Result 

20.5% 34.8% ≥28% 48.7% 

Target achieved?  Yes.  The primary care based 
palliative care programme received 589 referrals over 
the year; 69.8 percent (n.411) of which were for 
people with a diagnosis of cancer.  Of the total 
referrals, just over 10 percent (n.64) were patients 
who identified as Māori. 

Number of clients seen by MidCentral’s Palliative Care 
Community Services 
2015/16 
Actual 

2016/17 
Estimate 

2016/17 
Result 

309 533 293 

Estimate achieved?   Not applicable – the purchase 
unit for these services changed following publication 
of the 2016/17 Annual Plan (the estimate volume of 
533 refers to a service rather than a client count).  
However, community-based palliative care services 
continued to be delivered by nursing staff throughout 
the district. The number of individual clients seen by 
the District Nursing community services for palliative 
care in 2016/17 (n.293) was similar to the previous 
year (retrospectively updated).  The average number 
of contacts with individual clients ranged from seven 
to 18 per month.    

 

 
Notes: 
 *   participants in the Palliative Care Partnership programme include Nurse Practitioners and Nurses in addition to the General Practitioners  
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Where Our Money Was Spent 
 
 

MidCentral DHB purchased services to the value of $626m for its communities.  Here’s 
how it was used. 

 

What services were purchased? 
($m)    2016/17 

  
Hospital Based Services 

75 
  

Surgical specialities, ICU and Anaesthetics 
53 

  
Medical services 

35 
  

Regional cancer treatment service 
26 

  
Elder health, rehabilitation and therapy 

34 
  

Women’s and Child health 
35 

  
Mental health 

20 
  

Emergency department 
20 

  
Clinical support 

7 
  

Public health 
5 

  
Dental health 

2 
  

Rural health 
14 

  
Other 

326 
 

Total Hospital Based Services 
    

  
Community Based Services 

41 
  

Pharmaceuticals 
49 

  
Residential care 

32 
  

Primary practice 
16 

  
Home support 

12 
  

Laboratories 
11 

  
Mental health 

4 
  

Chronic disease management 
34 

  
Other 

199 
 

Total Community Based Services 
    36 

  
Disability services and needs assessment 

3 
  

Primary health nursing / Supportlinks 
54 

  
Other DHBs (inter district flows) 

8 
  

Governance 
626 

 
Total DHB Expenditure 

    Who Provided Them ($m) 
326 

  
MidCentral Health 

95 
  

GPs, PHOs, non-government owned organisations 
54 

  
Other DHBs 

49 
  

Rest homes 
41 

  
Community pharmacies 

36 
  

Enable New Zealand 
12 

  
Community laboratories 

8 
  

MidCentral DHB governance 
3 

  
Primary health nursing 

1 
  

Iwi / Māori providers 
626 

 
Total DHB Expenditure 
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Financial Performance 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Cost of Services Statement by Division  

2016/17 
$000 

Funding 
Division 

Governance 
and Funding 

Administration 

DHB Provider 
Division 

Eliminations Total DHB 

Gross revenue      
Crown 553,027  5,855  348,504  (293,167) 614,219  
Other * -  3,533  9,182  -  12,715  
Total revenue 553,027  9,388  357,686  (293,167) 626,934  
      
Expenses      
Personnel -  (9,282) (197,933) -  (207,215) 
Depreciation -  (1,065) (14,717) -  (15,782) 
Capital charge -  (1,380) (7,748) -  (9,128) 
Other (546,572) 4,089  (144,830) 293,167  (394,146) 
Total Expenditure (546,572) (7,638) (365,228) 293,167  (626,271) 

Net Surplus / (Deficit) 6,455  1,750  (7,542) -  663  

* includes patient income 
 
 
 
Revenue and Expenditure by Output Class 
2016/17 
$000 

Revenue Expenditure 
Budget Actual Budget Actual 

Output Class 
    

Prevention Services 19,140 17,656 21,092 18,902 
Early Detection and Management  117,731 114,249 123,111 118,641 
Intensive Assessment and Treatment  352,733 349,746 346,607 351,599 
Rehabilitation and Support 129,258 138,828 127,876 137,129 
Funding surplus 1,313 6,455 - - 

Total 620,175 626,934 618,686 626,271 
 

The 2016/17 year was another challenging year from a financial perspective as we faced 
further cost pressures.  Plans are in place to bring expenditure back in line with future 
funding. This involves a mix of national and local initiatives. 

The year end result was a surplus of $0.663m which was adverse to budget by $0.825m. 

The detailed financial statements, together with supporting notes and accounting policy are 
set out on the following pages. 
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Statement of Responsibility 
 
 
The Board and management of MidCentral District Health Board accept responsibility 
for the preparation of the annual Financial Statements and Statement of Service 
Performance and the judgements made in the process of preparing these statements 
and information. 
 
The Board and management of MidCentral District Health Board accept responsibility for establishing 
and maintaining a system of internal control procedures that provide reasonable assurance as to the 
integrity and reliability of the financial information in the schedules.  We confirm that the system of 
internal control has operated adequately throughout the period. 
 
In the opinion of the Board and management of MidCentral District Health Board, the key financial 
information and Statement of Service Performance for the year ending 30 June 2017 fairly and 
appropriately reflects the financial position and operations of MidCentral District Health Board. 
 
 
 
 
 
 
Dot McKinnon 
Chairperson 
 
 
 
 
 
Brendan Duffy  
Deputy Chairperson 
 
 
 
 
 
 
Kathryn Cook 
Chief Executive Officer 
 
 
 
 
 
 
Neil Wanden 
Chief Financial Officer 
 
 
 
 
XX October 2017 
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Consolidated Financial Statements 
 
 
Consolidated Statement of Comprehensive Revenue and Expense for 
the year ended 30 June 2017 
 
 
 

Budget 
June 2017 

 

Note 

Group and Parent 
June 2017 June 2016 

$000  $000 
608,685 Revenue 1 614,729 597,936 

11,491 Other revenue 2 12,205 12,685 
620,176 Total Revenue  626,934 610,621 

- Share of (profits)/loss of associates 9 - (68) 
206,001 Employee benefit costs 4 207,215 201,594 

17,236 Depreciation and amortisation costs 6,7 15,782 14,605 
22,471 Outsourced services  27,432 26,669 
45,327 Clinical supplies  47,167 46,962 
50,807 Infrastructure and non-clinical expenses  55,345 50,602 

254,824 Payments to non-Health Board providers  253,406 249,067 
8,170 Other operating expenses 3 9,191 9,548 
2,556 Finance costs  1,605 2,562 

11,296 Capital charge 5 9,128 11,358 
618,688 Total expenditure  626,271 612,899 

1,488 Surplus / (Deficit) for the Year  663 (2,278) 
     
 Other Comprehensive Revenue and Expense    

- Revaluation of land and buildings 6 - - 
- Impairment of land and buildings 6 - - 

1,488 Total Comprehensive Revenue and Expense  663 (2,278) 
 
 
 
These financial statements are to be read in conjunction with the accounting policies and notes on pages xx to xxx. 
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Consolidated Statement of Changes in Equity for the year ended 30 
June 2017 
 
 
 
 
 Crown 

Equity 
Property 

Revaluation 
Reserve 

Retained 
Earnings / 

(Losses) 

 Total 
Equity 

Balance at 30 June 2015 63,336 88,221 (6,550) 145,007 
     
Surplus / (deficit) for the year - - (2,278) (2,278) 
Total Comprehensive Revenue for the year - - (2,278) (2,278) 
     
Distributions to the Crown (633) - - (633) 
Balance at 30 June 2016 62,703 88,221 (8,828) 142,096 
     
Surplus / (deficit) for the year - - 663 663 
Total Comprehensive Revenue for the year - - 663 663 
     
Contributions from the Crown 56,700 - - 56,700 
Distributions to the Crown (633) - - (633) 
Balance at 30 June 2017 118,770 88,221 (8,165) 198,826 
 
 
 
 
 
These financial statements are to be read in conjunction with the accounting policies and notes on pages xx to xxx. 
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Consolidated Statement of Financial Position as at 30 June 2017 
 
 
 
 

Budget 
June 2017 

 Note Group and Parent 
June 2017 June 2016 

$000 $000 $000 

 Assets    
182,281 Property, plant and equipment 6 177,185 181,425 

18,281 Intangible assets 7 19,672 15,848 
1,148 Investments in associates 9 1,216 1,216 

16,500 Long term investments 10 8,250 16,500 
218,210 Total Non-Current Assets  206,323 214,989 

3,613 Inventories 8 3,558 3,523 
2,000 Investments 10 10,250 2,000 

14,383 Trade and other receivables from exchange contracts 11 17,078 14,707 
9,005 Trade and other receivables from non exchange contracts 11 10,692 10,043 

25,466 Cash and cash equivalents 12 27,922 26,875 
54,467 Total Current Assets  69,500 57,148 

272,677 Total Assets  275,823 272,137 

 Equity  
  

64,157 Contributed capital  118,770 62,703 
(10,515) Accumulated surplus / (deficit)  (8,165) (8,828) 

88,221 Property revaluation reserve  88,221 88,221 
141,863 Total Equity  198,826 142,096 

 Liabilities    
45,054 Borrowings 15 446 57,409 

1,371 Employee entitlements 16 1,405 1,318 
2,807 Trust / special funds 14 3,050 2,895 

49,232 Total Non-Current Liabilities  4,901 61,622 
- Other financial liabilities 19(b) - - 

12,500 Borrowings 15 262 276 
36,788 Trade and other payables from exchange contracts 17 39,468 35,974 

3,092 Trade and other payables from non exchange contracts 17 2,982 3,024 
29,202 Employee entitlements 16 29,384 29,145 
81,582 Total Current Liabilities  72,096 68,419 

130,814 Total Liabilities  76,997 130,041 
272,677 Total Equity and Liabilities  275,823 272,137 

 
 
These Financial Statements were authorised for issue by the Board on xx September 2017, and are to be read in conjunction 
with the accounting policies and notes on pages xx to xxx. 
 
 
For and on behalf of the Board 
 
 
 
 
Chairperson       Deputy Chairperson 
XX October 2017      XX  October 2017 
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Consolidated Statement of Cash Flows for the year ended  
30 June 2017 
 
 
 

Budget 
June 2017 

 Note Group and Parent 
June 2017 June 2016 

$000 $000 $000 
 

Cash Flows from Operating Activities 
 

  
608,084 Receipts from the Crown  615,754 596,006 

10,178 Receipts from other revenue  10,839 10,751 
(381,598) Cash paid to suppliers  (393,757) (385,648) 
(206,001) Cash paid to employees  (206,791) (203,002) 

- Goods and Services Tax paid  (142) 543 
(11,296) Capital charge paid  (9,012) (11,360) 

19,367 Net Cash Flows from Operating Activities 13 16,891 7,290 
 

Cash Flows from Investing Activities    
1,913 Interest received  1,903 2,490 

(14,700) Acquisition of property, plant and equipment  (10,384) (13,304) 
(2,537) Acquisition of intangible assets  (5,066) (3,861) 

- Sale of fixed assets  131 8 
- Decrease / (increase) in restricted and trust funds  87 149 
- Decrease / (increase) in investments, restricted and trust funds  - (16,568) 

(15,324) Net Cash Flows from Investing Activities  (13,329) (31,086) 
 

Cash Flows from Financing Activities    
(2,556) Interest paid  (1,605) (2,562) 

- Contributions from the Crown  - - 
(633) Distribution to the Crown  (633) (633) 

- Proceeds from borrowings  - 425 
- Repayment of borrowings  (277) (189) 

(3,189) Net Cash Flows from Financing Activities  (2,515) (2,959) 
     

854 Net increase /(decrease) in cash and cash equivalents  1,047 (26,755) 
24,612 Cash and cash equivalents at beginning of year  26,875 53,630 
25,466 Cash and Cash Equivalents at End of Year 12 27,922 26,875 

 
 
 
 
These financial statements are to be read in conjunction with the accounting policies and notes on pages xx to xxx. 
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Consolidated Statement of Contingent Liabilities and Contingent 
Assets as at 30 June 2017 
 
 

 Note Group and Parent 
June 2017 June 2016 

$000 $000 

Contingent Liabilities    
Manawatu Community Trust lease 27 1,800 1,800 

 
 
 
 
 
 
Consolidated Statement of Commitments as at 30 June 2017 
 
 

 

 

Group and Parent 
June 2017 June 2016 

$000 $000 

Capital Commitments    
Not more than one year  8,189 4,346 
One to two years  - 464 
  8,189 4,810 

Non-Cancellable Commitments – Provider Commitments    
Not more than one year  24,379 27,488 
One to two years  19,795 19,433 
Two to five years  17,393 31,968 
Over five years  - 78 
  61,567 78,967 

Non-Cancellable Commitments – Operating Lease Commitments    
Not more than one year  1,171 1,718 
One to two years  686 1,112 
Two to five years  1,104 1,703 
  2,961 4,533 

Total Commitments  72,717 88,310 
 
 
 
 
These financial statements are to be read in conjunction with the accounting policies and notes on pages xx to xxx. 
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Statement of Accounting Policies 
for the consolidated financial statements for the year ended 30 
June 2017 
 
Reporting Entity 
MidCentral District Health Board (MidCentral DHB) is a 
Crown entity in terms of the Crown Entities Act 2004, is 
owned by the Crown, and is domiciled in New Zealand. 
MidCentral DHB was created under the New Zealand 
Public Health and Disability Act 2000, effective 1 January 
2001. 
The Group consists of MidCentral DHB, associated entity 
Allied Laundry Services Limited (ALSL) (19.0% owned) and 
an investment in Central Region’s Technical Advisory 
Service Limited (TAS) (16.7% owned). In addition, the 
group includes wholly owned subsidiary Enable New 
Zealand Limited, which is non-trading. As of November 
2002 all the assets, liabilities and activities of Enable New 
Zealand Ltd were vested in the MidCentral District Health 
Board. As a result of this Enable New Zealand Ltd has no 
balances as at 30 June 2017 (2016: nil). The group 
numbers are therefore the same as the parent numbers. 
The group financial statements of MidCentral DHB have 
been prepared in accordance with the requirements of 
New Zealand Public Health and Disability Act 2000, the 
Financial Reporting Act 2013, the Public Finance Act 
1989, and the Crown Entities Act, 2004. 
MidCentral DHB has designated itself as a public benefit 
entity (PBE) for financial reporting purposes. 
MidCentral DHB’s activities involve delivering health and 
disability services and mental health services in a variety 
of ways to the community. 
The financial statements were authorised for issue by the 
Board on xx September 2017. 

Statement of Compliance and Basis of Preparation 
The consolidated financial statements have been 
prepared in accordance with Generally Accepted 
Accounting Practice in New Zealand (NZ GAAP). The 
financial statements have been prepared in accordance 
with Tier 1 PBE accounting standards.  
The financial statements are presented in New Zealand 
Dollars (NZD), rounded to the nearest thousand. The 
financial statements are prepared on the historical cost 
basis except that the following assets and liabilities are 
stated at their fair value: land and buildings, and 
derivative financial instruments (foreign exchange 
contract). 
The accounting policies set out below have been applied 
consistently to all periods presented in these consolidated 
financial statements. 
The preparation of financial statements requires 
management to make judgments, estimates and 
assumptions that affect the application of policies and 
reported amounts of assets and liabilities, income and 
expenses. The estimates and associated assumptions are 
based on historical experience and various other factors 
that are believed to be reasonable under the 
circumstances, the results of which form the basis of 
making the judgments about carrying values of assets and 
liabilities that are not readily apparent from other sources. 
Actual results may differ from these estimates. 
 
 

The estimates and underlying assumptions are reviewed 
on an ongoing basis. Revisions to accounting estimates 
are recognised in the period in which the estimate is 
revised if the revision affects only that period, or in the 
period of the revision and future periods if the revision 
affects both current and future periods. 
Judgments made by management in the application of 
PBE IPSAS that have significant effect on the financial 
statements and estimates with a significant risk of 
material adjustment in the next year are discussed in Note 
25. 

Going Concern 
The going concern principle has been adopted in the 
preparation of these financial statements. The MidCentral 
DHB, after making enquiries, has a reasonable 
expectation that the DHB has adequate resources to 
continue operations in the foreseeable future. The Board 
has reached this conclusion having regard to 
circumstances which it considers likely to affect the DHB 
during the period of one year from the date of signing the 
2016/17 financial statements, and to circumstances 
which it knows will occur after that date which could affect 
the validity of the going concern assumption. 
The Board has considered forecast information relating to 
operational viability and cash flow requirements. The 
Board is satisfied that there will be sufficient cash flows 
generated from operating activities to meet the investing 
and financing requirements of the DHB as set out in the 
current Annual Plan. 

Basis for Consolidation 
Associates 
Associates are those entities in which MidCentral DHB has 
significant influence, but not control, over the financial and 
operating policies. ALSL is an associate company of 
MidCentral DHB. 
The consolidated financial statements include MidCentral 
DHB’s share of the total recognised gains and losses of 
associates on an equity accounted basis, from the date 
that significant influence commences until the date that 
significant influence ceases. When MidCentral DHB’s 
share of losses exceeds its interest in an associate, 
MidCentral DHB’s carrying amount is reduced to nil and 
recognition of further losses is discontinued except to the 
extent that MidCentral DHB has incurred legal or 
constructive obligations or made payments on behalf of an 
associate. 
Investments in associates are recorded using the equity 
method in the parent’s financial statements. 
Transactions Eliminated on Consolidation 
Intragroup balances and any unrealised gains and losses 
or income and expenses arising from intragroup 
transactions, are eliminated in preparing the consolidated 
financial statements. Unrealised gains arising from 
transactions with associates and jointly controlled entities 
are eliminated to the extent of MidCentral DHB’s interest 
in the entity. 
Unrealised losses are eliminated in the same way as 
unrealised gains, but only to the extent that there is no 
evidence of impairment. 
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Foreign Currency Transactions 
Transactions in foreign currencies are translated at the 
foreign exchange rate ruling at the date of the transaction. 
Monetary assets and liabilities denominated in foreign 
currencies at the balance sheet date are translated to NZD 
at the foreign exchange rate ruling at that date. Foreign 
exchange differences arising on translation are recognised 
in profit or loss in the Statement of Comprehensive 
Income. Non-monetary assets and liabilities that are 
measured in terms of historical cost in a foreign currency 
are translated using the exchange rate at the date of the 
transaction. Non-monetary assets and liabilities 
denominated in foreign currencies that are stated at fair 
value are translated to NZD at foreign exchange rates 
ruling at the dates the fair value was determined.  
The associated foreign exchange gains or losses follow the 
fair value gains or losses to either profit or loss or directly 
to equity. 
Budget Figures 
The budget figures are those approved by the health board 
in its District Annual Plan and included in the Statement of 
Intent tabled in Parliament. The budget figures have been 
prepared in accordance with NZ GAAP. They comply with 
PBE IPSAS and other applicable Financial Reporting 
Standards as appropriate for public benefit entities. Those 
standards are consistent with the accounting policies 
adopted by MidCentral DHB for the preparation of these 
financial statements. 

Summary of Significant Accounting Policies 
Revenue 
Crown Funding 
The majority of revenue is provided through an 
appropriation in association with a Crown Funding 
Agreement. Revenue is recognised monthly in accordance 
with the Crown Funding Agreement payment schedule, 
which allocates the appropriation equally throughout the 
year. Revenue from the supply of goods and services is 
measured at the fair value of consideration received. 
Goods Sold and Services Rendered 
Revenue from goods sold is recognised when MidCentral 
DHB has transferred to the buyer the significant risks and 
rewards of ownership of the goods and MidCentral DHB 
does not retain either continuing managerial involvement 
to the degree usually associated with ownership nor 
effective control over the goods sold. 
Revenue from services is recognised, to the proportion 
that a transaction is complete, when it is probable that the 
payment associated with the transaction will flow to 
MidCentral DHB and that payment can be measured or 
estimated reliably, and to the extent that any obligations 
and all conditions have been satisfied by MidCentral DHB. 
Rental Income 
Rental income from strategic assets/assets held for social 
benefit is recognised in profit or loss on a straight-line 
basis over the term of the lease.  
Lease incentives granted are recognised as an integral 
part of the total rental income over the lease term on a 
straight-line basis. 
 
Property, Plant and Equipment 
Classes of Property, Plant and Equipment 
The major classes of property, plant and equipment are as 
follows: 

o freehold land 
o freehold buildings 
o plant, equipment and vehicles 
o work in progress 
o fixtures and fittings. 
Owned Assets 
Except for land and buildings and the assets vested from 
the hospital and health service (see below), items of 
property, plant and equipment are stated at cost, less 
accumulated depreciation and impairment losses. The 
cost of self-constructed assets includes the cost of 
materials, direct labour, the initial estimate, where 
relevant, of the costs of dismantling and removing the 
items and restoring the site on which they are located, and 
an appropriate proportion of direct overheads. 
Land and buildings are revalued to fair value as 
determined by an independent registered valuer every 
three years. Valuations undertaken in accordance with 
generally accepted accounting practice and standards 
issued by the New Zealand Property Institute are used 
where available. Otherwise, valuations are conducted in 
accordance with the Rating Valuation Act 1998, which 
have been confirmed by an independent valuer. Any 
increase in value of a class of land and buildings is 
recognised directly in equity unless it offsets a previous 
decrease in value recognised in profit or loss. Any 
decreases in value relating to a class of land and buildings 
are debited directly to the revaluation reserve, to the 
extent that they reverse previous surpluses and are 
otherwise recognised as an expense in the profit or loss. 
Additions to property, plant and equipment between 
valuations are recorded at cost. 
Where material parts of an item of property, plant and 
equipment have different useful lives, they are accounted 
for as separate components of property, plant and 
equipment. 
Rental property is included in property plant and 
equipment in accordance with PBE IPSAS as the rental 
property is held for strategic and social purposes rather 
than for rental income, capital appreciation or both. 
Disposal of Property, Plant & Equipment 
Where an item of plant and equipment is disposed of, the 
gain or loss recognised in profit or loss is calculated as the 
difference between the net sales price and the carrying 
amount of the asset. 
Leased Assets 
Leases where MidCentral DHB assumes substantially all 
the risks and rewards of ownership are classified as 
finance leases. The assets acquired by way of finance 
lease are stated at an amount equal to the lower of their 
fair value and the present value of the minimum lease 
payments at inception of the lease, less accumulated 
depreciation and impairment losses. The capitalised 
values are depreciated over the period in which the DHB 
expects to receive benefits from their use. 
Operating leases, where the lessor substantially retains 
the risks and rewards of ownership, are recognised in a 
systematic manner over the term of the lease.  
Leasehold improvements are capitalised and the cost is 
depreciated over the lease or the estimated useful life of 
the improvements, whichever is the shorter. 
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Subsequent Costs 
Subsequent costs are added to the carrying amount of an 
item of property, plant and equipment when that cost is 
incurred if it is probable that the service potential or future 
economic benefits embodied within the new item will flow 
to MidCentral DHB. All other costs are recognised in profit 
or loss as an expense as incurred. 
Depreciation 
Depreciation is charged to profit or loss using the straight 
line method. Land and work in progress is not depreciated. 
Depreciation is set at rates that will write off the cost or 
fair value of the assets, less their estimated residual 
values, over their useful lives. The estimated useful lives 
of major classes of assets and resulting rates are as 
follows: 

Class of Asset Estimated Life 

Freehold Buildings 1 to 80 years 
Plant, Equipment and Motor 
Vehicles 

3 to 20 years 

Fixtures and Fittings 3 to 25 years 

The residual value of assets is reassessed annually. 
Work in progress is not depreciated. The total cost of a 
project is transferred to the appropriate class of asset on 
its completion and then depreciated. 
Accumulated depreciation at revaluation date is 
eliminated against the gross carrying amount so that the 
carrying amount after revaluation equals the revalued 
amount. 
For each property, plant and equipment project, borrowing 
costs incurred during the period required to complete and 
prepare the asset for its intended use are expensed. 
Intangible Assets 
Intangible assets that are acquired by MidCentral DHB are 
stated at cost less accumulated amortisation and 
impairment losses. The intangible assets also include 
assets whereby they have a right to access share services 
provided using the assets funded. These relate to “B” 
shares held within Health Partnerships Limited and 
Central Region TAS Ltd and are measured at cost, being 
the amount of funding contributed and will be measured 
at cost less accumulated amortisation (if required) and 
impairment losses. 
Subsequent Expenditure 
Subsequent expenditure on intangible assets is 
capitalised only when it increases the service potential or 
future economic benefits embodied in the specific asset to 
which it relates. All other expenditure is expensed as 
incurred. 
Amortisation 
Amortisation is charged to profit or loss on a straight-line 
basis over the estimated useful lives of intangible assets 
unless such lives are indefinite.  
Intangible assets with indefinite useful lives are tested for 
impairment at least annually to determine if there is any 
indication of impairment. Other intangible assets are 
amortised from the date they are available for use. The 
estimated useful lives are as follows: 

Type of Asset Estimated Life 

Software 6 to 10 years 

Realised gains and losses arising from disposal of 
intangible assets are recognised in profit or loss in the 
period in which the transaction occurs.  

Financial Assets and Liabilities 
Financial Assets 
Financial assets are classified into the following specified 
categories. Financial assets “at fair value through profit or 
loss” (FVTPL), “held to maturity” investments, “available 
for sale” financial assets, and “loans and receivables”. The 
classification depends on the nature and purpose of the 
financial assets and is determined at the time of initial 
recognition. At balance date MidCentral DHB had “held to 
maturity investments”, “loans and receivables” and 
“assets held for trading: financial instruments”. 
Effective Interest Method 
The effective interest method is a method of calculating 
the amortised cost of a financial asset and of allocating 
interest income over the relevant period. The effective 
interest rate is the rate that exactly discounts estimated 
future cash receipts through the expected life of the 
financial asset, or where appropriate, a shorter period, to 
the net carrying amount of the financial asset. 
Loans & Receivables 
Cash, short term deposits and trade and other receivables 
with fixed or determinable payments that are not quoted in 
an active market are classified as loans and receivables. 
Loans and receivables are initially recognised at fair value 
and subsequently measured at amortised cost using the 
effective interest method, less any impairment. Interest 
income is recognised by applying the effective interest rate 
method. 
Held to Maturity Investments 
Term deposits with fixed or determinable payments and 
maturity dates that the group has the positive intent and 
ability to hold to maturity are classified as held to maturity 
investments. Held to maturity investments are initially 
recorded at fair value and subsequently measured at 
amortised cost using the effective interest method, less 
any impairment, with revenue recognised on an effective 
interest method. Investments are classified as “held to 
maturity” investments. 
Financial Assets at FVTPL 
Financial assets are classified as at FVTPL where the 
financial asset is either held for trading or it is designated 
as at FVTPL. 
A financial asset is classified as held for trading if: 

it has been acquired principally for the purpose of selling 
in the near future; or 
on initial recognition it is part of an identified portfolio of 
financial instruments that the group manages together 
and has a recent actual pattern of short-term profit-
taking; or 
it is a derivative that is not designated and effective as a 
hedging instrument. 

Financial assets at FVTPL are stated at fair value, with any 
resultant gain or loss recognised in profit or loss. The net 
gain or loss recognised in profit or loss incorporates any 
dividend or interest earned on the financial asset.  
Fair value is determined in the manner described in note 
19. Derivative financial assets are considered to be 
financial assets held for trading and are classified as 
“other financial assets” in the Statement of Financial 
Position. 
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Impairment of Financial Assets 
Financial assets other than those at fair value through 
profit or loss are assessed for indicators of impairment at 
each balance sheet date. Financial assets are impaired 
where there is objective evidence that as a result of one or 
more events that occurred after the initial recognition of 
the financial asset the estimated future cash flows of the 
asset have been impacted.  
For financial assets carried at amortised cost, the amount 
of impairment is the difference between carrying amount 
and the present value of the estimated future cash flows, 
discounted at the original effective interest rate. 
The carrying amount of the financial asset is reduced by 
the impairment loss directly for all financial assets with the 
exception of trade receivables where the carrying amount 
is reduced through the use of an allowance account. 
Subsequent recoveries of amounts previously written off 
are credited against the allowance account. Changes in 
the carrying amount of the allowance account are 
recognised in profit or loss. 
If in a subsequent period, the amount of the impairment 
loss decreases and the decrease can be related 
objectively to an event occurring after the impairment was 
recognised, the previously recognised impairment loss is 
reversed through profit or loss to the extent that the 
carrying amount of the investment at the date of 
impairment is reversed does not exceed what the 
amortised cost would have been had the impairment not 
been recognised. 
Financial Liabilities 
Financial liabilities are classified as “other financial 
liabilities”. 
Other Financial Liabilities 
Other financial liabilities, including interest bearing loans 
and borrowings and other payables, are initially measured 
at fair value, net of transaction costs. 
Other financial liabilities are subsequently measured at 
amortised cost using the effective interest method, with 
interest expense recognised on an effective interest basis. 
Derecognition of Financial Liabilities 
MidCentral DHB derecognises financial liabilities when, 
and only when, the DHB's obligations are discharged, 
cancelled or they expire. 
Derivative Financial Instruments 
The Group enters into a variety of derivative financial 
instruments to manage its exposure to foreign exchange 
rate risk. Further details of derivative financial instruments 
are disclosed in note 19. 
Derivatives are initially recognised at fair value at the date 
a derivative contract is entered into and are subsequently 
re-measured to their fair value at each balance sheet date. 
The resulting gain or loss is recognised in profit or loss 
immediately unless the derivative is designated and 
effective as a hedging instrument. MidCentral DHB does 
not have any derivatives that are designated and effective 
as hedging instruments. 
A derivative is presented as a non-current asset or a non-
current liability if the remaining maturity of the instrument 
is more than 12 months and it is not expected to be 
realised or settled within 12 months. Other derivatives are 
presented as current assets or current liabilities. 
Inventories Held for Distribution 
Inventories held for distribution are stated at the lower of 
cost and current replacement cost.  
 

Cash and Cash Equivalents 
Cash and cash equivalents comprises cash balances, call 
deposits and deposits with a maturity of no more than 
three months from the date of acquisition. Bank overdrafts 
that are repayable on demand and form an integral part of 
MidCentral DHB’s cash management are included as a 
component of cash and cash equivalents for the purpose 
of the Statement of Cash Flows and the Statement of 
Financial Position. 
Impairment of Other Tangible Assets 
The carrying amounts of MidCentral DHB’s assets other 
than inventories and inventories held for distribution are 
reviewed at each balance date to determine whether there 
is any indication of impairment. If any such indication 
exists, the assets’ recoverable amounts are estimated. 
If the estimated recoverable amount of an asset is less 
than its carrying amount, the asset is written down to its 
estimated recoverable amount and an impairment loss is 
recognised in profit or loss. 
For intangible assets that have an indefinite useful life and 
intangible assets that are not yet available for use, the 
recoverable amount is estimated at each balance sheet 
date. 
An impairment loss on property, plant and equipment 
revalued on a class of asset basis is recognised directly 
against any revaluation reserve in respect of the same 
class of asset to the extent that the impairment loss does 
not exceed the amount in the revaluation reserve for the 
same class of asset. 
When a decline in the fair value of an available-for-sale 
financial asset has been recognised directly in equity and 
there is objective evidence that the asset is impaired, the 
cumulative loss that had been recognised directly in equity 
is recognised in profit or loss even though the financial 
asset has not been derecognised. The amount of the 
cumulative loss that is recognised in profit or loss is the 
difference between the acquisition cost and current fair 
value, less any impairment loss on that financial asset 
previously recognised in profit or loss. 
The recoverable amount of MidCentral DHB’s receivables 
carried at amortised cost is calculated as the present 
value of estimated future cash flows, discounted at the 
original effective interest rate (ie the effective interest rate 
computed at initial recognition of these financial assets). 
Receivables with a short duration are not discounted. 
Impairment losses on an individual basis are determined 
by an evaluation of the exposures on an instrument by 
instrument basis. All individual trade receivables that are 
considered significant are subject to this approach.  
For trade receivables which are not significant on an 
individual basis, collective impairment is assessed on a 
portfolio basis based on numbers of days overdue, and 
taking into account the historical loss experience in 
portfolios with a similar amount of days overdue. 
Calculation of Recoverable Amount 
The estimated recoverable amount of receivables carried 
at amortised cost is calculated as the present value of 
estimated future cash flows, discounted at their original 
effective interest rate. Receivables with a short duration 
are not discounted. 
Estimated recoverable amount of other assets is the 
greater of their fair value less costs to sell and value in 
use. Value in use is calculated differently depending on 
whether an asset generates cash or not.  
For an asset that does not generate largely independent 
cash inflows, the recoverable amount is determined for 
the cash-generating unit to which the asset belongs. 
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For non-cash generating assets that are not part of a cash 
generating unit value in use is based on depreciated 
replacement cost (DRC).  
For cash generating assets value in use is determined by 
estimating future cash flows from the use and ultimate 
disposal of the asset and discounting these to their 
present value using a pre-tax discount rate that reflects 
current market rates and the risks specific to the asset.  
Impairment gains and losses, for items of property, plant 
and equipment that are revalued on a class of assets 
basis, are also recognised on a class basis. 
Reversals of Impairment 
Impairment losses are reversed when there is a change in 
the estimates used to determine the recoverable amount. 
An impairment loss on an equity instrument investment 
classified as available-for-sale or on items of property, 
plant and equipment carried at fair value is reversed 
through the relevant reserve. All other impairment losses 
are reversed through profit or loss. 
An impairment loss is reversed only to the extent that the 
asset’s carrying amount does not exceed the carrying 
amount that would have been determined, net of 
depreciation or amortisation, if no impairment loss had 
been recognised. 
Borrowing Costs 
Borrowing costs are recognised as an expense in the 
financial year in which they are incurred. 
Employee Benefits 
Defined Contribution Plans 
Obligations for contributions to defined contribution plans 
are recognised as an expense in profit or loss as incurred. 
There are a small number of employees that are part of a 
state defined benefit superannuation plan. The DHB has 
no legal or constructive obligation to pay future benefits, 
the Crown guarantees these benefits and as a result the 
plans are accounted for as a defined contribution plan. 
Long Service Leave, Sabbatical Leave and Retirement 
Gratuities 
MidCentral DHB’s net obligation in respect of long service 
leave, sabbatical leave and retirement gratuities is the 
amount of future benefit that employees have earned in 
return for their service in the current and prior periods. The 
obligation is calculated using the projected unit credit 
method and is discounted to its present value. The 
discount rate is the market yield on relevant New Zealand 
government bonds at the balance sheet date. 
Annual Leave, Conference Leave, Sick Leave & Medical 
Education Leave 
Annual leave, conference leave, sick leave and medical 
education leave are short-term obligations and are 
calculated on an actual basis at the amount MidCentral 
DHB expects to pay. MidCentral DHB accrues the 
obligation for paid absences when the obligation both 
relates to employees’ past services and it accumulates.  
Termination Payments 
Termination Payments are recognised in profit or loss only 
where there is a demonstrable commitment to either 
terminate employment prior to normal retirement date or 
to provide such benefits as a result of an offer to 
encourage voluntary redundancy.  
Termination benefits settled in 12 months are reported as 
the amount expected to be paid, otherwise they are 
reported as the present value of the estimated future cash 
flows. 

Provisions 
A provision is recognised when MidCentral DHB has a 
present legal or constructive obligation as a result of a 
past event, and it is probable that an outflow of economic 
benefits will be required to settle the obligation. If the 
effect is material, provisions are determined by 
discounting the expected future cash flows at a pre-tax 
rate that reflects current market rates and, where 
appropriate, the risks specific to the liability. 
Restructuring 
A provision for restructuring is recognised when 
MidCentral DHB has approved a detailed and formal 
restructuring plan, and the restructuring has either 
commenced or has been announced publicly. Future 
operating costs are not provided for. 
Revenue Relating to Service Contracts 
MidCentral DHB is required to expend all monies 
appropriated within certain contracts during the year in 
which it is appropriated. Should this not be done, the 
contract may require repayment of the money or 
MidCentral DHB, with the agreement of the Ministry of 
Health, may be required to expend it on specific services 
in subsequent years. The amount unexpended is 
recognised as a liability where there is sufficient certainty 
of a specific obligation to repay. 
Other Liabilities and Provisions 
Other liabilities and provisions are recorded at the best 
estimate of the expenditure required to settle the 
obligation. Liabilities and provisions to be settled beyond 
12 months are recorded at their present value. 
Insurance Contracts 
MidCentral DHB belongs to the ACC Partnership 
Programme whereby it accepts the management and 
financial responsibility for employee work related illnesses 
and accidents. Under the programme MidCentral DHB is 
liable for all its claims costs for a period of two years up to 
a specified maximum. At the end of the two year period, 
MidCentral DHB pays a premium to ACC for the value of 
residual claims, and from that point the liability for ongoing 
claims passes to ACC.  
The liability for the ACC Partnership Programme is 
measured using actuarial techniques at the present value 
of expected future payments to be made in respect of the 
employee injuries and claims up to the reporting date. 
Consideration is given to anticipated future wage and 
salary levels and experience of employee claims and 
injuries. Expected future payments are discounted using 
market yields on government bonds at balance date with 
terms to maturity that match, as closely to possible, the 
estimated future cash outflows. 
Taxation 
Income Tax 
MidCentral DHB is a crown entity under the New Zealand 
Public Health and Disability Act 2000 and is exempt from 
income tax under section CW38 of the Income Tax Act 
2007. 
Goods and Services Tax 
All amounts are shown exclusive of Goods and Services 
Tax (GST), except for receivables and payables that are 
stated inclusive of GST. Where GST is irrecoverable as an 
input tax, it is recognised as part of the related asset or 
expense. 
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Expenses 
Operating Lease Payments 
Payments made under operating leases are recognised in 
profit or loss on a straight-line basis over the term of the 
lease. Lease incentives received are recognised in profit or 
loss over the lease term as an integral part of the total 
lease expense on a straight line basis. 
Finance Lease Payments 
Minimum lease payments are apportioned between the 
finance charge and the reduction of the outstanding 
liability. The finance charge is allocated to each period 
during the lease term on an effective interest basis. 
Financing Costs 
Financing costs comprise interest paid and payable on 
borrowings calculated using the effective interest rate 
method. 
The interest expense component of finance lease 
payments is recognised in profit or loss using the effective 
interest rate method. 
Assets Held For Sale and Discontinued Operations 
Immediately before classification as held for sale, the 
measurement of the assets (and all assets and liabilities 
in a disposal group) is brought up-to-date in accordance 
with applicable PBE IPSAS. Then, on initial classification as 
held for sale, a non-current asset and/or a disposal group 
is recognised at the lower of its carrying amount and its 
fair value less costs to sell.  
Impairment losses on initial classification as held for sale 
are included in profit or loss, even when the asset was 
previously revalued. The same applies to gains and losses 
on subsequent remeasurement. 
A discontinued operation is a component of MidCentral 
DHB’s business that represents a separate major line of 
business or geographical area of operations or is a 
subsidiary acquired exclusively with a view to resale. 
Classification as a discontinued operation occurs upon 
disposal or when the operation meets the criteria to be 
classified as held for sale, if earlier. 
Contingent Assets and Contingent Liabilities 
Contingent liabilities and contingent assets are recorded 
in the Statement of Contingent Liabilities and Contingent 
Assets at the point at which the contingency is evident. 
Contingent liabilities are disclosed if the possibility that 
they will crystallise is not remote. Contingent assets are 
disclosed if it is probable that the benefits will be realised. 
Cost of Service (Statement of Service Performance) 
The cost of service statements, as reported in the 
statement of service performance, report the net cost of 
services for the outputs of MidCentral DHB and are 
represented by the cost of providing the output less all the 
revenue that can be allocated to these activities. 
Cost Allocation  
MidCentral DHB has arrived at the net cost of service for 
each significant activity using the cost allocation system 
outlined below. 
Cost Allocation Policy 
Direct costs are charged directly to output classes. Indirect 
costs are charged to output classes based on cost drivers 
and related activity and usage information. 

Criteria for Direct and Indirect Costs 
Direct costs are those costs directly attributable to an 
output class.  
Indirect costs are those costs that cannot be identified in 
an economically feasible manner with a specific output 
class. 
Cost Drivers for Allocation of Indirect Costs 
The cost of internal services not directly charged to 
outputs is allocated as overheads using appropriate cost 
drivers such as actual usage, staff numbers and floor 
area. 
Statement of Cash Flows  
The statement of cash flows is prepared exclusive of GST, 
which is consistent with the method used in the Statement 
of Comprehensive Income. 
GST inflows and GST outflows in the Cash Flow Statement 
have been shown net as the Board does not believe that 
showing gross cash flows provides more useful 
information given that GST is paid net each month. 
Definitions of the terms used in the statement of cash 
flows are: 
Cash includes coins and notes, demand deposits and 
other highly liquid investments readily convertible into 
cash and includes all call borrowings such as bank 
overdrafts used by the organisation. 
Operating activities include all transactions and other 
events that are not investing or financing activities. 
Investing activities are those activities relating to the 
acquisition and disposal of current and non-current 
investments and any other non-current assets. 
Financing activities are those activities relating to changes 
in the equity and debt capital structure of the organisation 
and those relating to the cost of servicing the 
organisation’s equity capital. 
Changes in Accounting Policies 
Accounting policies have been consistently applied unless 
otherwise stated. 
Standards, Amendments and Interpretations Issued but 
not yet Effective in the Current Period 
Amendments have been issued as part of a project to 
improve presentation and disclosure requirements under 
PBE IPSAS. These changes are unlikely to have a material 
impact on the financial statements and disclosures. 
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Notes to the Consolidated Financial Statements  
for the year ended 30 June 2017 
 
 
Number Note Page 

1 Revenue  

2 Other revenue  

3 Other operating expenses  

4 Employee benefit costs  

5 Capital charge  

6 Property, plant and equipment  

7 Intangible assets  

8 Inventories  

9 Investments in associates  

10 Current investments  

11 Trade and other receivables  

12 Cash and cash equivalents  

13 Reconciliation of profit for the year with net cash flows from operating activities  

14 Trust/special funds  

15 Interest-bearing loans and borrowings  

16 Employee entitlements  

17 Trade and other payables  

18 Operating leases  

19 Financial instruments  

20 Remuneration of employees  

21 Severance payments  

22 Related parties  

23 Board members’ fees  

24 Subsequent events  

25 Accounting estimates and judgments  

26 Explanation of financial variances from budget  

27 Contingencies  

   

 
 
 
 
 
 
 Note Group & Parent 
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June-17 
$000 

June-16 
$000 

1. REVENUE    
Exchange transactions [for approximate equal value]    
Health and disability services – Ministry of Health (MoH) 
contracted revenue  32,519 35,060 
ACC  26,160 23,601 
Inter district patient inflows  42,734 44,013 
Patient revenue  541 558 
  101,954 103,232 
Non exchange transactions [without directly receiving 
equal value]    
Health and disability services – Crown appropriation 
revenue * 
Other  - Ministry of Health contracted revenue  

477,958 
34,817 

465,073 
29,631 

  512,775 494,704 

  614,729 597,936 
 
* The appropriation revenue received by MidCentral DHB equals the Government’s actual expenses against their appropriation.  The 
Government’s budget amount appropriation was $484,891,000 (2016: $467,257,000). This is a required disclosure from the Public 
Finance Act. Performance against this appropriation is reported in the Statement of Service Performance on pages xx to xx. 

 
2. OTHER REVENUE    
Exchange transactions    
Revenue from general and accommodation rental  1,191 1,200 
Finance revenue  1,903 2,490 
Revenue from facilities  1,415 1,485 
Dividend from associate 9(e) - - 
Other   7,433 7,319 
  11,942 12,494 
Non exchange transactions    
Donations and bequests received  149 99 

  149 99 
Other transactions    
Gain on sale of fixed assets  114 92 

  114 92 

  12,205 12,685 

3. OTHER OPERATING EXPENSES     
Consultancy  3,159 3,628 
Operating lease expense  3,983 3,784 
Staff travel  1,308 1,353 
Other  - - 
Loss on disposal of property, plant and equipment  (3) 122 
Audit fees (for the audit of the financial statements)  221 216 
Internal audit fees  181 131 
Board fees  23 342 314 
  9,191 9,548 
    

4. EMPLOYEE BENEFIT COSTS    
Wages and salaries  200,571 196,522 
Contributions to defined contribution and benefit plans  6,318 5,875 
(Decrease)/increase in employee benefit provisions  326 (803) 
  207,215  
    

 
 
5. CAPITAL CHARGE  

201,594           
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MidCentral DHB pays a monthly capital charge to the Crown. The capital charge rate was 7% from 1 July 2016 to 31 
December 2016 and 6% from 1 January 2017 to 30 June 2017. (2016: 8%). 
 
6. PROPERTY, PLANT AND EQUIPMENT (GROUP AND PARENT) 

 
Freehold Land  

(at valuation) 

Freehold 
Buildings  

(at valuation)  

Plant,  
Equipment 
& Vehicles 

Fixtures & 
Fittings 

Work in 
Progress Total 

Cost $000 $000 $000 $000 $000 $000 
Balance at 30 June 2015 9,055 132,642 71,287 4,444 10,347 227,775 
Additions - 197 4,226 459 9,009 13,891 
Disposals - - (3,422) (85) - (3,507) 
Transfers - 7,169 1,405 17 (9,178) (587) 
Balance at 30 June 2016 9,055 140,008 73,496 4,835 10,178 237,572 
       
Additions - 338 1,935 29 11,696 13,998 
Disposals - - (7,074) (74) - (7,148) 
Transfers - 6,768 2,446 8 (12,835) (3,613) 
Balance at 30 June 2017 9,055 147,114 70,803 4,798 9,039 240,809 

 
Depreciation and Impairment Losses 

   

Balance at 30 June 2015 - - 42,327 3,340 - 45,667 
Depreciation charge for 
the year - 7,736 5,908 216 - 13,860 
Disposals - - (3,302) (78) - (3,380) 
Balance at 30 June 2016 - 7,736 44,933 3,478 - 56,147 
       
Depreciation charge for 
the year - 8,134 6,022 249 - 14,405 
Disposals - - (6,855) (73) - (6,928) 
Balance at 30 June 2017 - 15,870 44,100 3,654 - 63,624 
Carrying Amounts       
At 30 June 2015 9,055 132,642 28,960 1,104 10,347 182,108 
At 30 June 2016 9,055 132,272 28,563 1,357 10,178 181,425 
At 30 June 2017 9,055 131,244 26,703 1,144 9,039 177,185 

The difference between transfers from “work in progress” to “plant, equipment and vehicles”, “freehold buildings” and 
“furniture and fittings” relates to transfers to intangibles disclosed in Note 7. 
Valuation:       
Land and buildings were revalued on 30 June 2015. Revalued land and buildings are stated at fair value as determined 
by an independent valuer, Darroch Limited, as at 30 June 2015. The methodology used to arrive at fair value has been to 
value land and non specialised buildings on market based evidence and the remaining specialised buildings on an 
optimised depreciated replacement cost methodology.  
The total fair value of land and buildings valued by the valuer amounted to $142,247,000 as at 30 June 2015. There was 
no revaluation performed as at 30 June 2017.  
Asset Sales: 
There were no significant asset sales in current and previous year. 
 
Restrictions: 
MidCentral DHB does not have full title to Crown land it occupies but transfer is arranged if and when land is sold. Some 
of MidCentral DHB’s land is subject to Waitangi Tribunal claims. The disposal of certain properties may be subject to the 
provisions of s40 of the Public Works Act 1981.  
Titles to land transferred from the Crown to MidCentral DHB are subject to a memorial in terms of the Treaty of Waitangi 
Act 1975 (as amended by Treaty of Waitangi (State Enterprises) Act 1988). The effect on the value of assets resulting 
from potential claims under the Treaty of Waitangi Act 1975 cannot be quantified.  
 
 
 
 
7. INTANGIBLE ASSETS (GROUP AND PARENT) Note Intangibles Total 

133



 
 

MidCentral District Health Board 
 2016/17 DRAFT Annual Report v.02 Page | 98 

$000 $000 
Cost    
Balance at 30 June 2015  23,838 23,838 
Additions  3,274 3,274 
Disposals  (7) (7) 
Impairment  - - 
Transfer from work in progress 6 587 587 
Balance at 30 June 2016  27,692 27,692 
Additions  1,453 1,453 
Disposals  - - 
Transfer from work in progress 6 3,613 3,613 
Balance at 30 June 2017  32,758 32,758 

Amortisation and Impairment Losses    
Balance at 30 June 2015  11,108 11,108 
Amortisation charge for the year  745 745 
Disposals  (9) (9) 
Balance at 30 June 2016  11,844 11,844 
Amortisation charge for the year  1,377 1,377 
Disposals  (135) (135) 
Balance at 30 June 2017  13,086 13,086 

Carrying Amounts    
At 30 June 2015  12,730 12,730 
At 30 June 2016  15,848 15,848 
At 30 June 2017  19,672 19,672 
 
Intangible assets include software of a carrying value of $7,436,000 (2016: $4,990,000), as well as assets whereby 
the right to access share services using the assets funded is provided. These relate to ‘B’ shares held within NZ Health 
Partnerships Limited of $2,990,109 (2016: $2,990,109) previously held by Health Benefits Limited and Central Region 
TAS Ltd of $9,246,000 (2016: $7,868,039) being the amount of funding contributed, and will be measured at cost less 
accumulated amortisation (if required) and impairment losses. On 1 December 2014, ownership of the assets of 
Central TAS Ltd were transferred to reflect the percentage of capex funding provided from the DHBs to Central TAS Ltd 
for the creation of the assets. MidCentral DHB’s percentage of total capital expenditure funding is 22.3%. The carrying 
value of the assets was deemed approximately equal to its fair value at year end.  An impairment exercise was carried 
out and no impairment was recognised. 
   
8. INVENTORIES  Group and Parent 
  June-17 

$000 
June-16 

$000 
Surgical and medical supplies  2,378 3,233 
Pharmaceuticals  1,180 290 

  3,558 3,523 

Write up of inventories amounted to $155,000 for 2017 (2016: write down $234,975). The amount of inventories 
consumed during the year ended 30 June 2017 was $29,817,000 (2016: $29,200,000). No inventories are pledged 
as security for liabilities. 
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9. INVESTMENTS IN ASSOCIATES      
MidCentral DHB has the following investments in associates: 
a. General Information   

Name of Entity Principal Activities Interest Held at 30 June 
2017 

Balance Date 

Allied Laundry Services 
Limited 

Provision of laundry services  18%  (2016: 19%) 30 June 

 
b. Summary of Financial Information on Associate Entities (100 per cent) 

 Assets 
$000 

Liabilities 
$000 

Equity $000 Revenues 
$000 

Profit/(Loss) 
$000 

2017 Actual – Allied Laundry Services 
Limited 

10,497 4,095 6,402 10,432 560 

2016 Actual – Allied Laundry Services 
Limited 

10,418 4,419 5,999 9,239 354 

c. Share of Profit of Associate Entities 

 2017  
$000 

2016  
$000 

Share of profit/(loss) before tax - 68 
Less: tax expense - - 
Share of profit/(loss) after tax - 68 

 
d. Investment in Associate Entities  Group and Parent 
  June-17 

$000 
June-16 

$000 
Carrying amount at beginning of year 1,216 1,148 
Share of total recognised revenue and expenses - 68 
Carrying amount at end of year 1,216 1,216 

Allied Laundry commenced operations on 2 December 2002, has a balance date of 30 June and operates a laundering 
service. MidCentral DHB has a 18% (2016: 19%) shareholding in Allied Laundry and participates in its commercial and 
financial policy decisions.  

Allied Laundry Service Limited achieved a surplus of $559,508 at 30 June 2017 (2016: $353,744).  Allied Laundry has 
a total share capital of $6,300,000 (2016: $6,050,000), of which MidCentral DHB’s share is $1,150,000 (2016: 
$1,150,000). Consideration was made for the shares through the sale of property and plant at market value. The 
organisation’s aggregate share of associates’ contingent liabilities is nil (2016:$ nil). 

The summary financial information detailed above is based on draft unaudited accounts and as such the share of 
surplus has not been recognised by MidCentral DHB in 2017. 

e. Dividend receivable 
No dividend from Allied Laundry Services Limited (Allied Laundry) was taken into account in 2017 (2016: $nil). 
 
 

10. INVESTMENTS  Group and Parent 

  June-17 
$000 

June-16 
$000 

Current portion 
Trusts / special funds 

 
2,000 2,000 

Term deposits  8,250 - 
Total current portion  10,250 2,000 

Non-current portion 
Trusts / special funds 

 
- - 

Term deposits  8,250 16,500 
Total non-current portion  8,250 16,500 

Total investments  18,500 18,500 

The trusts / special funds investment of $2,000,000 is with Westpac at 2.94% and matures on 29 September 2017. 
MidCentral DHB holds a 16.7% (2016: 16.7%) shareholding in Central Region Technical Advisory Services Limited, and 
participates in its commercial and financial policy decisions. The five other district health boards in the region each hold 
16.7% (2016: 16.7%) of the shares.  
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Central Region Technical Advisory Services Limited was incorporated on 6 June 2001. The total share capital of $600 
remains uncalled and as a result no investment has been recorded in the Statement of Financial Position for this 
investment. 
The investment in Central Region and Technical Advisory Services (TAS) at 30 June 2017 relate to payments made 
towards Class B Redeemable Shares. The payment is aligned to the ownership model developed for the Regional Health 
Informatics Programme (RHIP). 
 
 
11. TRADE AND OTHER RECEIVABLES  Group and Parent 
  June-17 

$000 
June-16 

$000 
Receivables (gross)  27,935 24,873 
Less provision for impairment  (165) (123) 
Total receivables  27,770 24,750 
Receivables under exchange contracts    
Receivables from the sale of goods and services  12,887 7,395 
Receivables from related parties  154 5,716 
Prepayments  4,037 1,596 
  17,078 14,707 
Receivables under non-exchange contracts    
Receivables from Ministry of Health  10,692 10,043 
  27,770 24,750 
 

The status of trade receivables at the reporting date is as follows: 

 Gross Receivable 
2017 
$000 

Impairment 
2017 
$000 

Gross Receivable 
2016 
$000 

Impairment 
2016 
$000 

Trade Receivables     
Not past due 22,829 - 22,408 - 
Past due 0–30 days 272 - 277 - 
Past due 31–120 days 167 - 461 - 
Past due 121 days and over 630 - 131 - 
Impairment - (165) - (123) 
Total 23,898 (165) 23,277 (123) 

The average credit period on the provision of services is 14.0 days (2016: 14.6 days). No interest is charged on the trade 
receivables. Receivables (other than that due from the Crown) that are outstanding for more than 60 days from the date of 
the invoice are handed over to a debt collection agency for collection. Included in the Group’s trade receivable balance are 
third party debtors that are past due beyond 60 days with a carrying amount of $188,000 (2016: $143,682). Management 
has assessed the collectability of all accrued income. No issues were noted from the review. 
Included in trade and other receivables from non-related parties is $532,000 for the sale of the Clevely building in Feilding to 
the Manawatu Community Trust for $590,000 in 2015.  As the sale agreement provided for payment to be deferred for five 
years, the amount due has been discounted to take into account the deferment in accordance with PBE IPSAS 9. 
 

  Group and Parent 
 
Movement in the Allowance for Doubtful Debts  

June-17 
$000 

June-16 
$000 

Balance at the beginning of the year  123 342 
Increase/(decrease) in allowances recognised in profit or loss  90 (159) 
Utilised during the year  (48) (60) 
Balance at end of the year  165 123 

In determining the recoverability of a trade receivable, MidCentral DHB considers any change in the credit quality of the trade 
receivable from the date credit was initially granted up to the reporting date. The concentration of credit risk is limited due to 
the customer base being large and unrelated. Accordingly the Board believes it prudent that an allowance for doubtful debts 
be made in 2017 of $165,000 (2016: $123,000). 
 
12. CASH AND CASH EQUIVALENTS   
Demand Funds with NZ Health Partnerships Limited  26,821 24,709 
Call deposits  50 1,270 
Trusts / special funds  1,051 896 
Cash and cash equivalents  27,922 26,875 
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MidCentral DHB does not administer funds on behalf of patients. 
MidCentral DHB is a party to the "DHB Treasury Services Agreement" between NZ Health Partnerships Limited (NZHP) and the 
participating DHB's.  This agreement enables NZHP to "sweep" DHB bank accounts and invest surplus funds.  The DHB 
Treasury Services Agreement provides for individual DHBs to have a debit balance with NZHP, which will incur interest at the 
credit interest rate received by NZHP plus an administrative margin.  The maximum debit balance that is available to any DHB 
is the value of the Provider Arm's planned monthly Crown Revenue used in determining working capital limits, and is defined 
as one twelfth of the annual planned revenue paid by the Funder Arm as denoted in the most recently agreed Annual Plan 
inclusive of GST.  For MidCentral DHB this equates to $27.4m. 
The weighted average interest rate on call deposits at 30 June 2017 was 2.21% (2016: 3.13%).  
Included within bank balances is $1,051,000 (2016: $896,000) of special funds with Westpac. The special funds amount 
relates to the liability explained in Note 14. 
 
 
13. RECONCILIATION OF PROFIT FOR THE YEAR WITH NET CASH FLOWS FROM OPERATING ACTIVITIES 

           Group and Parent 

 
June-17 

$000 
June-16 

$000 
Surplus / (deficit) for the period  663 (2,278) 
Add back non-cash items:    
Depreciation  14,403 13,860 
Amortisation  1,379 745 
Impairment  - - 
Net loss / (gain) on disposal of property, plant and equipment  (3) 122 
Change in fair value of derivative  - 3 
Share of profit of associate  - 68 
Share of dividend from associate  - - 
Items relating to investing & financing activities  (257) 72 
Movements in Working Capital:    
Decrease / (increase) in trade and other receivables  (3,019) (2,273) 
Decrease / (increase) in inventories  (35) 90 
Increase  / (decrease) in trade and other payables  3,521 (1,700) 
Increase  / (decrease) in provisions  - - 
Increase / (decrease) in employee benefits  239 (1,419) 
Net movement in working capital  706 (5,302) 
Net cash inflow/(outflow) from operating activities  16,891 7,290 

Non Cash Transactions 
There was no non-cash transaction during 2016/17. (2016/15 nil) 

14. TRUST/SPECIAL FUNDS 

   

 

Balance at Beginning of Year   2,895 2,746 
Transfer from retained earnings in respect of:    
Interest received  67 88 
Donations and funds received  897 512 
Transfer to retained earnings in respect of:    
Funds spent  (809) (451) 
Balance at End of Year  3,050 2,895 

Special funds are funds donated or bequeathed for a specific purpose. The use of these assets must comply with the specific 
terms of the sources from which the funds were derived.  
All trust funds are held in bank accounts that are separate from MidCentral DHB’s normal banking facilities. 
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15. INTEREST-BEARING LOANS AND BORROWINGS Note Group and Parent 

Non-Current 
 June-17 

$000 
June-16 

$000 
Secured loans  446 57,409 
  446 57,409 
Current    
Secured loans  262 276 
  262 276 
  708 57,685 
Analysis of Secured Loans    
EECA loan  708 985 
Ministry of Health (previously Crown Health Financing Agency)  - 56,700 
  708 57,685 
Repayable as Follows:    
Within one year  262 276 
One to two years  247 12,762 
Two to three years  126 15,247 
Three to four years  73 126 
Four to five years  - 12,574 
Later than five years  - 16,700 
  708 57,685 
Term loan facility limits    
Ministry of Health   - 56,700 
    
    

 
MidCentral DHB had term loan facilities with the Ministry of Health for $56.7m. The loan and loan facility was terminated in 
terms of an agreement with the Ministry of Health and replaced with an injection of equity in February 2017. 
Without the Ministry of Health’s prior written consent, MidCentral DHB cannot perform the following actions: 
o create any security over its assets except in certain circumstances; 
o lend money to another person or entity (except in the ordinary course of business and then only on commercial terms) 

or give a guarantee; 
o make a substantial change in the nature or scope of its business as presently conducted or undertake any business or 

activity unrelated to health; and 
o dispose of any of its assets except disposals at full value in the ordinary course of business. 
During the year there have not been any defaults or breaches of principal, interest or redemption terms of the loan. 
There were no covenants in place on the debt with the Ministry of Health.  

   
16. EMPLOYEE ENTITLEMENTS   
Non-Current Liabilities    
Liability for long-service leave  675 627 
Liability for retirement gratuities  730 691 
  1,405 1,318 

Current Liabilities    
Liability for long-service leave  1,630 1,524 
Liability for retirement gratuities  155 348 
Liability for annual leave  21,413 21,668 
Liability for sick leave  363 338 
Salary and wages accrual  5,505 4,949 
Other entitlement provision   318 318 
  29,384 29,145 

Defined Contribution Plan:    
MidCentral DHB has a number of employees that are part of a defined contribution scheme. The total expenses recognised 
in profit or loss of $6,318,000 (2016: $5,875,000) represents contributions paid or payable to the plans for the year. 
MidCentral DHB has no other liability in respect of these schemes. 
Defined Benefit Plan: 
MidCentral DHB has a small number of employees that are part of a multi-employer scheme. Under the plan the employees 
are entitled to retirement benefits. No other post-retirement benefits are provided. MidCentral DHB did not contribute to 
the scheme in 2017 and 2016 and has no other liability in respect of the above scheme. Should there be a deficit in the 
fund all the benefit payments are guaranteed by the Crown and as a result the scheme is accounted for as a defined 
contribution scheme by MidCentral DHB. 
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17. TRADE AND OTHER PAYABLES  Group and Parent 

Payables under exchange contracts  
 June-17 

$000 
June-16 

$000 
Creditors  12,703 14,629 
Income in advance  2,896 634 
Accrued expenses  23,869 20,711 
  39,468 35,974 
Payables under non-exchange contracts    
Taxes payable  2,246 2,387 
Other  736 637 
  2,982 3,024 
Total Payables  42,450 38,998 

 
 
 
18. OPERATING LEASES 

  
 
 

Leases as lessee    
Non-cancellable operating lease commitments are as follows:    
Less than one year  1,171 1,718 
Between one and five years  1,790 2,815 
More than five years  - - 
  2,961 4,533 
Non-cancellable contracts are as follows:    
Less than one year  24,379 27,488 
Between one and five years  37,188 51,401 
More than five years   - 78 
  61,567 78,967 

The operating commitments disclosed for the other non-cancellable contracts include committed obligations for health 
purchasing expenditure with various external parties. MidCentral DHB is also obligated to fund significant streams of 
“demand driven” health purchasing expenditure. Commitments of this nature are in place for the purchase of pharmacy, 
laboratory and GP services. Because this expenditure is “demand driven”, it is not possible to quantify the obligation in this 
note. 
During the year ended 30 June 2017, $3,983,000 was recognised as an expense in the statement of comprehensive income 
in respect of operating leases and contracts (2016: $3,784,000). 
Leases as lessor    
Non-cancellable operating lease commitments are as follows:    
Less than one year  474 715 
Between one and five years  1,587 1,669 
More than five years  1,872 1,941 
  3,933 4,325 

Operating leases relate to the lease of buildings to a number of third parties providing support or health services from 
MidCentral DHB’s facilities. The lessees do not have an option to purchase the properties at the expiry of the lease periods.  

 
19. FINANCIAL INSTRUMENTS 
a. Market Risk: 
Exposure to credit, interest rate and currency risks arise in the normal course of MidCentral DHB’s operations. Derivative 
financial instruments are used to manage exposure to fluctuations in foreign currency. Foreign currency forward exchange 
contracts are used to manage foreign currency exposure. There has been no change to the MidCentral DHB’s exposure to 
market risks or the manner in which it manages and measures the risks. 
b. Foreign Currency Risk: 
MidCentral DHB is exposed to foreign currency risk on purchases that are denominated in a currency other than NZD. The 
currencies giving rise to this risk are primarily US Dollars (USD). 
MidCentral DHB hedges all trade receivables and trade payables denominated in a foreign currency over NZD 50,000. 
MidCentral DHB uses forward exchange contracts to hedge its foreign currency risk. Where necessary, the forward exchange 
contracts are rolled over at maturity. 
Sensitivity Analysis:  
In managing currency risks MidCentral DHB aims to reduce the impact of short-term fluctuations on MidCentral DHB’s 
earnings. Over the longer-term, however, permanent changes in foreign exchange would have an impact on consolidated 
earnings.  MidCentral DHB is mainly exposed to US Dollars (USD).  
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The following table details the Group’s sensitivity to a 10% increase and decrease in the New Zealand Dollar against the 
USD. 10% is the sensitivity rate used when reporting foreign currency risk internally to key management personnel and 
represents management’s assessment of the potential change in foreign currency rates. The sensitivity analysis includes 
only outstanding USD denominated monetary items and adjusts their translation at the period end for a 10% change in USD 
rates. A positive number indicates an increase in profit or loss and equity. There have been no changes in assumptions and 
methods from the previous period. 
  2017 2016 
  Dr/Cr Dr/Cr 
Profit or loss/equity +10% - - 
 -10% - - 
 
Forward Foreign Exchange Contracts 
It is the policy of MidCentral DHB to enter into forward foreign exchange contracts to cover specific foreign exchange 
payments. MidCentral DHB also enters into forward foreign exchange contracts to manage the risk associated with 
anticipated purchase transactions out to six months of the exposure generated. Basis adjustments are made to the carrying 
amounts of non-financial hedged items when the anticipated purchase transaction takes place.  

 Weighted Average 
Exchange Rate 

Foreign Currency Contract Value Fair Value 

Outstanding contracts 
consolidated 

2017 2016 2017 
US$000 

2016 
US$000 

2017 
NZ$000 

2016 
NZ$000 

2017 
$000 

2016 
$000 

Buy US dollars - - - - - - - - 

MidCentral DHB has not entered into a forward exchange contract for a term not exceeding 6 months to mitigate the 
exchange rate risk.  
c. Interest Rate Risk: 
MidCentral DHB is exposed to interest rate risks on its loans and borrowings and deposits with banks. The DHB adopts a 
policy of ensuring that it continuously reviews its exposure to changes in interest rates on borrowings. These borrowings are 
currently on a fixed rate basis at year end and are denominated in NZD. 
Deposits with banks are also on a fixed rate basis at year end. 
Interest Rate Sensitivity:  
A sensitivity analysis to determine the exposure to interest rates at the reporting date has not been carried out as all the 
borrowings and deposits at year end are on fixed terms. 
Interest Rate Swap Contracts: 
There were no interest rate swaps at the end of the financial year. 
d. Credit Risk: 
Financial instruments, which potentially subject MidCentral DHB to concentrations of risk, consist principally of cash, short-
term deposits and trade receivables. 
MidCentral DHB places its cash and short-term deposits with high-quality financial institutions and MidCentral DHB has a 
policy that limits the amount of credit exposure to any one financial institution. Credit exposure and credit limits are 
continuously monitored, reviewed and approved by the Board. 
Concentrations of credit risk from trade receivables are limited due to the large number and variety of customers. The 
Ministry of Health is the largest single debtor (approximately 38.5%, 2016: 40.6%). It is assessed to be a low risk and high-
quality entity due to its nature as the government funded purchaser of health and disability support services. 
At the balance sheet date there were no other significant concentrations of credit risk.   
The maximum exposure to credit risk is represented by the carrying amount of each financial asset in the statement of 
financial position. 
MidCentral DHB is a party to the “DHB Treasury Services Agreement” between NZ Health Partnerships Limited and the 
participating DHBs.  Refer to Note 12 for further details on this agreement. 
The money with NZ Health Partnerships Limited is classified under “counterparties without credit rating”. 
e. Liquidity Risk Management: 
Ultimate responsibility for liquidity risk management rests with MidCentral DHB, which has built an appropriate liquidity risk 
management framework for the management of short, medium and long-term funding and liquidity management 
requirements. MidCentral DHB manages liquidity risk by maintaining adequate reserves, banking facilities and reserve 
borrowing facilities by continuously monitoring forecasts and actual cashflows and matching the maturity profiles of financial 
assets and liabilities.  The following table sets out the contractual cashflows for all financial liabilities and derivatives that are 
settled on a gross basis. 
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 2016 Group and Parent 
 Effective 

Interest 
Rate % 

Total 
$000 

6 Months 
or Less 

$000 

6-12 
Months 

$000 

1-2 
Years 
$000 

2-5 
Years 
$000 

More than 5 
Years 
$000 

Trade & other payables - 38,998 38,998 - - - - 
NZD fixed rate loan 3.37–6.63 66,680 - 2,561 14,635 31,054 18,430 
EECA loan - 985 138 138 262 447 - 
Total contractual cash flows  106,663 39,136 2,699 14,897 31,501 18,430 
 2017 Group and Parent 
Group Effective 

Interest 
Rate % 

Total 
$000 

6 Months 
or Less 

$000 

6-12 
Months 

$000 

1-2 
Years 
$000 

2-5 
Years 
$000 

More than 5 
Years 
$000 

Trade & other payables - 42,450 42,450 - - - - 
NZD fixed rate loan - - - - - - - 
EECA loan - 708 262 247 126 73 - 
Total contractual cash flows  43,158 42,712 247 126 73 - 

f. Fair Values: 
The fair values together with the carrying amounts shown in the statement of financial position are as follows: 

  Group and Parent 
 Note Carrying Amount  

 June-17 
$000 

Fair Value 
 June-17 

$000 

Carrying Amount  
 June-16 

$000 

Fair Value 
 June-16 

$000 
Financial Assets      
Trade and other receivables 11 27,770 27,770 24,750 24,750 
Cash and cash equivalents 12 27,922 27,922 26,875 26,875 
Other financial assets 19b - - - - 
Financial Liabilities      
Interest bearing loans and borrowings 15 708 708 57,685 60,245 
Trade and other payables 17 42,450 42,450 38,998 38,998 
Other financial liabilities 19b - - - - 

Estimation of Fair Values Analysis 
The following summarises the major methods and assumptions used in estimating the fair values of financial instruments 
reflected in the table. 
Interest-Bearing Loans and Borrowings – Fair value is calculated based on discounted expected future principal and interest 
cash flows. 
Trade and other receivables/payables/cash and cash equivalents and investments – For receivables/payables/cash and 
cash equivalents and investments with a remaining life of less than one year, the notional amount is deemed to reflect the 
fair value. All other receivables/payables/investments are discounted to determine the fair value. 
Investments (non-current) – Non-current investments notional amount is deemed to reflect fair value because although they 
are non -urgent they can be drawn on at any time with no significant change in carrying value. Non-current investments relate 
to funds for special purposes which are unlikely to be utilised within the next 12 months, hence the classification as non-
current. 
The following table provides an analysis of financial instruments that are measured subsequent to initial recognition at fair 
value, grouped into Levels 1 to 3 based on the degree to which the fair value is observable: 

Level 1 fair value measurements are those derived from quoted prices (unadjusted) in active markets for identical assets 
or liabilities; 
Level 2 fair value measurements are those derived from inputs other than quoted prices included within Level 1 that are 
observable for the asset or liability, either directly (i.e. as prices) or indirectly (i.e. derived from prices); and 
Level 3 fair value measurements are those derived from valuation techniques that include inputs for the asset or liability 
that are not based on observable market data (unobservable inputs). 

Group and Parent Level 1  
NZ$000 

Level 2  
NZ$000 

Level 3  
NZ$000 

Total  
NZ$000 

2016     
Financial assets at FVTPL - - - - 
Derivative financial assets - - - - 

2017     
Financial assets at FVTPL - - - - 
Derivative financial assets - - - - 

 

There were no transfers between Level 1 and Level 2 in the period. 
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g) Capital Management: 
MidCentral DHB’s capital is its equity, which comprises Crown equity, revaluation reserve and retained earnings as disclosed 
in the Statement of Financial Position. Equity is represented by net assets. MidCentral DHB manages its revenues, expenses, 
assets, liabilities and general financial dealings prudently in compliance with the budgetary processes. 
MidCentral DHB is subject to the financial management and accountability provisions of the Crown Entities Act 2004, which 
impose restrictions in relation to borrowings, acquisition of securities, issuing guarantees and indemnities, and the use of 
derivatives. MidCentral DHB has complied with the financial management requirements of the Crown Entities Act 2004 during 
the year. 
MidCentral DHB’s policy and objectives of managing the equity is to ensure that MidCentral DHB effectively achieves its goals 
and objectives, whilst maintaining a strong capital base. MidCentral DHB policies in respect of capital management are 
reviewed regularly by the Board.  Borrowings and investments are managed to ensure that cash is available as required. 
The loan and loan facility of $56.7m was terminated in terms of an agreement with the Ministry of Health and replaced with 
an injection of equity in February 2017. Otherwise there have been no material changes in MidCentral DHB’s management of 
capital during the period. 
   
20. REMUNERATION OF EMPLOYEES Range $ Group and Parent 
The number of employees (not including Board Members) who received, 
during the twelve months, remuneration and benefits at a rate of 
$100,000 or more per annum was as shown in the table to the right. 
Of the total of 329 (2016: 310) staff paid more than $100,000, 290 
(2016:  272) are clinical staff (medical, nursing and allied health). 
The Chief Executive Officer was the second highest remunerated 
employee of the organization in 2017.  The CEO’s remuneration includes 
the value of the DHB’s contribution to Kiwisaver, end of contract 
payments and the value of an additional week’s leave. These and other 
non-cash benefits are not included in the salary data for other 
employees. 

 June-17 June-16 
100,000-109,999 60 51 
110,000-119,999 38 41 
120,000-129,999 30 27 
130,000-139,999 21 13 
140,000-149,999 12 13 
150,000-159,999 15 12 
160,000-169,999 13 14 
170,000-179,999 18 12 
180,000-189,999 8 7 
190,000-199,999 7 8 
200,000-209,999 3 15 

 210,000-219,999 10 12 
 220,000-229,999 9 9 
 230,000-239,999 10 4 
 240,000-249,999 11 14 
 250,000-259,999 9 5 
 260,000-269,999 12 9 
 270,000-279,999 1 6 
 280,000-289,999 7 9 
 290,000-299,999 7 6 
 300,000-309,999 1 3 
 310,000-319,999 6 3 
 320,000-329,999 7 7 
 330,000-339,999 5 2 
 340,000-349,999 1 1 
 350,000-359,999 2 2 
 360,000-369,999 - 2 
 370,000-379,999 1 1 
 380,000-389,999 - 1 
 390,000-399,999 1 - 
 410,000-419,999 1 - 
 430,000-439,999 1 - 
 440,000-449,999 1 - 
 470,000-479,999 - 1 
 490,000-499,999 1 - 
 Total 329 310 
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21. SEVERANCE PAYMENTS Number of 
Employees 

Amount 
$000 

During the twelve months ended 30 June 2017, 5 employees (2016: 13) 
received payments totaling $200,000 in respect of the termination of their 
employment with the District Health Board (2016: $285,088). 

1 26 
1 19 
1 31 
1 46 
1 78 
5 200 

22. RELATED PARTIES 

Identity of Related Parties: 
MidCentral DHB is a crown entity in terms of the Crown Entities Act 2004, and is owned by the Crown. 

Transactions with other entities controlled by the Crown: 
There have been transactions with other entities controlled by the Crown that have not been separately disclosed because the 
transactions have been carried out on the same terms as if the transactions had been carried out at arm’s length. Revenue 
from the Ministry of Health was $545,294,000 (2016: $529,764,000), and from ACC was $26,160,000 (2016: $23,601,000) 
(note 1). Outstanding balances at the year end were $10,692,000 (2016: $10,043,000) from the Ministry of Health and 
$2,821,000 from ACC (2016: $2,321,000). 

Related Party Transactions and Balances: 
Enable New Zealand Limited :  No transactions occurred between MidCentral DHB and wholly owned subsidiary Enable New 

Zealand Limited during the financial year (2016: nil). There was no amount outstanding from Enable New Zealand Limited 
at year end.  

Allied Laundry Services Limited:  MidCentral DHB was charged $2,171,000 by associate company Allied Laundry Services 
Limited for the supply of laundry services during the financial year (2016: $2,916,000). The amount owing to Allied 
Laundry Services Limited at year end was $219,000 (2016: $206,000). MidCentral DHB leases a building and charges 
electricity costs to Allied Laundry Services Limited. MidCentral DHB charges Allied Laundry Services Limited $885,000 for 
the lease and electricity charges (2016: $904,000). The amount receivable from Allied Laundry Services Limited at year 
end was $250,000 (2016: $144,000).  

Central Region’s Technical Advisory Services Limited:  MidCentral DHB’s transactions with related company Central Region’s 
Technical Advisory Services Limited were for the supply of audit and consultancy services to the Board.   The amount paid 
to Central TAS during the year was $$4,929,000 (2016: $6,050,000).   The amount payable to Central TAS at year end 
was $149,000 (2016: $91,000).   

NZ Health Partnerships Limited: MidCentral DHB’s transactions with related company NZ Health Partnerships Limited (NZHP) 
was for the supply of treasury, insurance and project services. The amount paid to NZHP during the year was $1,077,000 
(2016: $1,000,000). There was no payable or receivable outstanding at year end.   

Other Related Parties:  There are no other organisations that are regarded as a related party as a result of Board members at 
MidCentral DHB holding a senior management position (Chief Executive Officer or equivalent) with the organisations.   

 
Compensations:  Group and Parent 
The key management personnel compensations are as follows:  June-17 

$000 
June-16 

$000 
Short term  2,780 2,163 
Post employment  85 74 
Other long term benefits  46 39 
  2,911 2,276 

Remuneration    
Board members  342 314 
Executive team  2,911 2,276 
  3,253 2,590 

Executive team - full time equivalent members  12 10 

  Group and Parent 

Sales to Related Parties 
 June-17 

$000 
June-16 

$000 
Allied Laundry Services Limited  885 904 
  885 904 
Purchase from Related Parties    
Allied Laundry Services Limited  2,171 2,916 
Central Region Technical Advisory Services Limited  4,929 6,050 
NZ Health Partnerships Limited  1,077 1,000 
  8,177 9,966 
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Outstanding Balances to Related Parties 
Allied Laundry Services Limited  219 206 
Central Region Technical Services  149 - 
  368 206 
Outstanding Balances from Related Parties    
Allied Laundry Services Limited  250 144 
  250 144 

 
Key Management and Board Members: 

   

No significant transactions were enacted between the Group and Key Management and Board members during the year.  
 
23. BOARD MEMBERS’ FEES MidCentral DHB June-17 

$000 
June-16 

$000 
Non-executive board members 
received no remuneration or provision 
of benefits except for standard fees 
and additional fees for extra duties of 
a special nature, as approved by the 
Minister of Health. 
District Health Board elections were 
held in September 2016 and took 
office from 5 December 2016. 

Board  
Members 

P Sunderland, Chair (2016) 22 50 
K Joblin, Deputy Chair (2016)  14 31 

 D McKinnon, Chair (2017) 31 - 
 B Duffy, Deputy Chair (2017) 18 - 
 D Anderson 28 25 
 A Broad 25 25 
 L Burnell 12 27 
 B Cameron  26 26 
 A Chapman 30 26 

  M Feyen 15 - 
  N Manoharan  25 25 
  K Naylor 26 26 
  O Paewai  24 16 
  B Robson 26 23 
 Committee 

Members 
V Beagley 2 1 

 D Campbell 2 2 
  D Emery 2 2 
  J Godfrey 2 1 
  V Hartevelt 

A Ivory 
4 
- 

- 
3 

  E Kirkcaldie 1 1 
  A Kolbe 2 - 
  T Kunaiti 1 1 
  D Scott 2 2 
  C Temple-Camp 2 1 
  Total 342 314 
 
 
24. SUBSEQUENT EVENTS 
There were no significant events after the balance sheet date. 
 
25. ACCOUNTING ESTIMATES AND JUDGEMENTS  
Key Sources of Estimated Uncertainty: 
Key assumptions concerning the future and other key sources of estimation uncertainty at 30 June 2017 which have a 
significant risk of causing a material adjustment to the carrying amount of assets and liabilities are discussed below: 
Estimation of Employee Entitlements Accruals: 
The liability relating to back pay and long term employee benefits (long service leave, gratuities and sabbatical leave) is 
based on a number of assumptions in relation to the estimated length of service, the timing of release of the obligation 
and the rate at which the obligation will be paid to be applied in determining the present value.  
If any of these factors changed significantly the actual outcome could be materially different to the estimate provided in 
the financial statements. The carrying value of the accruals has been disclosed in Note 16. 
Optimisation and Useful Lives of Property, Plant and Equipment: 
The value of property, plant and equipment is based on the estimated optimisation and useful lives of the assets. The 
optimisation and useful lives were determined by an independent valuer as at 30 June 2015. No revaluation has been 
performed in 2016. The group reviews the optimisation and estimated useful lives of property, plant and equipment at the 
end of each annual reporting period. Based on this review it was determined that no change was required to the assets. 
The carrying value of property, plant and equipment is disclosed in Note 6. 
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Revenue Recognition and Income in Advance: 
In determining whether or not revenue has been earned a degree of judgment is required based on information included 
within the funding agreements. Where the funding agent has the right to demand repayment, income in advance is 
recognised for the unearned portion of the funding received. The carrying value of income in advance has been disclosed 
in Note 17. 

26. EXPLANATION OF FINANCIAL VARIANCES FROM BUDGET 

Statement of Comprehensive Revenue and Expense: 
The actual surplus to budgeted surplus unfavorable variance is $0.8m, with revenue being over budget by $6.7m and the 
total expenditure being over budget by $7.6m. 
The total revenue variance is mainly due to additional Crown funding received and paid out MidCentral Health and non-
Health Board providers for additional service contracts, and Enable New Zealand’s additional ACC contracts. 
The total expenditure variance is mainly due to increased outsource personnel and services of $5.0m and infrastructure 
and non clinical expenses of$4.5m, driven by increased operating needs and additional funding related expenditure.  
Statement of Financial Position: 
The Total Non-Current Asset increase to budget of $3.6m is due to underspend of capital expenditure in fixed $5.0m 
offset by increased spend in intangible assets $1.4m against plan. 
The Total Current Assets decrease to budget of $6.8m is mainly in sundry and accrued debtors $4.3m and increased cash 
$2.5m due mainly to underspend in capex. 
The Total Non-Current and Current Liabilities differences of $53.8m to budget is due to the termination of the Ministry of 
Health loans $56,7m and replaced with equity. 
Statement of Cash Flows: 
The net increase in the cash flow is $0.1m favorable to budget with the unfavorable operating activities offset by 
decreased capex spend and interest paid from terminated loans. 

27. CONTINGENCIES 
Contingent liabilities 
Lease of the land to Manawatu Community Trust - the lease of the land to the Manawatu Community Trust provides that at the 
expiration of the 34 year and 11 month lease, MidCentral DHB is obligated to purchase from the Manawatu Community Trust, 
the building on the land for $1,800,000 should both parties not complete a new lease arrangement. Where the lease is 
terminated prior to the expiration of the lease term for whatever reason, MidCentral DHB shall purchase the building at a price 
to be agreed by both parties. 
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Auditor’s Report 
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Governance Statements 
 
 

Effective governance of a District Health Board requires a committed Board and 
robust systems and processes. On the following pages, MidCentral DHB’s 
governance practices are detailed. 

Meet the Board 

Dot McKinnon, Chairperson, QSM 
Appointed Member 
Commenced 2016 
Dot is an Associate and Legal Executive in Moore Law, and has a keen interest in health and 
local government. In addition to her role at MidCentral District Health Board (DHB), Dot chairs 
Whanganui District Health Board; a position she has held since 2013. MidCentral and 
Whanganui DHBs have worked together for many years as the centralAlliance – a collaborative 
approach in which Dot has been closely involved and which aims to develop shared service 
arrangements between the two DHBs to improve health outcomes for their communities.  

Other community involvements include Chairperson, Wanganui Powerco Trust, a member of the Health 
Practitioners’ Disciplinary Tribunal, and a member of the Health Sector Relationship Agreement Committee. Dot’s 
career has spanned both public and private sectors including six years as Whanganui’s deputy mayor, managing 
director of Kingsgate Hotel for 13 years, and a polytechnic lecturer for seven years.  She has also served on many 
community boards in education, sports, art, and local business. 
Committee membership:  member of the Healthy Communities Advisory Committee, Quality & Excellence Advisory 
Committee, Finance, Risk & Audit Committee and Remuneration Committee. Chairperson of the centralAlliance 
Sub-Committee. 
Interests:  Chairperson, Whanganui District Health Board; member, NZ DHB sons’ National Executive; member, 
Health Practitioners Disciplinary Tribunal; member, Health Sector Relationship Agreement Committee; 
Chairperson, Four Regions Trust; member, 20 DHBs (Central Region’s Technical Advisory Service); part owner, 
Chardonnay Properties Limited; legal executive, director and shareholder, Moore Law & Associates; and husband 
is Chairperson, Whanganui Eyecare & Medical Trust. 
 

Brendan Duffy, Deputy Chairperson, ONZM 
Appointed Member 
Commenced 2016. 

Horowhenua businessman, Brendan Duffy has been involved in local body government for 21 
years, having served as Mayor, Horowhenua District Council from 2004-2016.  During this 
time he was instrumental in establishing services for children and youth as part of inter-
sectoral initiatives with the DHB, Police, Child, Youth & Family, Education and other 
government agencies.  Brendan was the vice president of Local Government New Zealand 
(LGNZ) for three years, Chairperson of the Provincial Sector of LGNZ for six years and 
Chairperson of Zone 3 for LGNZ for six years.  Brendan initiated the Lake Horowhenua Accord, 

led significant infrastructure projects across the Horowhenua district including building the new council building, 
establishing Te Takeretanga o Kura-hau-pō community centre, waste water and main street upgrades. 
Committee membership: Chairperson of the Healthy Communities Advisory Committee and Remuneration 
Committee.  Member of the Enable New Zealand Governance Group. 

Interests:  Local Government Commissioner, MITO board member, Trustee on Electra Trust, deputy chairperson on 
the panel of the Environmental Legal Assistance Fund, board member of Business Kapiti Horowhenua (BKH) and 
Chairperson of Life to the Max Horowhenua. 
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Diane Anderson 
Elected Member  
Commenced 2001 

Diane's background is in community and rural advocacy.  She has served as a local 
government Councillor, and previously was a member, then Chairperson, of the Wellington 
Conservation Board and the Central Regional Health School.  Diane was instrumental in the 
establishment of the Eketahuna Health Centre and more recently convened a group to re-
establish a viable fuel supply business in Eketahuna.  She is a director of a family farming 
business. 
Committee membership: Chairperson of the Quality and Excellence Advisory Committee and 
the Enable New Zealand Governance Group.  Member of the centralAlliance Sub-Committee 

and Remuneration Committee. 
Interests:  nil. 
 

Adrian Broad 
Elected Member 
Commenced 2013 
Adrian has a close interest in local government and the health of the local community.  He is a 
Palmerston North City Councillor and is manager of the Manawatu Horowhenua Tararua 
Diabetes Trust.  Prior to this, he was chief executive of Arohanui Hospice.  He also served as a 
Hospice trustee.   
Adrian’s other community involvements include steward at the Manawatu Racing Club, a 
Rotarian, member of St Matthews Anglican Church, and a volunteer host of the NZ Rugby 
Museum. 
Committee membership: member of the Healthy Communities Advisory Committee and the 

Enable New Zealand Governance Group. 
Interests:  councillor, Palmerston North City Council; trust manager, Manawatu Horowhenua Tararua Diabetes Trust 
and board member, ACROSS – Te Kotahitanga o Te Wairua. 

 
Barbara Cameron  
Appointed Member 
Commenced 2013  
Barbara’s background is in local government, funding distribution, organisational governance, 
public health and education.  Currently, Barbara is a third term Councillor on Manawatu District 
Council. Participating fully on Council business Barbara also serves on the Hearings, Community 
Funding, and, Manawatu District/Palmerston North City Joint Strategic Planning Committees.   
More recently, Barbara has served as a trustee on Arohanui Hospice Service Trust (8 years), 
Eastern & Central Community Trust (12 years) and, Palmerston North Boys High School Board of 
Trustees (9 years).  Barbara is a member of the Rotary Club of Makino, Feilding and is also a past 

President of the Rotary Club of Feilding.  Barbara has Iwi affiliations to Ngāti Kahungunu ki Wairarapa and Whānau-ā-
Apanui. 
Committee membership: member of the Healthy Communities Advisory Committee and the centralAlliance Sub-
Committee. 
Interests:  councillor, Manawatu District Council; member, Manawatu District Licensing Trust; and member, Ministry 
of Social Development’s Community Response Forum. 

 
Ann Chapman, MNZM 
Elected Member 
Commenced 2000  
Ann has a clinical background, and continues her interest in Otāki community health, after 
being the founding member and Chairperson of the Otāki Community Health Trust.  Ann was 
involved in local government for over 18 years, serving as a Councillor/Deputy Mayor on the 
Kapiti Coast District Council.  She is a JP and was awarded a MNZM in 2008. 
Committee membership:  member of the Finance, Risk & Audit Committee, Remuneration 
Committee, and the Healthy Communities Advisory Committee. 
Interests:  part owner, Otaki Mail; member, Otāki Community Health Trust; son is an 

employee, Gen-I; and grandson is an employee of the Central Region’s Technical Advisory Service. 
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Michael Feyen 
Elected Member 
Commenced 2016  
A self-employed businessman, Michael has a long-held interest in local politics.  He was elected 
Mayor, Horowhenua District Council in October 2016 and was strongly involved in the Foxton 
community prior to this as a member of the Foxton Community Board.  His first involvement in 
local government was as a Councillor, Palmerston North City Council.  
Michael has worked across many sectors.  He has worked as an electrician and a policeman.  
Michael has a social work degree from Massey University.  
Committee membership: member of the Quality & Excellence Advisory Committee and the 

centralAlliance Sub-Committee. 
Interests:  Mayor, Horowhenua District Council. 
 

Nadarajah Manoharan (Mano), MNZM 
Elected Member  
Commenced 2013 

Practising as an Ear, Nose and Throat Surgeon, Mano has worked in the New Zealand health 
services for 40 years; the initial 10 years practising in Whanganui and the following 30 years in 
Palmerston North, working in both the public hospital and in private practice.  He currently 
maintains a private practice.  Mano developed the ENT departments at Whanganui Hospital and 
Palmerston North Hospital and held senior medical roles as medical head and clinical director.  
Mano is an active member of the Surgical Educators of the Royal Australasian College of 
Surgeons and has taken part in educational activities for many years. 

Committee membership: member of the Healthy Communities Advisory Committee and the Finance, Risk & Audit 
Committee. 
Interests: educator, Surgical Educators of the Royal Australasian College of Surgeons; owner, private 
otorhinolaryngology practice, Palmerston North; and wife is facility manager, Aroha Ultimate Care (part of the Ultimate 
Care Group Ltd). 

 
Karen Naylor   
Elected Member  
Commenced 2010 

Karen is a Registered Nurse, who has worked at the Palmerston North Hospital over the past 20 
years.  She is currently working in the women’s health service.  Karen is an active New Zealand 
Nurses’ Organisation workplace delegate, and is involved in a number of committees including 
the nursing governance council.   

In the community, Karen is involved with a number of community groups, and is a Palmerston 
North City Councillor.  She served as Mayoress from 2007-2014. 
Committee membership: member, Quality & Excellence Advisory Committee and the Finance, 

Risk & Audit Committee. 

Interests:  employee, MidCentral District Health Board; member and workplace delegate, New Zealand Nurses’ 
Organisation; councillor, Palmerston North City Council; and husband is a National Party List MP. 
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Oriana Paewai 
Appointed Member 
Commenced 2015 

Oriana is the chief executive of Rangitāne o Tamaki nui a Rua Inc based in Dannevirke. She 
became involved in the health sector in 2001 when she joined MidCentral DHB’s Public Health 
Service as a Health Promotion Advisor.  Shortly after, she was appointed Māori Health Manager 
for MidCentral Health and in 2006 moved to the role of Health Manager, Te Kete Hauora o 
Rangitane (health and social service provider under Rangitane o Tamaki nui a Rua).  Oriana 
represents her Iwi on many organisations, including Manawhenua Hauora which she currently 
chairs. 
Committee membership: member, Quality and Excellence Advisory Committee. 

Interests:  Chief Executive, Rangitāne o Tamaki nui a Rua; member, Te Rūnanga o Raukawa Governance Group; 
Chairperson, Manawhenua Hauora; co-ordinating chairperson, Te Whiti ki te Uru; trustee, Tararua Hauora Services 
Charitable Trust; member, Central Primary Health Organisation’s alliance leadership team; member, Feilding Health 
Care’s clinical governance group; member, Manawatu District Council’s Ngā Manu Tāiko; member, Te Ohu Auahi 
Mutunga’s governance board; member, Before School Checks Collective; committee member, Ngā Kaitiaki o Ngāti 
Kauwhata Inc; and member, Te Tihi o Ruahine Whānau Ora Alliance. 
 

Barbara Robson, MNZM 
Elected Member 
Commenced 2001 

Barbara's background involves consumer and community health advocacy, and dental nursing.  
She is involved in a number of national health committees, providing a consumer perspective. 
Committee membership: member of the Quality & Excellence Advisory Committee and the 
Finance, Risk & Audit Committee. 

Interests: co-convenor; Federation of Women’s Health Councils Aotearoa NZ (Inc); board 
member, Kind Hearts Trust; member (consumer representative), Royal NZ College of GP’s 

Health Care Home Standard Working Group; consumer representative, Medicines Review Committee; member, 
Ministry of Health’s Electronic Oral Health Record Design Group and the National Health Workforce Strategy Project’s 
consumer reference group; and daughter is an employee of Ernst & Young. 
 
The Role of the Board 

The functions carried out directly by the Board include: 

• approving major strategic and policy documents, including the District Strategic Plan, District Annual Plan, 
capital expenditure plan and operational budgets; 

• considering recommendations on key issues, such as the findings of the health needs analysis and 
subsequent funding investment Plan;  

• maintaining and developing an effective working relationship with Manawhenua Hauora, its Iwi partner; 
• monitoring the implementation of the Annual Plan and Budget, and ensuring all measures and initiatives are 

successfully achieved; 
• monitoring the operating performance of all divisions of the DHB; 
• ensuring the District Health Board acts legally and responsibly on all matters; and 
• appointing, evaluating and rewarding the performance of the CEO. 

 
MidCentral DHB’s Governance Structure 

The governance structure is based on the DHB’s three key roles and reflects the management structure: 

• planning and purchasing health and disability services for the MidCentral district  
• providing health and disability services to its communities. These services include: medical, surgical, women’s 

health, child’s health, elderly, disability support, mental health, intellectual disability, public health and related 
support services, and, 

• governing the District Health Board. 
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To support the alliance with Whanganui DHB, both DHBs established a centralAlliance Sub-Committee comprising 
three representatives from each Board, and their CEOs.  This committee is currently in abeyance and regular 
board-to-board meetings are held to progress and support centralAlliance matters. 
 
Governing the District Health Board 

The District Health Board Governance includes the activities of the board, its statutory advisory and audit 
committees, the overall management functions of the District Health Board and its obligations and responsibilities 
as a body corporate owned by the Crown. 

Matching this, the Board has established seven committees to oversee these functions. 

 
Role of Committees 

Healthy Communities Advisory Committee 
• Advises on the district’s health status.  
• Advises on priorities for the use of health funding. 
• Advises on the district’s disability support needs. 
• Advises on priorities for the use of disability support funding.  
• Ensures strategic and other plans are in place to address the health needs of the district. 
• Monitors the effectiveness of strategic and other plans. 

Quality and Excellence Advisory Committee  
• Monitors the operational performance of MidCentral Health. 
• Assesses strategic issues regarding the provision of hospital services. 
• Monitors the delivery of quality health care within hospital and health services, including integration with other 

providers and social sector agencies. 

Enable New Zealand Governance Group 
• Monitors the financial and operational performance of Enable New Zealand. 

Finance, Risk and Audit Committee 
• Ensures appropriate reporting processes are in place to monitor the DHB’s financial and commercial affairs 
• Monitors the overall financial performance of the DHB, including capital expenditure. 
• Ensures quality improvement at a system level is monitored. 
• Ensures there are integrated systems of governance to actively manage patient safety and quality risks. 
• Monitors and reviews the identification, assessment and prioritisation of enterprise risk, including elimination 

or mitigation of risk. 
• Provides assurance that all audit process required by statute are completed, and that there is an effective 

control environment and assurance programme in place. 
• Ensure all issues identified by audit are appropriately remedied and contribute to ongoing business 

improvement. 
• Ensure the DHB is complying with all relevant statutory, regulatory and policy obligations. 

Remuneration Committee 
• Monitors the individual performance of the CEO and associated remuneration.  

centralAlliance Sub-Committee 
• Supports the implementation of the centralAlliance work programme. 
 

Board/Committee Membership and Development 
There are 11 Board Members, who collectively possess a broad range of skills, knowledge and experience. Seven 
of these members are elected through the triennial local government elections, and four are appointed by the 
Minister of Health. In making the appointments, the Minister ensures any skills gaps are met, including a 
minimum of two Māori Board members.  
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The election term is for three years. The current Board took office on 5 December 2016. Transitional 
arrangements were put in place to ensure a smooth transition from the outgoing to the incoming Board.   

Membership of the Board’s committees is reviewed three-yearly. Board members make up the majority of 
committee members, and the Board uses its legislative power to appoint additional members to assist each 
Committee to carry out its role. The three-year appointment term of external committee members has been timed 
to commence one year after the election of Board members to enable continuity of governance through the DHB 
election process. Board membership of the Committees is reviewed as part of the triennial board election process. 

External committee members during 2016/17: 
Healthy Communities 
Advisory Committee 
Donald Campbell 
Jonathan Godfrey 
Tawhiti Kunaiti 

Quality and Excellence 
Advisory Committee 
Dennis Emery 
Duncan Scott 
Cynric Temple-Camp 

Enable New Zealand 
Governance Group 
Andrew Ivory (to 2.9.16) 
Ewen Kirkcaldie 

Finance, Risk & Audit 
Committee 
Tony Hartevelt 
(Chairperson) 
Anne Kolbe 

 

Governance Processes at MidCentral DHB 
Each Board committee operates within formal terms of reference. 

• A work programme is in place for each Committee and the Board, and this is closely aligned with the Annual 
Plan. 

• An annual meeting calendar for the Board and its Committees is established. The Board meets six-weekly. At 
least two meetings of the Board are scheduled for outlying areas within the district.   

• Three open forums are held for the public to engage with the Board each year.  
• The Board appoints an internal auditor to ensure its systems and processes are robust. The internal auditors 

report to the Board’s audit committees.  
• The Office of the Auditor-General appoints the Board’s external auditor. 
• A strong risk management approach to internal audit is taken, led by the Board’s audit committees. 
• Meetings of the Board and its Committees are run in accordance with the Board’s Standing Orders.  
• All Board and Committee Members undertake a collective and self-evaluation process on a regular basis. The 

results are used to continually assure and improve governance processes and inform annual training and 
development programmes. 

• New Board and Committee Members receive a comprehensive orientation to the public health sector, and to 
MidCentral District Health Board. 

• Members are aware of the duty to manage existing and potential conflicts of interest. A conflict of interest 
register is maintained, and meeting processes support individual members and the Board/Committee to 
manage all existing or potential conflicts. 

Board and Committee Member Attendance 
 
Board membership changed as a result of the District Health Board elections in October 2016 and completion of the 
three-year term by some appointed members in December 2016.   
Board and committee member attendance for 2016/17 is set out in the table that follows.   
The table lists the name of the board and committee meetings, with the number of meetings held noted in brackets. 
Board  (7 meetings) 
ENZGG - Enable New Zealand Governance Group (4 meetings) 
FRAC  - Finance, Risk & Audit Committee (7 meetings) 
HCAC - Healthy Communities Advisory Committee (8 meetings) 
QEAC - Quality and Excellence Advisory Committee (8 meetings) 
Rem  - Remuneration Committee (1 meeting) 
cASC - centralAlliance Sub-Committee (3 meetings). Attendance rates are for MDHB’s members only. 
 
As membership of the Board and Committees changed during the year, the number of meetings each member 
attended is noted, followed by the total meetings held during their term on the Board or Committee. 
Where a member joined or retired from the board and/or committee during the year, this is noted in the table that 
follows. 
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Board Members Board HCAC QEAC ENZGG FRAC Rem cASC 
Anderson, D 7/7 4/4 4/4 6/6  1/1 3/3 
Broad, A 7/7 8/8  6/6   2/2 
Burnell, L (term ended 4.12.16) 2/3  4/4  1/3   
Cameron, B 6/7 6/8   3/3  0/1 
Chapman, A 7/7 8/8   7/7   
Duffy, B (commenced 5.12.16) 4/4 2/4  1/3    
Feyen, M (commenced 5.12.16) 3/4  4/4    0/1 
Joblin, K (term ended 4.12.16) 3/4  3/4  3/3 1/1 1/2 
Manoharan, N 6/7 8/8   3/4   
McKinnon, D (commenced 5.12.16) 4/4 3/4 3/4  3/4  3/3 
Naylor, K 7/7  7/8  7/7   
Paewai, O 6/7 2/4 4/4     
Robson, B 6/7  8/8  4/4 1/1  
Sunderland, P (term ended 4.12.16) 3/3 4/4 4/4  3/3 1/1 2/2 

Committee Members 
Beagley, V  8/8      
Campbell, D  6/8      
Emery, D   7/8     
Godfrey, J (term ended 30.6.17)  7/8      
Hartevelt, T     7/7   
Ivory, A (term ended 2.9.16)    1/1    
Kirkcaldie, E    5/6    
Kolbe, A     5/7   
Kunaiti, T  5/8      
Scott, D (term ended 30.6.17)   7/8     
Temple-Camp, C   7/8     
Cook, K (CEO)    5/6   3/3 
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Sick leave rate 
2.9%  

(Target: ≤3%) 

Leave in excess 
of 2 years 

13.0% 
 (Target: <9.5%) 

Staff stability rate 
99.8% 

 (Target:  ≥99%) 

Staff turnover rate 
0.7% 

(Target:  ≤1%) 

Being a Good Employer 
 

MidCentral DHB continues its transformation to a high performing health system and 
has developed a new strategy to build on the significant developments and 
achievements of the last ten years. To support our strategic direction, vision and 
values, and strategic imperatives, and Organisational Development Plan has been 
developed and is being implemented which outlines the work environment we seek to 
provide for our people to enable them to be successful in their roles, and in the 
careers, and to maximise the contribution our people make as a key enabler to the 
achievement of our strategic imperatives.     

We take our role as an employer seriously and invest a lot of resources and time into 
our people – both on a group and individual basis.  We are committed to meeting our 
statutory, legal and ethical obligations, including providing equal employment 
opportunities (EEO).  This is supported by our EEO policy, our good employer 
practices relating to recruitment and our policies and procedures around having a 
safe and healthy working environment for our staff.  

Key measures around our workforce are closely monitored, and the DHB works in 
partnership with unions and staff to continue to improve our working environment. 

There are seven elements to being a good employer and these are set out on the 
following pages, identifying the key policies for each and MidCentral DHB’s response. 
We also share some of the work we’ve done in these areas over the 2016/17 year. 

 

 
Workforce profile 
 
Over 2,600 people work for MidCentral DHB equating to 2,196 full time equivalents (FTEs).  The majority of these 
people work in one of the health professions.  The profile of our staff is set out below.   
 

Gender Profile Full Time Equivalent (FTEs) Age Profile FTE Head Count 
Male 471.01 15 – 19 0.5 2 
Female 1725.51 20 – 24 85.36 104 
 25 – 29 245.76 285 
Ethnicity Profile 30 – 34 210.17 270 
NZ European 1301.93 35 – 39 197.45 266 
NZ Māori 169.08 40 – 44 206.85 256 
European 142.40 45 – 49 249.82 309 
Pacific 26.35 50 – 54 297.06 360 
Asian 219.28 55 – 59 343.39 414 
Other 159.09 60 – 64 237.49 283 
Not Stated 178.39 65 – 69 103.59 135 
 70+ 17.68 28 
Disability Profile  
Yes 
Not Stated 

 
52.76    
2143.76 

Unknown 1.4 2 

 

Professional Profile    
Medical 298.29    
Nursing & Midwifery 964.43    
Allied Health 416.49    
Support 43.05    
Management/Admin 474.26    
Total FTEs 2196.52    

  

156



 
 

MidCentral District Health Board 
 2016/17 DRAFT Annual Report v.02 Page | 121 

1 Leadership, accountability and culture 

MidCentral DHB’s Strategic Framework 

The development and implementation of 
MidCentral DHB’s strategic framework has 
continued to be a key feature of our work in 
2016/17.  The strategic framework is supported by 
our organisational development plan, which sets 
out a clear vision and programme of work for the 
next three to five years to create the required work 
environment for our people to support the 
achievement of our strategic imperatives.   Our 
vision is to have: 

• A positive and produce working environment, 
driven by a values based, patient centred 
culture.  

• Credible, capable and engaged leadership that 
is strongly connected with the teams they lead. 

• A sustainable workforce that meets both 
current and future capability and capacity 
needs, and is reflective of the communities we 
serve. 

• A capable, accountable, empowered and 
supported workforce, where diversity is 
supported and embraced. 

• Working together, better and smarter to drive 
system-level improvements in healthcare. 

When developing our Organisation Development 
Plan we used the wealth of information from the 
2015 staff safety culture survey and from other 
workshops and forums held with staff, including engagement with our Union Partners.  Each of the above key 
elements is a theme in our organisational development plan. 

Transformational Leadership Programme 

Over the past year, two further transformational leadership programmes were held.  This programme focuses on 
participants gaining: 
• an understanding of their leadership style and that of others 
• how to develop and execute a shared vision and strategy 
• how to lead transformational change by mobilising others to join and be part of planned change 
• the mechanics and dynamics of team leadership and team performance 
• the role of improvement in reducing waste and variation 
Participants report that the tools and techniques they have gained from the programme have been valuable, 
practical and that they have applied these back in their working environment. 
We also held our first level leadership development programme during the year which was very well received by 
those attending. 

Formal Policies and Procedures 
Equal employment opportunities policy 
Disclosure of serious wrongdoing policy 
Code of conduct (MidCentral DHB’s shared approach to work principles, and, State Services Commissioner’s 
standards of integrity and conduct) 
Confidentiality policy 
Fraud awareness policy 
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MidCentral DHB Response 

Organisational Development Plan 
Clinical governance structures (DHB-wide, primary, and secondary) 
Consumer and Clinical Councils providing an independent perspective on health services have been established 
Professional leadership structure, including professional advisory roles and reference groups 
Clinical leadership framework for MidCentral DHB 
Clinical management partnership structure within MidCentral Health  
MidCentral DHB workforce strategy and development of an organisational development strategy 
Leadership development programmes (MidCentral DHB and joint DHB/Primary Health Organisation) 
Leadership coaching in place 
Combined union/management meetings with a partnership focus – work plan in place 
Commitment to Equal Employment Opportunities – member of the EEO Employer Group 
Human Resources Manual (on-line) 
Human Resources update “blog” for team leaders  
Treaty of Waitangi training 
Regular staff forums and workshops 
Consultation with staff over major service changes   
Clinical leadership of major projects, such as clinical networks  
Clinical leadership forms part of the Chief Executive Officer’s and senior management’s performance measures 
Internal communication framework, including forums, staff newsletters, and updates 
Regular reporting to Board regarding workforce plans and progress being made 
 
 
2 Recruitment, Selection and Induction 
 
We continue to have low vacancy levels across most health professional groups.  For some professional 
groups where we might have used agencies in the past, for example, senior medical officers, we have 
increasing numbers of candidates applying directly to MidCentral DHB and several of these direct 
approaches have led to offers of employment.  Initiatives such as the DHB’s kiwihealth jobs website 
support this.  
 
A Workforce to Match Population 

During the year MidCentral DHB participated in a number of “careers” fairs and held our own Careers day on site 
which promoted health as a career to school students.  This is part of our initiatives to raise the profile of 
MidCentral DHB and health as a career for students. 
 
Formal Policies and Procedures 

Recruitment/appointment policy 
Appointment of honorary staff policy 
Orientation policy 
Core skills policy 

MidCentral DHB Response 

Participation in local Manawatu careers events 
MidCentral DHB Careers in Health days (annual) for secondary school students 
Visiting schools within MidCentral DHB’s district to talk about careers in health 
Training placement site for Universal College of Learning (UCOL) and Massey University students: nursing, 
midwifery, social work, clinical psychology and medical radiation therapy. 
Nursing and midwifery entry to practice programme 
Midwifery education grants 
On-line recruitment available 
Internal recruitment bulletin on-line 
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Administration recruitment assessment tools 
Recruitment and selection education programmes 
Medical Administration Unit – a one-stop-shop for medical recruitment and support to Resident Medical Officers 
and Senior Medical Officers 
Medical Recruitment Consultant provides on-boarding 
Nursing recruitment coordinator provides on-boarding, specifically for nursing and midwifery 
Central resource of promotional material 
MidCentral DHB orientation programme and powhiri 
Targeted overseas recruitment drives for shortage specialties 
Accredited training hospital for first year house officers and registrars in most specialties  
General practice rotations for Resident Medical Officers 
Outreach site for University of Otago Wellington Clinical School providing clinical placements for final year medical 
students 
Physiotherapy Clinical Hub (in conjunction with University of Otago) to provide clinical placements for final year 
physiotherapy students 
 

3 Employee Development, Promotion and Exit 

Over the past year MidCentral DHB held approximately 600 internal education sessions and were 
attended by over 3000 staff members (some staff attend more than one session).  In addition the DHB 
supports external education and development.  To ensure fairness and equity across the DHB there is a 
centralised approval process in place for each professional group. 

Senior Medical Officers are able to take sabbatical leave for the purposes of strengthening or acquiring 
clinical knowledge or skills.   

Throughout the year, staff leave to take up new roles, go overseas, move location, or retire.  Exit 
interviews are offered to all staff so that we can learn what they liked or didn’t like about working at 
MidCentral.  This information is very useful and used to improve the working environment for our 
current staff.  We have an Alumni programme in place to keep connected with past employees. 

Building Resilience  
MidCentral DHB’s building resilience and managing stress workshops have continued to be very well received. 
Those attending made the following comments: 

• I will now develop new responses to events and look to myself rather than to others. 
• I will be more tolerant.  What I learned will be useful to guide me and will be easy to share with clients.  
• I can support my colleagues with what I learned at the workshop and help manage stressful situations. 
• I can apply my learnings from this programme to both my working and home life. 

Communication 

The communication education sessions continue to be very well attended.  These three communication modules 
which build on each other can be attended separately or as a series.  Due to demand, extra courses were run 
during 2016/17.  All MidCentral DHB staff are eligible to attend and the sessions are appropriate to all staff.  
Excellent feedback has been received from those attending these sessions including staff giving examples of how 
they have put their learnings into practice.  
 
The programme “Keeping Safe at Work” which was targeted specifically to frontline staff who may deal with 
aggressive or other behaviours has been well attended as has the programme “Delivering Excellence in Customer 
Service” and “Defusing Challenging Situations”.  

An eLearning Platform  
Our eLearning platform Ko Awatea is well utilised by our staff and we are steadily increasing the modules on the 
site.  This will enable staff to complete education and development at a time which is suitable for them, rather 
than attending a face-to-face session. 
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Formal Policies and Procedures 

Performance management policy 
Core skills policy 
Continuing education/professional development/sabbatical leave policy 
Management of staff surplus policy 
Retirement/farewell functions policy 
Credentialing of senior medical & dental officers policy 

MidCentral DHB Response 

Organisational Development Plan 
Regional post graduate training hubs 
On-line exit interviews 
Alumni programme 
Professional development and recognition programme (PDRP) accredited by the New Zealand Nursing Council  
Accredited medical training institution 
MidCentral DHB internal education and development programme 
Education and development steering group 
Performance management education programmes 
Customer service and communication sessions 
Building resilience and management stress sessions 
Defusing Challenging Situations 
Delivering Excellence in Customer Service 
Dedicated recruitment advisors (nursing and medical) 
Health care development team (supporting primary care practitioners) 
On-site library facility 
Yourself portal (direct staff access to their education & development information) 
Education/development fund for all major staff disciplines 
Centralised process in place for external education and development approval – ensures fairness and equity 
across MidCentral DHB 
 
 
4 Flexibility and Work Design 

The vast majority of MidCentral DHB’s staff work in a 24/7 environment and this provides greater 
scope for us to agree work hours and shifts that suit their personal situation while at the same time 
delivering care on a 24/7 basis. Over 40 percent of our employees work part time. 

MidCentral DHB’s Flexible Working Arrangements guideline provides a transparent 
and consistent approach across the organisation and provides the opportunity for 
employees to request flexible working arrangements. 
The move to a wireless campus is also having a positive impact.  More staff are 
being equipped with mobile devices which gives them much more flexibility to 
manage the administrative part of their job.  The vast proportion of written 
communication is now electronic and the ability to stay on top of this without 
having to return to the work station in their office makes a huge impact for many staff, both clinical and non-
clinical. 

Formal Policies and Procedures 

Work and family policy 
Impaired staff policy 
  

Employment status: 
 
Full time 1313 
Part time  883 
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MidCentral DHB Response 

Rostering module  
Implementing care capacity and demand management programme 
Flexible work guidelines 
Rostering guidelines 
Nursing staff bureau (enables flexible working arrangements) 
Releasing time to care, and, productive ward programmes 
Investing in digital technology, including iPads and phones 
Web-based collaboration sites for staff enabling local and inter-organisational collaboration 

 
5 Remuneration, Recognition and Conditions 

Leave management 

The number of staff with accrued annual leave balances in excess of a two year entitlement is reducing slowly.  
While progress is being made it is acknowledged that this is taking longer than expected to achieve.   
The focus continues to be on reducing annual leave balances to allow our employees the opportunity for rest and 
recreation, and to enjoy regular breaks from the workplace.   
We have taken numerous steps to address our high leave balances, for example, specific reporting has been 
introduced to assist managers monitor and manage leave, leave management plans are in place for those staff 
with high leave balances.  Where appropriate temporary staff will be recruited to enable leave to be taken.   
We are taking a “wellness” approach to supporting staff when sick leave usage is higher than usual. 

Employment Agreements 

The majority of staff (94%) have terms and conditions covered by transparent multi employer collective 
agreements (MECA) which ensure consistency and relativity of remuneration and conditions across the NZ public 
health sector.  For those on individual employment agreements (IEAs), the annual review of is based on external 
market data and is in line with the Government’s Expectations for Pay and Employment.   Job size is determined 
using a job evaluation methodology. Ministry of Health support for both MECA and IEA strategies is secured. 

Formal Policies and Procedures 

Annual leave policy 
Management of employee absences policy 
Bereavement/tangihanga leave policy 
Casual employment policy 
Leave without pay policy 
Superannuation policy 

MidCentral DHB Response 

Individual employment contracts (reviewed annually) 
Multi-employer collective agreements 
Nurses prize giving 
Professional work days recognised, such as international nurses’ day, administration appreciation day 
‘Yourself’ portal, providing staff direct access to their remuneration information 
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6 Harassment, Bullying and Unacceptable Behaviour Prevention 

MidCentral DHB seeks to create an environment where our values (compassion, courage, respect, 
accountability) define and drive the way we conduct ourselves, the way we interact with our patients, 
their families and carers, other healthcare providers, other key stakeholders, and with each other.  We 
are committed to taking action to improve the work environment for our people and acknowledge that 
this will require investment and courage to achieve.  Key strategies to support this are contained in our 
Organisation Development Plan.  MidCentral DHB’s Preventing Unacceptable Behaviour, Harassment 
and Bullying policy, and Code of Conduct gives guidance to employees on the standards of 
performance and conduct required, and employees are expected to uphold the Shared Approach to 
work principles. 

Quality and Safety in our Workplace 

We are embarking on a programme to strengthen quality and safety in our workplace.  The programme will 
address behaviours which undermine quality and safety and will enable all staff to feel comfortable in speaking 
up.  We are partnering with an external organisation to implement these programmes which: 

• support our values and address individual behaviours that undermine these 
• have been developed by clinicians  
• build a high-performance culture of safety and reliability 

Employee Assistance Programme 

MidCentral DHB continues to offer an independent Employee Assistance Programme (EAP) to all staff.  This is 
provided free-of-charge and staff can self-refer, or can be referred (formally or informally) by their manager. 

EAP is well utilised by our staff.  The majority of referrals are for personal issues, such as relationships, anxiety 
and family. 

Formal Policies and Procedures 

Shared approach to work principles policy 
Preventing unacceptable behaviour, harassment and bullying policy 

MidCentral DHB Response 

Organisational Development Plan 
Speaking up for Safety Programme 
Employee assistance programme (EAP) 
Process for escalation of issues 
Team development programme 
Designated support people for all major professional groups (medical, nursing, allied health, clerical, midwifery) 
Occupational health and safety unit 
Human resource department 
 
 
7 Safe and Healthy Environment 
MidCentral DHB seeks to provide an environment that ensures the health, safety and wellbeing of its people and 
in which all employees feel their contribution is valued and appreciated.  In doing this we will inherently comply 
with the requirements of the Health and Safety at Work Act 2015, and demonstrate our commitment to providing 
a work environment that is free from harm.   

As part of our Organisational Development Plan, MidCentral DHB has recognized the importance of creating a 
supportive and inclusive workplace environment for staff who are part of diversity and minority groups.  Our 
Rainbow Forum, convened in December 2016 and sponsored at the executive level by our General Manager 
People and Culture is one example of a staff network/reference group set up with an objective of supporting 
MidCentral to become more inclusive for staff from the LGBTTQI+ communities.  So far the group has developed 
and delivered education, held an event to celebrate International Day Against Homophobia and Transphobia and 
has made feedback submissions on organisational strategic planning initiatives amongst other activities.  Several 
other staff support networks are planned to be convened with the aim of providing a similar platform for other 
diversity and minority groups. 
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Health and Wellbeing 
 
MidCentral DHB is very proud of its healthy staff programme, which offers a range of activities and benefits to all 
staff, for example: 
• A website “Tracksuit-inc” is available  through which staff and their families are able to complete an initial 

health assessment, participate in health challenges and access health articles, discount offers, upcoming 
events, competitions, and spot prizes.  The aim is to make it easier for staff to access information on their 
health and provide them with resources to make a lifestyle change if they choose. 

• We continue to roll-out of MidCentral’s Next Steppers six week fitness programme.  Two roll-outs were held in 
2016/17 and over 250 staff took part.  This programme encourages participants to bike, cycle, swim or 
dance their way around New Zealand.   This is the eighth roll-out over the past years and over 1250 staff have 
taken part in the programme.   

• MidCentral’s Staff at MidCentral Advantage Scheme (SMASCH) continues to be developed and is very well 
received by staff.   A good number of new organisations continue to join the scheme.    

MidCentral’s Occupational Health and Safety team is very active in ensuring the needs of employees are met both 
on appointment and on an ongoing basis.  
The team takes every opportunity to explore and provide employment opportunities for those with disabilities.  As 
a provider of health and disability services, we have immediate access to in-house resources who can make 
assessments as to what reasonable accommodation can be made to meet the specific needs of employees with 
disabilities.  An example of this resource is our Occupational Health Physician and the Occupational Health Unit 
team, which includes an Occupational Health Physiotherapist and an Occupational Health Nurse.    
If a potential employee has uncertainties about their ability to fulfil a particular role, they are advised that 
MidCentral DHB welcomes the opportunity to discuss how the organisation can make every reasonable 
accommodation to meet their needs.   
They are also advised that they are welcome to discuss their needs with members of the Occupational Health and 
Safety Unit, Infection Prevention and Control or the Human Resource Department. 

Where a problem is identified with either the employee or the workplace, which makes it difficult for an employee 
to continue to fulfil their role within the organisation, staff within Occupational Health and Safety, Infection 
Prevention and Control, or Human Resources work with the employee (and their support person/union 
representative) to address any concerns raised.    

Formal Policies and Procedures 

Health and safety policy  
Manual handling injury prevention policy 
Incident reporting policy 
Nutrition and physical activity policy 
Safe staffing policy 
Smoke free policy 

MidCentral DHB Response 

ACC partnership programme (MidCentral DHB holds tertiary status) 
Care capacity and demand management programme 
Employee assistance programme 
Healthy staff programme, including: 
Next steppers 
Bikewise business challenge and other Sport Manawatu programmes 
Free seasonal influenza immunisation 
Healthy food choices (staff café) 
No-lift policy and training 
Pilates 
Smoking cessation support 
Smokefree workplace 
Staff Discount Scheme (with local businesses) 
Comprehensive orientation programme for new staff, including manual handling and health and safety training 
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Wellness approach to staff sickness 
Return to work safely programme 
Workplace assessments for all staff 
On-site occupational health unit 
TrendCare acuity programme 
Releasing time to care programme 
Health and safety committee structure throughout DHB, including Health and Safety Representatives 
Health and safety training 
Significant events debriefing 
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About MidCentral District Health Board 
 
 
MidCentral District Health Board is one of 20 District 
Health Boards (DHBs) in New Zealand established as 
a Crown owned entity under provisions of the New 
Zealand Public Health and Disability Act 2000 and the 
Crown Entities Act 2004 (sec7). 

The MidCentral district is located across the mid-lower 
North Island and includes the Otaki ward of the Kapiti 
Coast district and the Territorial Local Authority 
districts of Horowhenua, Palmerston North City, 
Manawatu and Tararua. The district covers a land 
area of approximately 8,912 square kilometres.  

Based on medium projections we serve a population 
of around 175,000 people (2013 Census base, 2016 
Update).  The health status of our population is 
slightly worse than the national average. This is to be expected because MidCentral’s population has higher 
proportions of higher needs groups (Māori, socio-economically disadvantaged people, and older people) than 
New Zealand overall. 

In accordance with legislation and objectives of the District Health Board (DHB), we: 
• Plan the strategic direction for health and disability services within our region and our district, in 

collaboration with key stakeholders and our community (i.e. district group and clinical networks, 
Iwi/Māori, Central Primary Health Organisation and non-Government organisations, Government 
departments/agencies, Central Region’s Technical Advisory Service, other DHBs and the Ministry of 
Health). 

• Fund the provision of the majority of the publicly-funded health and disability services in our district 
through the contracts we have with providers (such as General Practitioners, Iwi/Māori service providers, 
community pharmacies, dentists, age related residential care facilities and non-government 
organisations). 

• Provide hospital and specialist services primarily for our population, but also for people referred from 
other DHBs and other DHB populations for whom we are a regional or sub-regional provider of services 
(such as renal services, or cancer treatment services as a regional cancer centre).  We are also one of 
eight lead providers of the national breast screening programme provided to an extended region 
including Taranaki, Whanganui and Hawke’s Bay districts.  

• Promote, protect and improve our population’s health and wellbeing through health promotion, health 
protection, health education and the provision of evidence-based public health programmes. 

We received around $626 million in the 2016/17 year to undertake these obligations. 

Māori Relationship Board – Manawhenua Hauora 
MidCentral DHB's commitment to Māori Health is formally recognised in a Memorandum of 
Understanding with Manawhenua Hauora - a consortium of the four Iwi within the district, namely; 
• Ngāti Kahungungu ki Tamaki Nui a Rua 
• Ngāti Raukawa ki  te Tonga 
• Rangitaane o Manawatu and Rangitane o Tamaki Nui a Rua 
• Muaūpoko 
Manawhenua Hauora is the formal Māori Relationship Board that sits as a Treaty partner to the 
MidCentral DHB’s Board.  Four fundamental principles underpin MidCentral DHB's and Manawhenua 
Hauora's commitment to Māori Health: 
• a common interest and commitment to advancing Māori health  
• building on the gains and understandings already made in improving Māori health  
• applying the principles of the Treaty of Waitangi to work to achieve the best outcomes for Māori 

health  
• partnership and mutual regard  
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ENABLE NEW ZEALAND LIMITED 
 
 
 

ANNUAL REPORT 
 

FOR THE YEAR ENDED 30 JUNE 2017 
 
 
 
 

Approval of annual report, including the financial statements 
 
The Board is pleased to present the Annual Report of Enable New Zealand Limited including the 
financial statements contained therein, for the twelve months ended 30 June 2017. 
 
For and on behalf of the Board: 
 
 
 
 
 
 
 
 
 
Signed _____________________________________________ Date:  xx October 2017 
 
 Board Chair 
 
 
 
 
 
 
 
 
Signed _____________________________________________ Date:  xx October 2017 
 
 Deputy Board Chair 
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ENABLE NEW ZEALAND LIMITED 
 
 
Annual Report 
 
The shareholders of the Company have exercised their right under Section 211 (3) of the Companies 
Act 1993 and have unanimously agreed that this annual report need not comply with any of paragraphs 
(a), and (e) to (j) of Section 211(1) of the Act. 
 
 
 
 
 
Signed _____________________________________________ Date:  xx October 2017 
 
 Board Chair 
 
 
 
 
 
 
Signed _____________________________________________ Date:  xx October 2017 
 
 Deputy Board Chair 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

169



 
 
 
 
 

ENABLE NEW ZEALAND LIMITED 
 

STATEMENT OF FINANCIAL POSITION 
 

FOR THE YEAR ENDED 30 JUNE 2017 
 

 
 
 
 
 30 June 2017  30 June 2016 
 
EQUITY 
Share Capital & Reserves 0 0 
 
CURRENT LIABILITIES 0 0 
 
NON CURRENT LIABILITIES 0 0 
 
TOTAL EQUITY AND LIABILITIES 0 0 
 
CURRENT ASSETS 0 0 
 
NON CURRENT ASSETS 0 0 
 
TOTAL ASSETS 0 0 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Page 1 

170



 
 
 
 
 
 
STATEMENT OF ACCOUNTING POLICIES FOR THE YEAR ENDED 30 
JUNE 2017 
 
 
Basis of Preparation 
 
Enable New Zealand Limited is registered under the Companies Act 1993.  The Financial Statements 
have been prepared in accordance with the Financial Reporting Act 2013.  The measurement base 
adopted is that of historical cost. 
 
Enable New Zealand Limited has designated itself as a Public Benefit Entity (PBE) for financial 
reporting purposes.  
 
The financial statements have been prepared in accordance with generally accepted accounting practice 
in New Zealand. The financial statements have been prepared in accordance with Public Benefit Entity 
Simple Format Report – Accrual (Public Sector) (PBE SFR-A (PS)) accounting standards. The 
financial statements are the first financial statements presented in accordance with the new PBE 
accounting standards. There are no changes arising on transition. 
 
 
Changes in Accounting Policy 
 
There have been no changes in accounting policy. 
 
 
 
TRADING ACTIVITY 
 
The Company has not traded during the period or the prior period.  As a result, there have been no 
transactions that would require the preparation of a statement of financial performance.  There is no 
equity, therefore a statement of movements in equity has not been prepared. A statement of service 
performance has also not been prepared. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Page 2 
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CEO’s Department 

MidCentral DHB 
Heretaunga Street 

PO Box 2056 
Palmerston North 4440 

 Phone 
Fax 

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

 

 
 

 
 

For: 

 Decision 

 Endorsement 

X Noting 

  
 

To Board 

Author Kathryn Cook, Chief Executive Officer 

Endorsed by  

Date 15 September 2017 

Subject CEO’s Report for July/August 2017 

RECOMMENDATION 

It is recommended that: 

• the CEO’s for July/August 2017 be noted. 

 

Strategic Alignment 

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

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

Glossary 

 
BAU – business as usual 
CTAS – Central Region’s Technical Advisory Service 
DHB – District Health Board 
HCAC – Healthy Communities Advisory Committee 
QEAC – Quality & Excellence Advisory Committee 
RHIP – Regional Health Informatics Programme 
WebPAS – web-based patient administration system 
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1. PURPOSE 
 
This report provides the DHB’s results for the year to date on a consolidated basis, 
and discusses organisational, governance and sector issues of note. 
 
 
2. SUMMARY 
 
2.1 Local Matters 
 
The Regional Clinical Portal went live on 15 August, followed by the Regional 
Radiology Information System on 11 September.  The focus is now on the new 
regional patient administration system (WebPAS). 
 
Twelve members of staff have been selected to be trainers in the Cognitive 
Institute’s Speaking Up For Safety programme, and will undertake the training on 
21/22 September. 
 
Our Strategic Property Plan is progressing well and a workshop for board and 
committee members is planned for 28 November. 
 
Our Annual Report for 2016/17 is largely complete, and work on finalising the 
Quality Account is on track for presentation of the report to QEAC at its next 
meeting. 
 
2.2 Regional Matters 
 
The second board-to-board meeting with Whanganui DHB to discuss centralAlliance 
matter will be held on 26 September. 
 
2.3 National Matters 
 
In April 2016, the New Zealand Health Strategy was issued. The Ministry of Health 
is now meeting with stakeholders to review progress in implementing key elements 
of the Strategy. 
 
3. LOCAL MATTERS 
 
3.1 Organisational Leadership Structure 
 
Recruitment of a General Manager, Quality and Innovation continues.  The new 
Director of Nursing & Midwifery, Celina Eves, is working through the immigration 
and registration procedures and expects to join us in late 2017. 
 
3.2 Integrated Service Model 
 
The transition to an integrated service model continues and a separate report is 
provided on this matter. 
 
3.3 Clinical Governance - Speaking Up for Safety Programme 
 
Twelve members of staff were selected as trainers for the Speaking up for Safety 
Programme.  They are now to be trained by the Cognitive Institute on 21/22 
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September, and once accredited will begin training all staff in this quality and 
safety programme.  This is expected to commence mid November. 
 
3.4 Annual Planning 
 
We await Ministerial approval of our Annual Plan for 2017/18.  Meantime, 
implementation continues. 
 
As members are aware, the Annual Plan is focused on the work we intend to do to 
meet the Minister and Ministry of Health’s expectations and targets.   
 
Alongside this, we will have an Operational Plan for each major service or support 
group.  It will incorporate each service’s planned activities against the Government 
priorities and targets (as shown in the Annual Plan), the DHB’s priorities where 
they apply to the service area, their business improvement activities and links to 
the financial recovery and sustainability plan.   
 
There are nine major service or support groups:  Maternal, Child and Youth Health, 
Health of Older People, Mental Health and Addictions, Primary Health Care, Cancer 
and Screening Services, Hospital Acute and Elective Services, the Pae Ora 
Directorate, Quality Improvement Group; and Human Resources and 
Organisational Development group.   
 
The Operational Plans for each service/support group are now being finalised.  As 
the plans are quite detailed, work is underway to consolidate the “service-based” 
Operational Plans into a single, broader DHB Operational Business Plan.   It is 
anticipated that this will be completed shortly. 
 
At the same time, preparatory work is underway to consider the DHB’s plans for 
the 2018/19 year. 
 
3.5 Strategic Property Plan 
 
Destravis Group continue to work to finalise the working draft Strategic Property 
Plan. This will be socialised internally with key stakeholders, including our Iwi 
partner, Manawhenua Hauora, and the Consumer and Clinical Councils. 
 
A Board/Committee workshop will be held on the afternoon of Tuesday, 28 
November, ie following the joint meeting of the QEAC and HCAC.  Members’ 
feedback on the plan, including what additional information they will require to 
make a decision to proceed to the next stage will be sought.   
 
Key themes from the internal socialisation of the Plan will also be provided to 
members at the workshop. 
 
The Ministry of Health has been briefed regarding the Strategic Property Plan work 
and is supportive of the approach to take a long term, holistic view of the site. 
Ongoing discussions are occurring and the pathway forward, including the 
development of our business case, will also be discussed at the workshop. 
 
Project support for this initiative is being put in place. 
 
A copy of the draft Strategic Property Plan will be issued to members in late 
September. 
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3.6 Information Systems 
 
3.6.1 MDHB’s Regional Health Informatics Programme 
  
The Regional Clinical Portal was launched on Tuesday, 15 August followed by the 
Regional Radiology Information System on 11 September 2017. 
  
The new systems are stable and performing well.  As expected, initially there were 
some issues with the Regional Clinical Portal and these have now been addressed.   
  
Implementation of the Regional Radiology Information System has enabled on-line 
ordering of radiology procedures via the Clinical Portal. This is a business change 
for the organisation, with paper-based referrals no longer occurring.  Work is being 
done regionally to fine-tune the on-line order form in line with clinician 
feedback.  Additional computer hardware is being considered for specific areas of 
the hospital as required to ensure clinicians can readily access the system. Again, 
some issues are evident and are being addressed. 
  
The successful implementation of the two systems is the result of a lot of hard 
work by many staff across the DHB, and our regional colleagues and our vendor 
partners, led by our Regional Health Informatics project team. 
  
Planning for the Patient Administration Project (WebPAS) implementation continues 
and we are targeting go-live in early December.  An additional contingency 
allocation was recently submitted and endorsed by the Finance, Risk & Audit 
Committee, and will only be required should we not achieve the on target go live 
date of early December.  This is outlined in a separate paper for Board approval.  
  
The Regional Application Data Access Project continues.  This project will ensure all 
critical reports currently produced from information held within Homer (the current 
patient administration system) will be available from the WebPAS (the new patient 
administration system) go live.   This is progressing as planned. 
 
3.6.2 Regional Health Informatics Programme 
 
At a regional level, the Regional Health Informatics Programme delivered by CTAS, 
on behalf of the Region, formally transitions to a Business as Usual operations 
effective from the 1st October 2017, with Capital & Coast DHB assuming the role of 
Regional Service Delivery partner.   
 
The current financial year (2017/18) funding allocation for this is being re-
baselined and it is expected an additional funding allocation will be necessary for 
the required regional support functions to be implemented. The transition to BAU 
Operations has taken longer than expected, as has the need to retain core 
programme resources longer than anticipated, therefore additional costs have been 
incurred. 
 
There is good regional collaboration occurring to progress the transition with the 
regional chief executives recently approving a regional Memorandum of 
Understanding to formalise the basis by which the region will administer the 
regional solutions delivered by the RHIP programme ongoing. This will be 
underpinned by an Operating Service Agreement and a Service Level Agreement 
which defines all parties’ accountabilities and how these will be measured, 
monitored and managed ongoing.  
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3.6.3 Hospital Operations Centre 
  
The timeline and budget for the Hospital Operations Centre is being re-baselined 
and will be submitted to the Finance, Risk & Audit Committee at its next meeting, 
before consideration by the Board. 
 
3.7 Annual Reports 
 
The 2016/17 Annual Report and financial statements has been prepared.  The 
Auditors will discuss their findings with the Finance, Risk & Audit Committee on 26 
September.  A separate report is provided on this matter. 
 
The development of the 2016/17 Quality Account is well advanced and this 
document will be submitted to the Quality & Excellence Advisory Committee at its 
next meeting.  It will then be submitted to the Board. 
 
3.8 Official Information Act Requests 
 
The State Service Commission has released the Official Information Act statistics 
for 2016/17.  This is part of the Government’s move to improve public services and 
to ensure they are open and transparent with New Zealanders.  
 
MidCentral DHB received significantly more OIA requests in 2016/17 and increased 
its response time with 91.9% completed within the required 20 working days. 

 
Year No of OIAs % completed within 20 working days 

2016/17 222 91.9% 
2015/16 172 80.8% 
2014/15 118 82.2% 

 
Details of the results for all DHBs are set out in Appendix 1.  The information for all 
Government agencies is available on the Commission’s website. 
 
We are aiming to achieve 100 per cent for the current year’s performance. 
 
 
4. REGIONAL MATTERS 
 
4.1 centralAlliance 
 
A board-to-board hui with Whanganui DHB to discuss centralAlliance matters will 
take place on Tuesday, 26th September.  Good progress is being made on a number 
of fronts as the attached report shows. 
 
5. NATIONAL MATTERS 
 
5.1 National Health Strategy 
 
It is a year since the launch of the New Zealand Health Strategy and the Ministry of 
Health is now holding a series of stakeholder workshops throughout the country to 
gain an understanding of how the journey is going.  It is collecting stories from a 
wide range of people from across the health and disability systems, including 
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consumers, providers, central agencies, professional associations, unions and 
academics. 
 
Representatives of MidCentral DHB’s Executive Leadership Team attended a forum 
on the DHB’s behalf. 
 
When the results of this work are available, they will be shared with members. 
 
6. RECOMMENDATION 
 
It is recommended: 
 

the CEO’s report for July/August 2017 be noted. 

 
 
 
Kathryn Cook 
Chief Executive Officer 
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Appendix A 
 
Official Information Act Statistics – District Health Boards 
as issued by the  

State Services Commission  
for the  

2016/17 Year 
 

DHB No OIAs 
Handled 

Handled Within 
Legislative 
Timeline 

Responses 
Published 

on Website 

Ombudsman 
Complaints 
notified to 

Agency 

Final Views 
issued by 

Ombudsman 
against 
Agency 

No % 

Auckland  225 211 93.8 - 5 - 
Bay of Plenty  154 120 77.9 - 1 - 
Canterbury  254 177 69.7 - 3 2 
Capital and Coast  319 253 79.3 - 5 1 
Counties Manukau  164 133 81.1 - 3 - 
Hawke's Bay* 151 96 63.6 - 2 - 
Hutt Valley  160 140 87.5 - 2 - 
Lakes  152 137 90.1 - - - 
MidCentral  222 204 91.9 - 2 1 
Nelson Marlborough  156 153 98.1 - - - 
Northland  141 140 99.3 - 1 - 
South Canterbury  132 83 62.9 - - - 
Southern  278 257 92.4 - 5 - 
Tairawhiti  138 109 79.0 - 2 2 
Taranaki  148 132 89.2 - 1 - 
Waikato  187 187 100.0 - 1 - 
Wairarapa  139 129 92.8 - - - 
Waitemata  188 187 99.5 - 1 - 
West Coast  163 107 65.6 - - - 
Whanganui  121 107 88.4 - - - 

 
*Hawkes Bay District Health Board was impacted by the Havelock North gastro outbreak in August 
2016 which had a significant impact on workload across the whole organisation until the end of 
December 2016. Of the 55 OIA's not responded to within the timeframe, 47 of these occurred during 
the gastro outbreak period. In the January to June 2017 period all of the OIA's completed by the 
HBDHB were responded to within the legislated timeframe. 
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For: 

  Decision 

 Endorsement 
 Noting 

 

To Board 

Author Craig Johnston, General Manager, Strategy, Planning & 
Performance 

Endorsed by CEO 

Date 18 September 2017 

Subject CENTRALALLIANCE BOARD TO  
BOARD WORKSHOP 

RECOMMENDATION 

It is recommended that the Board: 

• That this report be noted   

 

Strategic Alignment 

This activity aligns to the centralAlliance Strategic Framework and the agreed 
priorities for 2017/18. 

Glossary 

BCG – Bacillus Calmette-Guérin 

DHB – District Health Board 

Midas – Software 

TCU – Transitory Care Unit 

WebPAS - Software 
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1. PURPOSE 
 
This report updates The Board on centralAlliance activities and will be the focus of 
the board to board workshop. No decision is required. 
 
2. SUMMARY 
 
The agreed priority areas for centralAlliance for 2017/18 are Urology, Renal, 
Laboratory Services and Ophthalmology.  Urology has been progressing well and is 
to be the subject of a presentation at the Board to Board workshop.  Renal is also 
progressing well, with a recent workshop considering the issue of the overarching 
service model for the subregion.  Laboratory services retendering is in train, with 
both Boards rolling over their existing contracts to allow further work on a 
collaborative service model.  Ophthalmology has yet to get underway pending the 
outcome of Whanganui’s recruitment process.   
 
3. BACKGROUND 
 
Whanganui and MidCentral DHBs are firmly committed to working together on 
strategic issues and have formalised this intention in the centralAlliance Strategic 
Framework.  The shared aspiration of the Strategic Framework is as follows:  
 

We aspire to create a health care system that our people value, which meets 
their needs and preferences.  By 2025, the people served by the 
centralAlliance will be living healthier, longer and more independent lives. 

 
The Framework focuses attention on two key concerns: 

• Achieving health gain – addressing areas of health deficit, particularly by 
building strong primary and community care 

• Achieving clinical viability – addressing clinical vulnerabilities in areas of 
interest 

 
At a previous joint meeting, the two Boards agreed that the next stage of 
development of centralAlliance needs to occur at the service level and that it is 
critical that it is led by clinical leaders. There was also an awareness of the very 
limited resources available within each DHB – in terms of both workforce capacity 
and financial capacity for new investment.  In this context it was important to focus 
on areas where we get the most value from a regional approach.   
 
The Boards and management from both DHBs also have an appreciation of the 
importance of doing one or two services really well and setting them up as models 
for the future.  Completing and successfully implementing the Urology project was 
seen as an opportunity to provide a good model for centralAlliance.  
 
4. 2016/17 PRIORITY AREAS 
 
In February, the Boards agreed that the priority areas for 2017/18 would be as 
follows: 
 
1. Urology 
2. Renal 
3. Laboratory 
4. Ophthalmology  
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5. UPDATE 
 
Urology 
A new model of care for the Regional Urology Service was developed during late 
2016 with the aim of providing seamless, consistent care across the two DHBs in a 
way that meets the needs of the resident populations.  This model, which 
essentially will provide a one system, two site approach, requires that new ways of 
working are developed so that the following is achieved: 

• continuity of care with patients allocated to a urologist who will generally 
follow them through their treatment pathway;  

• advanced clinical nurse specialist and registered nurse clinics with these staff 
working to the top of their scope;  

• one central administration system to standardise, simplify and systematise 
the patient’s experience of accessing care; and 

• link with General Practice to improve integrated care through the use of clear 
referral guidelines  

 
This is an ambitious plan that has now reached an implementation phase.  Effort is 
guided by a Project Board which meets monthly.   
 
Recruitment for a fifth urologist continues to be a challenge. Patients are assigned 
to a consultant for consistent care.  Currently Whanganui patients are required to 
travel as any complex care is typically provided at Palmerston North hospital as 
only two of the four urologists provide service in Whanganui. This will increase once 
the fifth urologist is appointed. 
 
In regards to advancing nursing provision across the Service, MidCentral is in the 
process of transferring BCG and Epirubicin clinics from urology to the Transitory 
care Unit (TCU) as this will eventually free up considerable clinic space and a 
urology nurse when completed.  Meanwhile, Whanganui have received funds to 
establish a urology cancer coordinator role and this will be 0.4fte. 
 
In terms of Service administration, while there is still no one system across the two 
sites due to delays in WebPAS implementation, a robust referral management 
process has been in place for a year and is working well.  It is supported by a 
weekly scheduling (flag) teleconference which involves both DHBs.  A trial of a 
software (Midas) to reduce the numbers of hard copy calendars in use across the 
two sites has proven successful in MidCentral and we are looking to replicate this at 
Whanganui DHB.    
 
Work is underway to develop a prostate cancer Map of Medicine and an 
accompanying referral form for use across the region.  This should be in place by 
December 2017. 
 
A presentation to the joint meeting of Whanganui and MidCentral Boards by 
respective team members about the recent progress being made will be provided 
at the September meeting. 
 
Renal 
Service developments in the Renal area are also progressing well.  MidCentral 
completed the implementation of additional dialysis stations in Horowhenua Health 
Centre and is progressing well with the predialysis training programme.  The latter 
piece of work is seen as a priority in terms of shaping future demand for in-centre 
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services, which in turn has implications for both DHBs.  Whanganui DHB has been 
progressing its own piece of work on local dialysis options.    
 
There has been a need to bring these programmes of work together and provide an 
overarching service model for the subregion.  This was the subject of a recent 
workshop which included clinical leads, management and consumers from both 
Whanganui and MidCentral.  
 
The service model is expected to be similar to Urology, a single service across two 
sites with services as close to home as possible. It is expected that Renal service 
will be the subject of a presentation at the next Board to Board meeting in early 
2018. 
 
Laboratory services  
The agreed next steps for laboratory services is the extension of existing contracts 
with Medlab Central to allow further work on a collaborative service model.  
MidCentral’s Contracts team has been supporting Whanganui DHB with their 
contract. 
 
Ophthalmology 
Whanganui is currently actively requiting ophthalmology consultants to establish an 
independent service. MidCentral DHB and Capital & Coast DHB are supporting the 
acute service. When the recruitment process is resolved the option for a 
centralAlliance service will be re-evaluated.  
 
 
6. RECOMMENDATION 
 
It is recommended: 
 
 that this report be noted 
 
 
 
 
Craig Johnston 
General Manager, Strategy, Planning & Performance 
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1. PURPOSE 
 
This report is provided for information and consideration to the Board. No decision 
is required. 
 
2. SUMMARY 
 
The MidCentral DHB financial result for the month of August 2017 was a deficit of 
$585k, which was $45k unfavourable to the draft budget of $540k deficit for the 
month.  This is a significant improvement on July 2017 $491k unfavourable 
variance.  
 
The MidCentral Health Provider (MCP) result continues to be the area of most 
pressure and the challenge of managing personnel costs within budget continues.  
However there has been improvement from the $398k adverse variance in July to 
August 2017 at $82k favourable.  
 
Further demand in outsourced services and pharmaceutical costs has also 
contributed to the unfavourable variance to budget for July and August 17. 
 
The achievement of the maximum revenue available from electives in the 2017/18 
financial year remains a focus. A provision for under achievement of $222k in July 
and another of $200k in August primarily arising from orthopaedic elective initiative 
shortfalls has constrained the financial results. Working on the immediate adoption 
of additional strategies to enable achievement of the full electives revenue 
available remains a top priority which could potentially enable the provision to be 
released and recognised in a future month. 
 
The forecast for the full financial year remains as budgeted. 
 
3. RECOMMENDATION 
 
It is recommended: 
  
 that the Finance Report for August 2017 be noted. 
 

 
 
Neil Wanden 
General Manager – Finance & Corporate Services
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4. FINANCIAL PERFORMANCE 
  
[Amounts are in $’000 and adverse numbers are in brackets] 
 
All budget comparatives shown on this report are draft. 
 
4.1 Result for the month of August 2017 and year-to-date 
 

Aug-17 Month Year to date Annual
$000 Actual Budget Variance Actual Budget Variance Last year Budget

Funding Division 251 241 10 493 478 14 (3,007) 665
MidCentral Health (956) (701) (255) (1,898) (959) (938) (269) (4,724)
Enable NZ (59) (80) 20 (67) (89) 22 22 261
Governance 180 0 180 324 (0) 324 803 0
Total DHB (585) (540) (45) (1,148) (571) (577) (2,451) (3,803)

 
 
The DHB result for the month of August 2017 was a deficit of $585k, which was 
$45k unfavourable to the draft budget of $540k for the month.  This is a significant 
improvement on performance against budget compared to July, and brings the 
year-to-date results to an Actual deficit of $1.1m, a $1.3m improvement on the 
previous year at this point. 
  
Although the year has started considerably better than the previous year, the 
MidCentral Provider continues with the same challenging themes to manage.  
 
The main cause of the negative variance in July was personnel cost overruns which 
has improved in August to be favourable for the month.  RCTS and BSCC revenue 
were favourable in August, offset by under-delivery of the orthopaedic elective 
initiatives.   Volume and acuity pressures are reflected in the treatment supplies 
and patient transfer costs. 
 
The performance for the DHB as a whole is shown in the chart below: 
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4.2 Funding  
 
Income and Expenditure for the period ended 31 August 2017 was as follows: 
 

$000 Aug-16 Aug-16
 Actual  Actual Budget Variance  Actual  Actual Budget Variance

Revenue 45,693 47,959 47,362 597 91,277 95,425 94,302 1,123

Expenditure

Other Outsourced Services 484 589 589 0 967 1,268 1,268 0
Provider Payments 46,394 47,120 46,533 (587) 93,316 93,664 92,556 (1,108)

Total Expenditure 46,878 47,709 47,122 (587) 94,283 94,932 93,824 (1,108)

Surplus/(Deficit) (1,185) 251 241 10 (3,007) 493 478 14

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

Funding August 2017 Result

Aug-17 Year to date 

 
 
 
The Funding result for the month of August 2017 was a $251k surplus, which was a 
favourable variance against budget of $10k. 
 
Revenue continued to be favourable to budget in August 2017 by $597k with the 
majority arising from receipt of revenue which is “pass through” to offset costs in 
provider payments.  
 
In July a provision of $222k was held back from Revenue in the financial result for 
non-achievement of the Elective budget and August saw a further $200k held back.  
This represents net delivery shortfalls in overall elective initiative inpatient 
services, with a range of overs and unders and the major factor being the 
orthopaedic shortfall. 
 
This revenue is deferred pending output delivery and, if we can achieve target 
volumes, is potentially available by year-end.  This remains a critical factor in 
managing our overall financial performance for the year. 
 
All other costs are tracking near or under the draft budget. 
 
The Board has previously requested clarification of the level of performance 
payment to the PHP.  For the 2016/17 year this was a total of $200,064 (plus GST) 
in relation to the Integrated Performance Incentive Framework. 
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4.3 MidCentral Provider  

$000 Aug-16 Aug-16
 Actual  Actual Budget Variance  Actual  Actual Budget Variance

Govt & Crown Agency 27,301 27,769 27,155 614 53,892 54,053 53,332 721
Patient/Consumer 33 56 37 18 52 141 59 82
Other Income 510 296 475 (179) 857 639 949 (309)

Revenue 27,843 28,120 27,667 453 54,800 54,834 54,341 493

Expenditure
Personnel 16,026 16,188 16,603 416 30,942 31,695 32,102 406
Outsourced Personnel 525 469 135 (334) 955 963 240 (722)
Sub-Total Personnel 16,551 16,657 16,739 82 31,898 32,658 32,342 (316)

Other Outsourced Services 1,760 1,713 1,599 (114) 3,340 3,383 3,096 (287)
Clinical Supplies 4,418 4,982 4,343 (638) 8,721 9,352 8,554 (798)
Infrastructure & Non-Clinica 4,992 5,157 5,119 (38) 9,886 10,203 10,173 (30)

Total Expenditure 27,722 28,508 27,800 (708) 53,845 55,596 54,165 (1,431)

Operating Surplus/(Deficit) 122 (388) (133) (255) 956 (762) 176 (938)

Corporate Services 613 568 568 0 1,224 1,135 1,135 0

Surplus/(Deficit) (491) (956) (701) (255) (269) (1,898) (959) (938)

FTE
Medical 319.7 320.1 335.4 15.2 318.4 320.3 332.5 12.2
Nursing 966.0 974.2 969.1 (5.1) 967.4 974.7 970.0 (4.6)
Allied Health 355.3 356.5   373.7   17.2 355.1 355.2 372.8 17.6
Support 31.6 32.2 23.6 (8.6) 30.5 31.2 23.4 (7.8)
Management / Admin 301.9 309.2 320.7 11.5 305.3 311.0 321.0 9.9

1,974.6 1,992.2 2,022.3 30.2 1,976.7 1,992.4 2,019.7 27.4

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

MCH Provider August 2017 Result

Aug-17 Year to date 

 
 

$000 Aug-16 Aug-16
 Actual  Actual Budget Variance  Actual  Actual Budget Variance

Govt & Crown Agency 26,591 26,284 26,177 107 26,591 26,284 26,177 107
Patient/Consumer 19 85 22 63 19 85 22 63
Other Income 347 344 474 (131) 347 344 474 (131)

Revenue 26,957 26,713 26,674 40 26,957 26,713 26,674 40

Expenditure
Personnel 14,916 15,508 15,498 (10) 14,916 15,508 15,498 (10)
Outsourced Personnel 431 493 105 (388) 431 493 105 (388)
Sub-Total Personnel 15,347 16,001 15,603 (398) 15,347 16,001 15,603 (398)

Other Outsourced Services 1,580 1,670 1,497 (173) 1,580 1,670 1,497 (173)
Clinical Supplies 4,303 4,371 4,211 (160) 4,303 4,371 4,211 (160)
Infrastructure & Non-Clinica 4,894 5,046 5,054 8 4,894 5,046 5,054 8

Total Expenditure 26,123 27,088 26,365 (723) 26,123 27,088 26,365 (723)

Operating Surplus/(Deficit) 834 (374) 309 (683) 834 (374) 309 (683)

Corporate Services 611 568 568 0 611 568 568 0

Surplus/(Deficit) 223 (942) (258) (683) 223 (942) (258) (683)

FTE
Medical 317.1 320.4 329.7 9.2 317.1 320.4 329.7 9.2
Nursing 968.8 975.1 971.0 (4.1) 968.8 975.1 971.0 (4.1)
Allied Health 354.9 354.0   371.9   17.9 354.9 354.0 371.9 17.9
Support 29.5 30.2 23.3 (6.9) 29.5 30.2 23.3 (6.9)
Management / Admin 308.7 312.8 321.2 8.4 308.7 312.8 321.2 8.4

1,978.9 1,992.5 2,017.1 24.6 1,978.9 1,992.5 2,017.1 24.6

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

MCH Provider July 2017 Result

Aug-17 Year to date 
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The MidCentral Provider (MCP) result for the month of August 2017 was $956k 
deficit, which was an adverse variance to budget of $255k, and was an 
improvement to the adverse variance to budget of $655k in July. 
 
A provision of $222k was reflected in the financial result for non-achievement of 
the budget in July with an additional $200k in August. MCP is working on the 
immediate adoption of additional strategies to enable the achievement the full 
Elective budget. 
 
MidCentral Provider revenue was enhanced by $229k for Breastscreening over 
target achievement driven mainly by a high number of cancer lineac procedures. 
RCTS IDF achieved volumes also exceeded budget. 
 
Clinical supplies reflected the pass-through costs of high PCT usage and 
haemophilia products which grossed-up revenue by a corresponding $199k. Other 
Outsourced Services were $114k unfavourable through outsourced clinics related to 
delivering high revenues. 
 
Personnel costs were contained within budget during the month with a $82k 
favourable variance. YTD these costs remain unfavourable to budget by $316k 
although with a significant improvement in August.  Compared to August 2016, 
year-to-date personnel costs of $32,658 has increased by $760k, or 2.4 per cent.  
This was mostly in July with August month up only $106k on a year-on-year basis. 
 
The continued focus on optimising personnel levels is seeing favourable results 
which are expected to produce positive longer term enhancements. Mental Health 
and Women’s Health have in the previous financial year been the main areas of 
pressure for personnel costs and remain a continued focus. 
 
 

 
 
 

188



7 | P a g e  
 

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

 
 
 
Major changes from budget to actual for the month drove the result as follows: 
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ED 
presentations 
decreased to 
3798 in 
August from 
3820 in July, 
with the daily 
average 
decreasing to 
122.5. 
Admission 
rates 
decreased to 
28.5 per cent 
with daily 
admissions of 
35 compared 
to 37 in July. 
 
 

 

 
 
 
 
Bed numbers 
continued to 
be high in 
August, 
increasing to 
an average of 
343 beds at 
103.1 per 
cent 
utilisation. 
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4.4 Enable New Zealand 
 

$000 Aug-16 Aug-16
 Actual  Actual Budget Variance  Actual  Actual Budget Variance

Revenue 3,175 3,156 2,337 819 5,594 6,399 4,696 1,704

Expenditure
Infrastructure & Non-Clinica 2,458 2,473 1,654 (819) 4,202 5,048 3,344 (1,704)
Personnel & Other 681 693 712 19 1,270 1,318 1,341 23

Total Expenditure 3,139 3,166 2,367 (799) 5,472 6,366 4,685 (1,681)

Surplus/(Deficit) (14) (59) (80) 20 22 (67) (89) 22

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

Enable August 2017 Result

Aug-17 Year to date 

  
 
Enable New Zealand made a small deficit of $59k in August, which was slightly 
better than expected.  This is impacted by transition costs during the move to new 
premises and timing of several other projects. 
 
The year to date performance is in line with budget expectations and Enable New 
Zealand remains on track to deliver the full year budget surplus of $256k.  
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4.5 Governance 
 

$000 Aug-16 Aug-16
 Actual  Actual Budget Variance  Actual  Actual Budget Variance

Revenue 1,045 845 849 (4) 1,782 1,763 1,792 (28)

Expenditure
Personnel 835 860 968 108 1,592 1,616 1,861 245
Outsourced Personnel 56 67 61 (6) 109 176 121 (55)
Sub-Total Personnel 890 927 1,029 102 1,701 1,792 1,982 190

Other Outsourced Services 90 89 93 4 180 205 209 4
Clinical Supplies 6 2 2 (0) 9 5 4 (1)
Infrastructure & Non-Clinica 224 265 343 78 413 673 832 159

Total Expenditure 1,211 1,283 1,467 184 2,303 2,674 3,027 352

Surplus/(Deficit) 497 180 0 180 803 324 (0) 324

FTE
Medical 1.5 2.6 2.9 0.2 1.5 2.6 2.9 0.2
Nursing 1.8 1.1 1.0 (0.1) 1.8 1.2 1.0 (0.1)
Allied Health 1.9 2.2      3.1      0.9 2.0 2.1 3.1 0.9
Management / Admin 111.2 110.1 125.7 15.5 111.8 110.5 125.7 15.2

116.4 116.0 132.6 16.5 117.1 116.4 132.6 16.2

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

Governance August 2017 Result

Aug-17 Year to date 

  
 
The Governance result for the month of August 2017 was $180k surplus, which 
was a favourable variance against the breakeven budget. 
 
The month’s favourable variance is mainly attributable to favourable variances 
within depreciation and amortisation costs of $71k due to delayed projects, and 
Personnel costs of $74k reflecting delayed appointments.  
 
 
4.6 Forecast 
 
At this early stage in the year the operational cost pressure trends remain evident 
but not irreversible and our expectation is that corrective actions will enable the full 
year draft budget to be achievable.  
 
The on-going pressures from volume, high cost patients and staffing levels that 
continued to impact upon the results are part of the risks previously identified to 
the Board as part of the budget approval process. We continue to proactively 
monitor those risks and develop mitigation strategies. 
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4.7  Contracts > $250,000 
 
There have been no contracts over $250,000 signed in the current quarter. 
 
 
5. STATEMENT OF FINANCIAL POSITION 
 
5.1 Financial Position 
 

MidCentral District Health Board
Statement of Financial Position (summary)

Jun 2015 Jun 2016 Aug 2017 Change
$000 $000 $000 $000

Total Assets
Non Current Assets 195,986 214,989 206,187 (8,802)
Current Assets 81,722 57,148 69,660 4,262

277,708 272,137 275,847 (4,540)
Total Equity and Liabilities

Equity 145,007 142,096 197,679 55,583
Non Current Liabilities 61,344 61,622 5,114 (56,508)
Current Liabilities 71,357 68,419 73,054 4,635

277,708 272,137 275,847 3,710

 
 
 
5.2 Debt and Investment 
 
5.2.1 Debt 
 
              
  Lender Maturity $'000 Rate Type   
  

     
  

  EECA 
 

777 0.00% Fixed   
              

 
The debt is with the Energy and Efficiency Conservation Authority (EECA) which 
has a Crown Efficiency Loan Scheme for the purposes of assisting government 
funded organisations to take measures to reduce their energy expenditure. The 
loans are used for the purchase and installation of equipment in this regard. The 
loans are interest free. 
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5.2.2 Cash and Investments 
 
Cash and investments at month end were: 
 
          
  Aug-17  Rate Value 
       $000 
  

 
  

   NZHP Sweep Balance  2.60%         23,187  
  Cash in Hand and at Bank  3                   
  Trust Accounts     3,078 
  Enable New Zealand                226  
     Cash Balances           26,494  
  

 
  

   Term Investments   
      36 months to Jul 18  4.55%           4,125  

     24 months to Sep 17  3.94%           4,125  
  

 
  

   Total Cash Balance 
 

         34,744  
          

 
 
Enable New Zealand funds are held at the Bank of New Zealand where the related 
transaction facilities are operated.  The Trust & Special Funds are held in a 
separate Westpac account, as required of Trust accounts.  These fall outside of the 
Shared Banking Arrangement at Westpac which NZ Health Partnerships Limited 
sweeps daily although surplus liquidity from Enable is channelled through the DHB 
accounts to obtain those benefits.  Transition of banking arrangements from 
Westpac to BNZ is planned to occur in October/November. 
 
5.2.3 Cash Position  
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The DHB’s cash balance, excluding investment and Trust Accounts, is shown in the 
chart above. The movement from cash balances to deposits in August and 
September reflects the investment placements as a result of the amendment to the 
banking agreement at that time. The big increase in the cash balance at both 
December month ends were due to the MOH January funding being paid in advance 
in December.  
 
 
 
5.2.4 Treasury Policy and Ratios 
 
Performance and compliance with Treasury Policy parameters was as set out below. 
 

Aug-17 Actual Policy / 
target

Policy compliance requirements

Liquidity risks 

     Term deposits $16.5m $16.5m

     Short term borrowings None None

Interest rate risk 

     Rate Fixed Fixed

     Rate re-setting any 1 year 26% < 30%

Foreign exchange risk 

     Capital expenditure hedged None Conditional

     Operational expenditure hedged over $50k pm None Conditional

Counterparty credit risk exposure None < $10.0m
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5.3 Capital Expenditure 
 
Capital Expenditure Report to 31 August 2017

2018
Proposed Approved Spend Total Reconciliation

Prior Years YTD Total July& Aug YTD
Remainder 

17/18

Forecast 
Year End 

Spend

ForecastYe
ar End 
Spend

 CAPEX in 
Outer Years Total

Strategic Projects
PH Hospital Reconfiguration 2,000 0 37 37 1,963 2,000 2,000 2,000
Emergency Department 1,680 70 1,680 1,750 7 7 1,743 1,750 1,750 1,750
Mental Health Redevelopment (Ward 21) 500 0 0 0 0 500 500
Cath Lab & CSB Reconfiguration 600 0 0 0 0 600 600
RHIP Internal 1,700 897 1,700 2,597 1,395 1,395 1,202 2,597 2,597 2,597
RHIP External 1,339 1,339 1,339 0 1,339 1,339 1,339 1,339
Gastro Work (Bowel Screening) 500 0 0 0 0 500 500

Other Board Approvals
Fluroscopy  Building Works & Equipment 1,250 0 0 1,250 1,250 1,250 1,250
Horrowhenua Health Centre Work 500 0 0 500 500 500 500
Hospital Operations Centre 1,475 287 1,475 1,762 76 76 1,686 1,762 1,762 1,762
National Oracle Solution (NOS) 500 0 0 0 0 500 500
Radiotheraphy System 600 600 600 0 600 600 600 600 1,200
CT Scanner Radiotheraphy 1,842 1,842 194 194 1,648 1,842 1,842 1,842

Management Delegation (over $250k)
Commercial Support Projects under $250k 4,900 0 225 225 2,675 2,900 2,900 2,000 4,900
Communication Cabinets Phase 2 1,173 0 0 0 0 1,173 1,173
Intranet & Shared Net Upgrade 140 0 0 140 140 140 140
Document Mgt System Upgrade 100 0 0 100 100 100 100
SSU Tracking System 494 494 0 250 250 250 244 494
Medication Mgt 263 0 0 263 263 263 263
Microster 60 0 0 60 60 60 60
IT Replacement Assets 414 0 0 414 414 414 414
Planning Workstation Equipment 328 0 0 328 328 328 328
ENT Laser 300 0 0 300 300 300 300
Bariatric Beds/Equipment 300 0 0 300 300 300 300
Dental Trailer (2) 720 0 0 720 720 720 720
CAOH Project Assets Trailers 180 0 0 180 180 180 180

Enable 605 0 33 33 572 605 605 605

ICT Net Infection Prevention 300 300 0 150 150 150 150 300
SQL Farm 105 105 7 7 98 105 105 105
Orthopaedic Drills 550 550 460 460 90 550 550 550

Balance Management Delegation 2,872 6,733 193 6,926 223 223 7,000 7,223 7,223 2,382 9,605

Total 24,999 11,878 6,387 18,265 2,657 2,657 25,571 28,228 28,228 8,649 36,877
Prior Year Approvals and CAPEX underway 11,878

36,877

Amendments to Annual Plan nil

Funding :
Depreciation 18,421
Operating Surplus/Cash Reserves (incl. Prior Year Depn) 18,456
Total 36,877

Prior Year Approvals and CAPEX underway
Governance 3,851
Providers 8,027
Total 11,878

 
 
 
 
 
Appendices: 
A. Consolidated Statement of Financial Performance 
B. Financial Performance by Division 
C. The Consolidated Statement of Financial Position 
D. The Consolidated Statement of Cash Flows 
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Appendix A 
 
MidCentral District Health Board 
Consolidated Statement of Financial Performance 
 

Aug-17 Actual Budget Variance
Monthly Result $000 $000 $000 %

Revenue
Govt. & Crown Agency 53,903 52,101 1,802 3%
Patient/Consumer Sourced 56 37 18 49%
Other Income 834 992 (158) (16%)
Total Revenue 54,792 53,130 1,663 3%

Expenditure
Personnel 17,930 18,506 576 3%
Outsourced Personnel 552 211 (342) (162%)
Sub-total Personnel 18,483 18,717 234 1%

Other Outsourced Services 1,812 1,705 (106) (6%)
Clinical Supplies 4,988 4,349 (639) (15%)
Infrastructure & Non-Clinical 7,947 7,151 (795) (11%)
Provider Payments 22,148 21,747 (401) (2%)
Total Expenditure 55,378 53,670 (1,708) (3%)

Operating Surplus/(Deficit) (585) (540) (45) 8%

  
 

Aug-17 Actual Budget Variance
Year to Date $000 $000 $000 %

Revenue
Govt. & Crown Agency 107,291 103,875 3,416 3%
Patient/Consumer Sourced 141 59 82 138%
Other Income 1,607 2,008 (401) (20%)
Total Revenue 109,039 105,943 3,096 3%

Expenditure
Personnel 34,996 35,749 753 2%
Outsourced Personnel 1,177 390 (786) (202%)
Sub-total Personnel 36,173 36,139 (33) (0%)

Other Outsourced Services 3,605 3,332 (273) (8%)
Clinical Supplies 9,365 8,565 (800) (9%)
Infrastructure & Non-Clinical 15,999 14,418 (1,581) (11%)
Provider Payments 45,045 44,060 (985) (2%)
Total Expenditure 110,187 106,514 (3,673) (3%)

Operating Surplus/(Deficit) (1,148) (571) (577) 101%
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Appendix B 
 
MidCentral District Health Board 
Financial Performance by Division  
 
Aug 17

 $000  Actual  Budget  Actual  Budget  Actual  Budget  Actual  Budget  Actual  Budget 
REVENUE

Government & Crown Agency 28,041 27,444 597 2.2% 2,873 2,078 794 38.2% 590 591 (0) (0.1%) 47,959 47,362 597 1.3% 53,903 52,101 1,802 3.5%
Patient / Consumer Sourced 56 37 18 49.5% - - - - - - - - - 56 37 18 49.5%
Other Income 296 475 (179) (37.6%) 284 259 25 9.6% 254 258 (4) (1.5%) - - - 834 992 (158) (15.9%)

TOTAL REVENUE 28,393 27,955 437 1.6% 3,156 2,337 819 35.1% 845 849 (4) (0.5%) 47,959 47,362 597 1.3% 54,792 53,130 1,663 3.1%

EXPENDITURE
Staff

Medical Staff 5,519 5,774 255 4.4% - - - 61 56 (5) - - - 5,580 5,830 250 4.3%
Nursing Staff 6,796 6,845 50 0.7% - - - 11 9 (2) - - - 6,806 6,854 48 0.7%
Allied Health Staff 2,462 2,589 127 4.9% 225 202 (23) (11.4%) 11 18 7 - - - 2,698 2,809 110 3.9%
Support Staff 132 84 (49) (58.0%) 54 65 11 17.6% - - - - - - 186 149 (37) (25.0%)
Management & Admin Staff 1,497 1,562 65 4.1% 385 417 32 7.8% 777 886 108 12.2% - - - 2,659 2,865 206 7.2%
Outsourced Staff 469 135 (334) (247.3%) 16 15 (1) (8.6%) 67 61 (6) (10.5%) - - - 552 211 (342) (162.4%)

Total Staff 16,877 16,990 113 0.7% 679 699 20 2.8% 927 1,029 102 9.9% - - - 18,483 18,717 234 1.3%

Outsourced Services 1,713 1,602 (111) (6.9%) 10 11 0 89 93 4 4.5% 589 589 - 0.0% 1,812 1,705 (106) (6.2%)
Clinical Supplies 4,982 4,344 (639) (14.7%) 4 3 (1) (18.6%) 2 2 (0) (19.2%) - - - 4,988 4,349 (639) (14.7%)
Infrastructure & non-clinicical expe 5,209 5,154 (55) (1.1%) 2,473 1,654 (819) (49.5%) 265 343 78 22.9% - - - 7,947 7,151 (795) (11.1%)

Internal Providers - - - - - - - - - 24,972 24,786 (186) (0.8%) - - -

External Providers
Personal Health - - - - - - - - - 13,856 13,893 37 0.3% 13,856 13,893 37 0.3%
Mental Health - - - - - - - - - 1,080 1,024 (56) (5.5%) 1,080 1,024 (56) (5.5%)
Public Health - - - - - - - - - 245 212 (33) (15.5%) 245 212 (33) (15.5%)
DSS - - - - - - - - - 6,856 6,425 (431) (6.7%) 6,856 6,425 (431) (6.7%)
Maori Health - - - - - - - - - 111 194 83 42.6% 111 194 83 42.6%

Total External Providers - - - - - - - - - 22,148 21,747 (401) (1.8%) 22,148 21,747 (401) (1.8%)

Recharges 568 568 0 0.0% 50 50 - 0.0% (618) (618) - 0.0% - - - - 0 0

TOTAL EXPENDITURE 29,348 28,656 (692) (2.4%) 3,216 2,417 (799) (33.1%) 665 849 184 21.7% 47,709 47,122 (587) (1.2%) 55,378 53,670 (1,708) (3.2%)

SURPLUS / (DEFICIT) (956) (701) (255) (59) (80) 20 180 0 180 251 241 10 (585) (540) (45)

 Variance  Variance  Variance  Variance  Variance 

DHBProvider Enable Governance Funder
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Aug 17
 $000                 Year to Date  Actual  Budget  Actual  Budget  Actual  Budget  Actual  Budget  Actual  Budget 
REVENUE

Gov ernment & Crown Agency 54,559 53,91 0 649 1 .2% 5,924 4,1 57 1 ,7 68 42.5% 1 ,27 1 1 ,27 1 (1 ) (0.1 %) 95,425 94,302 1 ,1 23 1 .2% 1 07 ,291 1 03,87 5 3,41 6 3.3%
Patient / Consumer Sourced 1 41 59 82 1 37 .8% - - - - - - - - - 1 41 59 82 1 37 .8%
Other Income 639 949 (309) (32.6%) 47 5 539 (64) (1 1 .9%) 493 520 (27 ) (5.3%) - - - 1 ,607 2,008 (401 ) (20.0%)

TOTAL REVENUE 55,339 54,91 8 421 0.8% 6,399 4,696 1 ,7 04 36.3% 1 ,7 63 1 ,7 92 (28) (1 .6%) 95,425 94,302 1 ,1 23 1 .2% 1 09,039 1 05,943 3,096 2.9%

EXPENDITURE
Staff

Medical Staff 1 0,866 1 1 ,1 1 3 247 2.2% - - - 1 1 8 1 1 2 (6) - - - 1 0,984 1 1 ,225 241 2.1 %
Nursing Staff 1 3 ,459 1 3,484 25 0.2% - - - 1 6 1 7 0 - - - 1 3 ,47 6 1 3,501 25 0.2%
Allied Health Staff 4,659 4,880 222 4.5% 389 37 9 (9) (2.5%) 1 9 34 1 5 - - - 5,066 5,294 227 4.3%
Support Staff 254 1 52 (1 01 ) (66.4%) 1 07 1 23 1 5 1 2.5% - - - - - - 361 27 5 (86) (31 .2%)
Management & Admin Staff 2,888 2,97 4 86 2.9% 7 59 7 83 24 3.1 % 1 ,463 1 ,698 235 1 3.8% - - - 5,1 1 0 5,455 345 6.3%
Outsourced Staff 963 240 (7 22) (300.5%) 38 29 (1 0) (33.6%) 1 7 6 1 21 (55) (45.1 %) - - - 1 ,1 7 7 390 (7 86) (201 .6%)

Total Staff 33,088 32,844 (244) (0.7 %) 1 ,293 1 ,31 4 20 1 .6% 1 ,7 92 1 ,982 1 90 9.6% - - - 36,1 7 3 36,1 39 (33) (0.1 %)

Outsourced Serv ices 3 ,383 3,1 02 (281 ) (9.1 %) 1 7 21 4 205 209 4 2.0% 1 ,268 1 ,268 - 0.0% 3,605 3,332 (27 3) (8.2%)
Clinical Supplies 9,353 8,555 (7 98) (9.3%) 7 6 (1 ) (1 8.6%) 5 4 (1 ) (1 4.9%) - - - 9,365 8,565 (800) (9.3%)
Infrastructure & non-clinicical expens 1 0,27 8 1 0,242 (36) (0.4%) 5,048 3,344 (1 ,7 04) (51 .0%) 67 3 832 1 59 1 9.1 % - - - 1 5,999 1 4,41 8 (1 ,581 ) (1 1 .0%)

Internal Prov iders - - - - - - - - - 48,61 9 48,496 (1 23) (0.3%) - - -

External Prov iders
Personal Health - - - - - - - - - 28,989 28,351 (638) (2.3%) 28,989 28,351 (638) (2.3%)
Mental Health - - - - - - - - - 2,207 2,048 (1 59) (7 .8%) 2,207 2,048 (1 59) (7 .8%)
Public Health - - - - - - - - - 57 3 424 (1 50) (35.3%) 57 3 424 (1 50) (35.3%)
DSS - - - - - - - - - 1 3 ,054 1 2,849 (204) (1 .6%) 1 3,054 1 2,849 (204) (1 .6%)
Maori Health - - - - - - - - - 222 388 1 66 42.7 % 222 388 1 66 42.7 %

Total External Prov iders - - - - - - - - - 45,045 44,060 (985) (2.2%) 45,045 44,060 (985) (2.2%)

Recharges 1 ,1 35 1 ,1 35 0 0.0% 1 00 1 00 - 0.0% (1 ,235) (1 ,235) - 0.0% - - - - 0 0

TOTAL EXPENDITURE 57 ,237 55,87 7 (1 ,360) (2.4%) 6,466 4,7 85 (1 ,681 ) (35.1 %) 1 ,439 1 ,7 92 352 1 9.7 % 94,932 93,824 (1 ,1 08) (1 .2%) 1 1 0,1 87 1 06,51 4 (3,67 3) (3 .4%)

SURPLUS / (DEFICIT) (1 ,898) (960) (938) (67 ) (89) 22 324 (0) 324 493 47 8 1 4 (1 ,1 48) (57 1 ) (57 7 )

DHB
 Variance  Variance  Variance  Variance  Variance 

Prov ider Enable Gov ernance Funder
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Appendix C 
 
MidCentral District Health Board 
Statement of Financial Position 
 

Jun-15 Jun-16 Aug-17 Change
$000 $000 $000 $0000

TOTAL ASSETS

Non Current Assets 195,986 214,989 206,187 (8,802)

   Total Fixed Assets (refer to note) 194,838 197,273 196,721 (552)
   Term Investments 0 16,500 8,250 (8,250)
   Investments 1,148 1,216 1,216 0

Current Assets 81,722 57,148 69,660 12,512

   Bank/Cash (DHB) 51,564 24,710 23,315 (1,395)
   Investments < 3 months (Enable) 1,320 1,270 100 (1,170)
   Investments < 3 months (Trusts) 746 895 1,078 183
   Investments > 3 months (Trusts) 2,000 2,000 2,000 0
   Short Term investments (3>12 months) 0 0 8,250 8,250
   Other Current Assets 26,092 28,273 34,917 6,644

Total Assets 277,708 272,137 275,847 3,710

TOTAL EQUITY AND LIABILITIES

Equity 145,007 142,096 197,679 55,583
   Share Capital 63,448 62,815 118,883 56,068
   Revaluation Reserve 88,220 88,220 88,220 0
   Trust and Special Funds 0 0 0 0
   Retained Earnings (6,661) (8,939) (9,424) (485)

Non Current Liabilities 61,344 61,622 5,114 (56,508)
   Term Loans 57,227 57,409 639 (56,770)
   Long Term Liabilities 4,117 4,213 4,475 262

Current Liabilities 71,357 68,419 73,054 4,635

   Capital Charge 0 0 2,029 2,029
   Employee Benefits 24,867 24,952 24,329 (623)
   GST 1,845 2,388 2,541 153
   Other Current Liabilities 44,645 41,079 44,155 3,076

Total Equity and Liabilities 277,708 272,137 275,847 3,710

Note:
Land 9,055 9,055 9,055 0
Buildings  (including fitout) 133,192 132,991 130,565 (2,426)
Plant & Equipment 42,244 45,049 46,661 1,612
Work in Progress 10,347 10,178 10,440 262
Total 194,838 197,273 196,721 (552)
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Appendix D 
 
MidCentral District Health Board 
Consolidated Statement of Cash Flows  
 

Aug-17 Qtr 1 Qtr 2 Qtr 3 Qtr 4 Year
($'000's) Forecast Forecast Forecast Forecast Forecast
Cash From Operating 4,459 1,242 4,166 2,839 12,706

Cash from Investing 2,237 (5,476) (5,965) (5,626) (14,830)

Cash from Financing - - - (633) (633)

Increase (Decrease) in Cash Held 6,696 (4,234) (1,799) (3,420) (2,757)
Add Opening Cash Balance 27,341 34,037 29,803 28,004 27,341
Closing Cash Balance 34,037 29,803 28,004 24,584 24,584

 
 
The $17.5m placed on term deposit is excluded in the Closing Cash Balance.  
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COPY TO:  

 
Patient Safety & Clinical Effectiveness 

MidCentral Health 
PO Box 2056 

Palmerston North 4440 
      Phone 

 
+64 (6) 350 8030 

 
 

 
 

 
 

For: 

  Decision 

 Endorsement 

 Noting 
 

To Board 

Author Muriel Hancock, Director 

Patient Safety and Clinical Effectiveness 

Endorsed by Kathryn Cook 

Chief Executive Officer 

Date 8 September 2017 

Subject Health and Safety Statement 

RECOMMENDATION 

It is recommended that the Board: 

approve the final draft Health and Safety Statement and that the Chief Executive 
Officer and Board Chair be authorised to sign this on the Board’s behalf. 

 

Strategic Alignment 

This report aligns with our Strategy overall and our Organisational Development 
Plan it also aligns with Board governance responsibilities. 
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1. BACKGROUND 
 
The purpose of the Health and Safety Statement is to demonstrate the 
organisation’s commitment to a positive health and safety culture lead from the 
governance level across our organisation. This statement is integral to our overall 
health and safety system and is required to be visible at all main access points to 
our facilities and intended to be dynamic and lived by us at all levels. 
 
Whilst this statement is fundamental to an aspirational health and safety culture, it 
requires visible leadership and supporting plans and strategies to implement it. 
This is fundamental to the requirements of the Health and Safety at Work Act 
(2015). 
 
This statement is part of what is sought as evidence by auditors for both 
certification audits and ACC Partnership Plan audits.  
 
The revised Health and Safety Statement is attached as Appendix A for approval by 
the Board. The approach taken has been to align this with our Strategy in terms of 
the look and feel, for example the circles. The headings in each circle are taken 
from our Organisational Development Plan and the wording below each heading 
has been adapted from the previous Health and Safety Statement. A copy of the 
current statement is attached as Appendix B for reference which was due for 
review in March 2017. 
 
The final draft statement has been discussed at the Bipartite Action Group, Senior 
Leadership Team, Executive Leadership Team and in a range of other services and 
forums. Feedback was positive and constructive suggestions were made. A number 
of changes have been made as a result of the feedback received.  

 

1.1 Next Steps 

Following approval and sign off, the statement will replace the current one on all 
access ways to our facilities and in other key areas.  In addition, supporting 
strategy and annual plans will be developed to support the culture of safety that we 
intend to build at the District Health Board. 

 
 
2. RECOMMENDATION 
 
It is recommended: 
 

that the Board approve the final draft Health and Safety Statement and that 
the Chief Executive Officer and Board Chair be authorised to sign this on the 
Board’s behalf. 

 
 
Muriel Hancock 
Director 
Patient Safety and Clinical Effectiveness 
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A capable, accountable, 
empowered and  

supported workforce

We are responsible for  
taking all reasonable and 

practicable steps to actively 
manage risk.

Credible, capable and 
engaged leadership

We support active, open 
communication and 

partnerships between our 
staff, management and 

unions to foster a positive 
safety culture.

A positive and  
productive work 

environment    

We are accountable for 
achieving high  

standards in health and 
safety performance.

________________________________
Kathryn Cook

CEO

________________________________
Dot McKinnon

Board Chair

___________________________
Date

Health and Safety Statement

Working together  
better and smarter

We will ensure all workers in 
our workplace have the skills, 
equipment and resources to 
remain safe and healthy in 

their work.

A sustainable workforce 
that is reflective of the 
communities we serve

We will ensure we have a 
workforce which has the required 

expertise and resourcing levels  
to meet changing demand 
without compromising the 

wellbeing of our people.
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COPY TO:  

 
CEO’s Department 

MidCentral DHB 
Heretaunga Street 

PO Box 2056 
Palmerston North 4440 

 Phone 
Fax 

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

 

 
 

 
 

For: 

 Decision 

 Endorsement 

X Noting 

  
 

To Board 

Author Kathryn Cook, Chief Executive Officer 

Endorsed by  

Date 15 September 2017 

Subject Health Partnerships Limited – Annual Update 

RECOMMENDATION 

It is recommended that: 

• the annual update on NZ Health Partnerships Limited be noted. 

 

Strategic Alignment 

This report is aligned to the DHB’s shareholder and governance responsibilities. 

Glossary 

BNZ – Bank of New Zealand 

DHB – District Health Board 

IaaS - Infrastructure as a Service  

NZP – New Zealand Health Partnerships Limited 
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1. PURPOSE 
 
This report provides an update on NZP – an organisation in which MidCentral DHB 
has a shareholding. 
 
 
2. BACKGROUND 
 
NZP is a Crown-entity subsidiary owned by New Zealand’s 20 District Health 
Boards. 
 
It was established as a DHB-led, supported and owned vehicle to enable DHBs to 
collectively maximise shared services opportunity for the national good. 
 
The total shareholding 68,333,100, of which 100 are Class A shares and the 
remainder are Class B. 
 
Each DHB has an equal holding of Class A shares, and these provide the right to 
one vote at meetings of the Company regarding its constitution, appointment of 
independent directors, appointment or removal of an audit, approval of a major 
transaction or amalgamation, etc.   These shares also provide rights to any 
dividends, and a share in the distribution of surplus assets.  
 
Class B shares relate to each DHB’s investment in the National Oracle Solution.  
MidCentral DHB hold 2,990,000 Class B shares. 
 
Each year, NZP’s work programme is agreed by DHBs.  In 2016/17, this was a 
continuation of existing programmes and the identification of new opportunities. 
 
 
3. CURRENT WORK PROGRAMME AND STATUS 
 
NZP’s work covers seven key areas:  
 
• National Oracle Solution – a common software solution to replace the systems 

DHBs currently use to source, order, store and pay for goods and services.  
Often referred to as the finance, procurement and supply.  This project is 
currently behind schedule and a proposed way forward is currently with DHBs 
for consideration.  A separate report on this matter is provided. 

 
• National Infrastructure Platform – DHBs are to use the All of Government 

mandated IaaS, and this programme supported DHBs with their move to IaaS.  
NZP advise that this project is largely complete from its perspective.   

 
• Shared Banking – on behalf of the sector, NZP manages the cash balance of all 

DHBs through the Shared Banking and Treasury Services. This sweep 
arrangement ensures maximum return on funds.  This service has been in place 
since 2011 and works reasonable well. The contract was recently re-tendered 
and the Bank of New Zealand is the new provider.  MidCentral DHB is scheduled 
to transition to BNZ in mid-November. 

 
• Collective Insurance – since 2010, DHBs have had a collective insurance 

programme.  NZP manage this process on behalf of the DHBs and the insurance 
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arrangements are brokered by Marsh. The service works well and has generated 
significant savings for the sector and MidCentral DHB. 

 
• DHB Procurement – NZP procures a number of goods and services for the 

sector.  It works to the DHB Procurement Strategy which was established last 
year.  When the Strategy was established, it was agreed that national 
procurement functions undertaken by healthAlliance would transition to NZP.    
This work is running behind schedule. A Procurement Operating Manual was put 
in place in March 2017 and sets out how the DHB Procurement Strategy will be 
operationalised.  
 
MidCentral DHB continues to participate in national procurement initiatives. 
 
The procurement plan for 2017/18 has been drafted and is currently with DHBs 
for consideration.  This includes working with Pharmac to support its take-up of 
medical devices. 

 
• Food Services – NZP facilitated a food services agreement.  Compass Group NZ 

is the contract provider and six DHBs participate (Auckland, Waitemata, 
Counties Manukau, Southern, Hauora Tairawhiti and Nelson-Marlborough).  
MidCentral DHB has chosen not to participate at this time. 

 
• Management Services – these services deliver the financial functions, reporting, 

risk and issues management, stakeholder communication, change management, 
and Human Resources function, that NZP require to carry out their role. 

 
In 2016/17 MidCentral DHB contributed $594,000 to the operating costs of NZP 
and $205,000 to the National Oracle Solution operating costs.  As noted earlier in 
this paper, a separate report on National Oracle Solution project is provided.  This 
looks at the level of future capital and operating expenditure commitment for this 
project. 
 
Procurement savings for MidCentral DHB from NZP and its predecessor’s activities 
were reported as $379,000 for the 2016/17 year. 
 
4. ANNUAL GENERAL MEETING AND ACCOUNTS 
 
Information has been sought from NZP regarding arrangements for its annual 
general meeting. 
 
A copy of the annual accounts for the 2016/17 has also been sought. 
 
5. RECOMMENDATION 
 
It is recommended: 
 

the annual update on NZ Health Partnerships Limited be noted. 

 
 
 
 
Kathryn Cook 
Chief Executive Officer 
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COPY TO:  

 
People & Culture 

MidCentral DHB 
Heretaunga Street 

PO Box 2056 
Palmerston North 4440 

 Phone 
Fax 

+64 (6) 350 8943 
+64 (6) 355 0616 

 

 
 

 
 

For: 

x Decision 

 Endorsement 

 Noting 

  
 

To Board 

Author Manager, Human Resources & Organisational Development 

Manager, Administration & Communication 

Endorsed by CEO 

General Manager, People & Culture 

Date 6 September 2017 

Subject Conflicts of Interest, Secondary Employment & Board 
Election Policies 

RECOMMENDATION 

It is recommended that: 

• the Conflicts of Interest Policy be approved; 

• the Secondary Employment Policy be approved,  

• that the Board Elections Protocols for MDHB Staff and Board Members Policy 
be noted; 

• these three policies be reviewed in 36 months; and, 

• that it be noted these policies replace the Conflicts of Interest, Secondary 
Employment, Appointments and Employee Representation on MidCentral 
District Health Board and Committees, and Outside Organisations and 
Committees policy. 

 

Strategic Alignment 

This report aligns to the DHB’s strategy and its key enabler “stewardship”.  It 
discusses an aspect of effective governance. 

  

209



 

Glossary 

DHB – District Health Board  

 
 
1. PURPOSE 
 
This report seeks the Board’s support for two new policies, being the Conflicts of 
Interest Policy and the Secondary Employment Policy.  If approved, these policies 
would replace the current Conflicts of Interest, Secondary Employment, 
Appointments and Employee Representation on MidCentral District Health Board 
and Committees, and Outside Organisations and Committees Policy.  
 
2. SUMMARY  
 
In line with human resource best practice, the DHB has established a policy to 
cover: 
 
• secondary employment of staff 
• conflicts of interest, including employee representation on MDHB’s board and 

outside organisations 
 
The Policy has been reviewed and while the overall intent and purpose was sound, 
the policy itself was not as clear as it could be largely because of the difficulty of 
bringing the two issues together into a cohesive document.  Further, there was 
some duplication with the DHB’s Election Protocols Policy. 
 
Given this, other options were considered and similar policies from other DHBs 
reviewed.  It is now recommended that the policy become two, being a Conflicts of 
Interest Policy and a Secondary Employment Policy.  These, together with the DHB 
Election Protocols Policy, provide clear guidance. 
 
The reworked Policies have been considered by the Bipartite Action Group.  Other 
than seeking clarification on a some point, the Group was comfortable with the 
policies and the approach taken. 
 
A copy of each proposed new policy is attached, together with a copy of the DHB 
Elections Protocol Policy and the current Conflicts of Interest, Secondary 
Employment, Appointments and Employee Representation on MidCentral District 
Health Board and Committees, and Outside Organisations and Committees policy. 
 
2.1 Conflict of Interest Policy 
 
This new policy sets out conflicts of interest from both a staff and governance 
perspective. 
 
At a governance and senior management level, our conflict of interest principles 
and requirements are well developed and understood.  No change to these is 
proposed. 
 
For staff, the Policy has been enhanced to provide greater clarity around what 
constitutes a conflict of interest, how this can be managed, and what needs to be 
done. 
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A central conflicts of interest register will be maintained, covering both governance 
and management, and, staff. 
 
2.2 Secondary Employment 
 
This new Policy is based on the current policy but has been enhanced to provide 
clarity around what constitutes secondary employment and the process for seeking 
approval to undertaken employment outside of MidCentral DHB.  The Policy 
recognises the right of employees to undertake secondary employment when this 
does not conflict with MidCentral DHB’s business, or impact on service delivery. 
 
2.3 Election Protocols for MDHB Staff and Members Policy 
 
The provisions of the New Zealand Public Health & Disability Act 2000 enable staff 
to stand for election to DHB Boards.  To support this, a policy was put in place to 
cover employee and employer responsibilities, as well to provide guidance to all 
staff on the standard of behaviour expected regarding the DHB election process. 
 
This policy was established in 2004 and has been regularly reviewed since that 
time. 
 
While many of the general principles contained in the Policy apply for general and 
other elections, the Policy relates to DHB elections only.  This is explicitly stated in 
the Policy. 
 
From management’s perspective, the Policy continues to be appropriate.  It 
currently references the “Conflicts of Interest, Secondary Employment, 
Appointments and Employee Representation on MidCentral District Health Board 
and Committees, and Outside Organisations and Committees Policy”.  If the Board 
supports this policy being replaced by two separate policies as discussed above, the 
reference will be amended. 
 
3. RECOMMENDATION 
 
It is recommended: 

• the Conflicts of Interest Policy be approved; 

• the Secondary Employment Policy be approved,  

• that the Board Elections Protocols for MDHB Staff and Board Members Policy be 
noted; 

• these three policies be reviewed in 36 months; and, 

• that it be noted these policies replace the Conflicts of Interest, Secondary 
Employment, Appointments and Employee Representation on MidCentral District 
Health Board and Committees, and Outside Organisations and Committees 
policy. 

 
 
 
 
Anne Amoore    Jill Matthews 
Manager     Manager 
Human Resources    Administration & Communication 
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CONFLICTS OF INTEREST 
Applicable to: MidCentral District 
Health  Board – Governance & Staff 

Issued by: CEO’s Department  
Contact: Manager Administration & 
Communications/Manager HROD 

 
1. PURPOSE 

 
To set out MidCentral District Health Board’s (MDHB) expectations in relation to conflicts of 
interest that will ensure decisions made by the DHB are not influenced by the personal or private 
interests of its staff or agents.  
 
MDHB acknowledges that conflicts can exist from time to time, however, these can be managed 
positively with openness and transparency.  This policy outlines the processes by which MDHB 
identifies and manages actual and potential conflicts of interest to ensure these are identified and 
managed in a timely and effective manner. 
 

2. PRINCIPLES 
 

MDHB is committed to providing a fair, ethical and accountable environment for the conduct of 
its objectives and functions.  Impartiality and transparency in public administration are essential 
to maintaining integrity of the public sector.  
 
There are both ethical and legal dimensions of conflicts of interest and both need to be 
considered.  
 
The ethical principles with which public business ought to be conducted, and should guide any 
decision making about conflicts of interest, are:  
 

• Integrity 
• Honesty 
• Transparency 
• Openness 
• Independence 
• Good faith  
• Service to the public 

 
The legal dimension includes: 
 
Statutory rules that are set out in the New Zealand Public Health and Disability Act 2000 and 
which prescribes the management of conflicts of interest in respect of the Board and Board 
committees and their members; and, the common-law principles of procedural fairness 
(including decision-making free from bias), and fiduciary obligations (a person in a position of 
trust must not put themselves in a position where their official role conflicts with their personal 
interests).  
 
To protect the integrity of MDHB and its employees, conflicts of interest need to be properly and 
transparently managed. The generally accepted view is that where there is a conflict between the 
organisation’s interest and a private interest (s), matters must be resolved in the organisation’s 
interest. 
 
Employees and persons acting on behalf of MDHB have an ongoing obligation to disclose any 
conflict of interest. 
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3. SCOPE 
 

Employees and those acting on MDHB’s behalf 
 

All MDHB employees and and those acting on MDHB’s behalf, for example, external 
organisations, contractors, consultants and volunteers (agents).  The policy applies to all the 
functions of MDHB, including undertaking commercial transactions, procuring services, the 
recruitment of employees, as well as clinical research and related activities. 
 
All employees and those acting on MDHB’s behalf must conduct themselves according to MDHB 
policies and seek to avoid even the appearance of improper behaviour.   Where an employee has a 
conflict of interest and has knowingly withheld information about a conflict of interest and/or 
acted to their own advantage, the employee may be subject to disciplinary action up to and 
including dismissal. 
 
Board and Committee Members 
 
Procedures for the management of conflicts of interest for MDHB Board and Committee 
Members or other senior leaders attending Board or Committee meetings are set out in the Board 
Standing Orders and Code of Conduct, and the Crown Entities Act 2004. 
 

4. TYPES OF CONFLICT 
 
A conflict of interest exists when two different interests overlap, that is, when a 
employee’s/agent’s duties or responsibilities to MDHB could be affected by some other personal 
or private interest or duty that the employee/person has.  
 
Another way of considering whether a conflict of interest may exist is to ask:   Does the 
employee’s/agent’s other interest create an incentive for them to act in a way that may not be in 
the best interests of MDHB?  However, when considering this question, the issue is not confined 
to considering the possibility of financial loss or other direct disadvantage to MDHB.  
Consideration also needs to be given to whether the employee/agent could use MDHB resources 
or time to advance their own other interest; or be influenced in their decision-making by a sense 
of loyalty or obligation to someone else, or by an unduly fixed view.  
 
The existence of a conflict of interest does not necessarily mean that the employee/agent 
concerned has done anything wrong, or that the interests of MDHB have suffered.  A perception 
of a conflict of interest can be just as significant, for example, “might an outside person 
reasonably perceive that the employee could be influenced or could be perceived to be influenced 
by a personal or private interest in any MDHB transaction whilst carrying out their 
responsibilities for the DHB?”  
 
Conflicts of interest can relate to transactions, financial or pecuniary matters, personal 
connections and relationships, and pre-judgement or bias. 
 
Conflicts of interest can be actual, perceived or potential:  
 
An actual conflict of interest involves a direct conflict between an employee’s/agent’s current 
duties and responsibilities and existing private interests.  
 
A perceived or apparent conflict of interest can exist where it could be perceived or appears that 
an employee’s/agent’s private interests could improperly influence the performance of their 
duties, whether or not this is the case.  
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A potential conflict of interest arises where an employee/agent has private interests that could 
conflict with their DHB duties in the future.  
 
Competing Interests or Conflict of Duties  
 
Conflicts of interest can also arise where an individual has official roles in more than one public 
organisation.  In these situations, it may be difficult for the individual to keep the roles separate 
and this can lead to poor performance of one of the roles, at least, and unlawful or improper 
decision making at worst, or improper use of information to give advantage to the second 
organisation etc.  
 
These types of conflict are not always recognised because no private interest is involved or 
apparent.  These situations are usually described as one of competing interests or a conflict of 
duty, and are best managed on the same basis as conflict of interest. 
 
See Appendix 1 for a description of the various types of conflicts of interst. Appendix 1 also 
gives conflict of interest examples and recommended actions for a list of situations 
where conflicts of interest may potentially occur and management strategies.  Note that these are 
examples only, and that the list is not exhaustive.  
 
5.0 MANAGING CONFLICTS OF INTEREST  
 
There are three stages to the management of conflicts of interest. The important stages to 
undertake are:  
 
Stage 1: Identify  
Stage 2: Manage  
Stage 3: Monitor  
 
See Appendix 2: Conflict of Interest Process, which sets out a flow chart of the management 
of conflicts of interest.  
 
Stage One: Identify 
  
The first stage requires employees/agents to:  
 

• Assess the situation and the surrounding circumstances that could affect any decisions or 
actions that the employee/agent is carrying out in their official, DHB, duty.  Consider what 
are other (personal/private) interests that may overlap with this situation and its 
circumstances.  

• Review the summarised guidance notes attached to the “MDHB Employee and Agents 
Declaration of Interest/Conflict of Interest Form” (Attached as Appendix 3, and also 
available on “I\ MDHB Interests and Conflicts of Interests Register”)  

• Complete the Declaration as appropriate.  
• Identify if any conflicts of interest exist in the situation in which the employee/agent is  

dealing with.  
• Determine if conflicts are actual, perceived or potential conflicts of interest, and if they are 

pecuniary or non-pecuniary conflicts.  Understanding the type and nature of the conflict 
will help the employee/agent and their manager/clinical leader to determine the most 
appropriate method of managing it.  

 
Stage Two: Manage  
 
This second stage requires employees/agents to: 
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• Disclose (report) conflicts of interest promptly to their manager and/or clinical leader.  
• Discuss and agree with their manager and/or clinical leader, how your conflict will be 

managed and/or mitigated.  
• Advise the appropriate General Manager. 
• The General Manager will record the agreed mitigation action on the Declaration Form, 

sign it and forward it to the Manager Administration and Communications.  
 
The employee/agent should disclose to their manager, or Clinical Director, and any relevant 
decision making group, or the responsible decision making person, his or her conflict of interest 
at the first available opportunity for a decision as to what action should be taken to avoid or deal 
with the conflict.  Disclosures may be treated as confidential if appropriate.  The Manager or 
Clinical Director or other responsible decision making person must gain approval from the 
appropriate General Manager of their decision. 
 
In circumstances where issues have been discussed and it has been decided that there is no 
conflict of interest then there is no need to declare this, unless this is the expressed wish of the 
employee/agent involved.   It is best practice for the DHB to acknowledge that interests have been 
declared and recorded appropriately.  
 
Assessment of the Seriousness of a Conflict of Interest  
 
Before determining what options should be chosen to manage/mitigate a conflict of interest, the 
employee/agent and their manager will need to assess the seriousness of the conflict. This will 
involve weighing several factors including:  
 

• the type or size of the employee’s/agent’s other interest;  
• the nature or significance of the particular decision or activity being carried out by MDHB;  
• the extent to which the employee’s/agent’s other interest could specifically affect, or be 

affected by, MDHB’s decision or activity;  
• the nature or extent of the employee’s/agent’s current or intended involvement in the 

DHB's decision or activity;  
• the risk that MDHB’s capacity to make decisions lawfully and fairly may be compromised; 

and;  
• the risk that MDHB ’s reputation may be damaged.  

 
The assessment is not about the risk that misconduct will occur; it is about the seriousness of the 
connection between the interests.  
 
Seriousness is a question of degree. It involves an assessment of:  
 

• directness (remoteness) - how closely are the two interests are related; and  
• significance - what is the magnitude of the potential effect of one interest on the other.  

 
Sometimes, the employee/agent and their manager may judge that the overlap of the two 
interests is so slight that it does not really constitute a conflict of interest. In other words, there is 
no realistic connection between the two interests, or any potential connection is so remote or 
insignificant that it could not reasonably be regarded as a conflict of interest.  
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Options for Managing a Conflict of Interest  
 
Generally, if a pecuniary interest is disclosed, the individual with the interest must not be 
involved in consideration or discussion of the matter in which he or she has the interest and must 
not take part in any decision making processes relating to the matter.  
 
In rare situations this may not be possible, for example, if a conflict of interest is identified at or 
near the conclusion of a process.  Appointing an independent person to be involved in decision-
making would minimise the actual or perceived influence or involvement of the person with the 
actual or reasonably perceived conflict.  
 
However, a broader range of options exists for dealing with conflicts of interest that do not have a 
pecuniary component.  Choosing the right option to deal with the situation will largely be 
determined by the employee’s/agent’s and their manager’s judgment of the seriousness of the 
conflict of interest and the practicability of any options.  
 
Options can include (from lowest to highest severity):  
 

• take no action because the conflict is assessed as being minor in nature or is eliminated by 
disclosure or effective supervision;  

• allow limited involvement (e.g. participate in discussion, but not in decision making);  
• imposing additional oversight or review over the employee/agent;  
• withdrawing from deliberating or voting on a particular item of business at a meeting.  

The individual should leave the room for the item;  
• exclusion from a committee or working group dealing with the issue;  
• re-assigning certain tasks or duties to another person;  
• agreement or direction not to do something;  
• withholding certain information, or placing restrictions on access to information and 

prohibit any involvement;  
• relinquishing the private interest; or  
• resignation or dismissal from one or other position or entity.  

 
See Appendix 4: Management Options – Conflict of Interest and Appendix 1: Conflict 
of Interest Examples and Recommended Actions.  
 
The most typical mitigation options involve withdrawal or exclusion from involvement in the 
DHB's work on the particular matter (the fourth, fifth and sixth bullet points above).  Taking one 
or more of those steps will usually be enough to adequately manage a conflict of interest.  
 
If circumstances change, a decision about whether there is a conflict, or how to manage, it may 
need to be reviewed.  
 
Interests and Conflicts of Interest Register 
  
An Interests and Conflicts of Interest Register (“the Register”) is to be maintained to record all 
interests and conflicts of interest, across the organisation.  The Register will be held electronically 
in MDHB’s i:drive: I\ MDHB Interests and Conflicts of Interest Register.  
 
The personnel responsible for recording and updating the Register are set out in the section below 
‘Roles and Responsibilities:  Responsibility of Employees and Agents’.  MDHB’s Manager 
Administration and Communications will be responsible for the oversight of the Register.  
 
The Register is to incorporate as a minimum the following information:  
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• Name of the person declaring the interest  
• Name of the person the interest was declared to  
• Date of declaration  
• Organisation or individual involved  
• The interest/conflict of interest and the nature of the interest/conflict of interest  
• Mitigation action taken  
• Date interest/conflict of interest expired  

 
Stage Three: Monitor  
 
This third stage requires you and your manager/clinical leader to:  
 

• Regularly review the strategy that has been chosen to manage conflicts of interest to 
ensure the strategy remains relevant until conflicts are resolved  

• Keep formal records of all reassessments and any decisions made.  
 
ROLES AND RESPONSIBILITIES  
 
Responsibility of Employees and Agents  
 
All employees/agents are to identify and disclose any actual, perceived or potential conflicts of 
interest they may have, in relation to any matter where they are expected to be involved in a 
decision, contract or action as part of their role and duties at MDHB.  they are expected to bring 
to notice any circumstances that could result in a third party reasonably perceiving a conflict of 
interest.  All employees/agents need to be alert for any potential conflicts of interest.  
 
Where any actual, perceived or potential conflicts of interest arise, employees/agents are expected 
to follow the Conflict of Interest Process set out in Appendix 2 and complete an “MDHB 
Employees and Agents Declaration of Interest/Conflicts of Interest Form (Refer Appendix 3), 
with the assistance of your manager:  
 
A copy of the completed forms is to be forwarded to MDHB’s Manager Administration and 
Communications for recording in MDHB’s Interests and Conflicts of Interest Register (I drive: 'I:\ 
MDHB Interests and Conflicts of Interest Register').    
 
All employees and agents involved with the procuring of goods and/or services are required to 
declare any personal interest which may affect, or could be perceived to affect, their impartiality 
in any aspect of their work.  Whether a perceived or actual conflict of interest exists - or does not 
exist, employees and agent are required to declare this in writing using MDHB’s Procurement 
Policy MDHB- 5705 and the Procurement Manual.   
 
Board and Committee Members, and Senior Leaders of the DHB 
 
All Board Members, Board Committee Members, members of the Executive Leadership Team, 
and the senior managers and managers of Planning, Funding and Performance, Information 
Services, Finance, Human Resources and Healthcare Services are expected to follow the Conflict 
of Interest Process set out in Appendix 2 and complete interests and conflicts of interest 
declarations upon appointment to their position, update any declarations prior to and at all 
meetings and whenever any new private interests and conflicts of interest arise, and complete 
updated declaration forms on an annual basis.  The form to be completed is set out in Appendix 
3 to this Policy (all other employees/agents).  
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A copy of the form will be held electronically in the Interests and Conflicts of Interest I drive. For 
Board Members it is available on the Governance Shared.net site. 
  
Please keep in mind, that this Policy does not specifically address every potential conflict, so use 
your professional judgement and common sense.  When questions arise or potential breaches of 
the policy are noted, seek guidance from your manager and or MDHB’s Manager Administration 
and Communications.  All disclosures should be made promptly and fully to the appropriate 
persons who can help you manage your conflict of interest. 
 
Further practical guidance regarding conflicts of interest is set out in the Appendices to this 
Policy.  
 
Responsibility of MDHB 
 
MDHB is committed to identifying and managing conflicts of interest.  
 
The MDHB will ensure disclosure procedures are put in place, which are:  
 

• Well known and well publicised  
• Easily accessible  
• Provide transparent and accountable reporting channels.  
 

General Managers 
 
General Managers shall be responsible for considering any conflict/s of interest that is sent to 
them  and for advising the appropriate Manager of their decision with respect to the conflict of 
interest, including what mitigations, if any, are to be put in place to manage the interest.  A copy 
of their decision must be sent to the Manager, Administration & Communications for recording 
on the organisations conflict of interest register. 
 
Managers 
 
All managers shall be responsible for meeting with any staff memers who identifies a conflict of 
interest (actual or perceived) and discussing the interest, and determining what mitigations, if 
any, are to be put in place to manage the interest.  They shall also be responsible for ensure these 
mitigations are documented on the conflict of interest form and seeking approval from the 
appropriate General Manager. 

 
Manager, Administration & Communications 
 
The Manager, Administration & Communications shall maintain the organisation’s conflict of 
interest register. 

    
 

7.  DEFINITIONS 
 

Employer is MDHB as defined in the New Zealand Public Health and Disability Act 2000 and 
the Employment Relations Act 2000. 
 
Employee is a person employed by MDHB to do any work for hire or reward under a contract of 
service as defined in the Employment Relations Act 2000. 
 
Agents – for the purpose of this policy refers to any organisation or person acting on behalf of 
MDHB, for example, external organisations given authority to do so, contractors, consultants, 
and volunteers. 
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5. RELATED MDHB DOCUMENTS 
 

MDHB-   Secondary Employment Policy [Policy] 
MDHB-5849 Private Practice – Senior Medical Officers [Policy]  
MDHB-1988 Expenditure of a Discretionary Nature [Policy] 
MDHB-2024 Property - Intellectual [Policy] 
MDHB-3148 MidCentral District Health Board (MDHB) Standing Orders [Policy]  
MDHB-6763  Sensitive Expenditure [Policy] 
MDHB-5795  Fraud Prevention [Policy] 
MDHB-6992  Donations Gifts, Gratuity and Sponsorship [Procedure] 
MDHB-2022  Delegations [Policy] 
MDHB-5705  Procurement [Policy] 
Procurement Manual 

 
 

6. REFERENCES 
 

• Crown Entities Act 2004, available at www.legislation.govt.nz  
• New Zealand Public Health and Disability Act 2000, available at 

www.legislation.govt.nz  
• Office of the Auditor General: “Managing Conflicts of Interest: Guidance for Public 

Entities”, June 2007, available at www.oag.govt.nz  
• Ministry of Health: “Conflict of Interest Guidelines for District Health Boards”, 2009, 

available at www.moh.govt.nz  
• Independent Commission Against Corruption, NSW, Australia, which provides a 

comprehensive toolkit, available at: www.icac.nsw.au/files/pdf/Toolkit_final1.pdf  
• State Services Commission (SSC): “Code of Conduct for the State Services. Standards of 

Integrity and Conduct”, June 2007, available at www.ssc.govt.nz  
• State Services Commission: “Walking the line:  Managing conflicts of interest –resource 

kit”, November 2005, available at www.ssc.govt.nz  
• Hawkes Bay District Health Board’s Conflicts of Interest Policy 

 
7. APPENDICIES  

 
Appendix 1 Conflicts of Interest Process  
Appendix 2 Conflict of Interest Examples and Recommended Actions  
Appendix 3 Management Options – Conflicts of Interest  
Appendix 4 MDHB Employee & Agents Declaration of Interests / Conflicts of Interest Form.  
 

8. FURTHER INFORMATION/ASSISTANCE 
 

General Managers 
Chief Medical Officer 
Executive Directors 
Manager Administration and Communications 
Clinical Directors 
Manager, Financial Services 
Manager, Contracts 
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APPENDIX 1  

       TYPES OF CONFLICTS 
 

Transaction 
  
• the exercise or performance of a function, duty, or power of the DHB; or  
• an arrangement, agreement, or contract to which the DHB is a party; or  
• a proposal that the DHB enter into an arrangement, agreement, or contract.  

 
A wide interpretation of transaction is preferred and therefore a transaction is applicable to 
“nearly all things a DHB does”.  
 
Types of Other Interest  
 
An interest in a DHB transaction (a private/personal interest), which can lead to a conflict of 
interest, includes:  
 

• holding another public office;  
• being an employee, advisor, director, or partner of another business or organisation;  
• pursuing a business opportunity;  
• being a member of a club, society, or association;  
• having a professional or legal obligation to someone else (such as being a trustee);  
• owning a beneficial interest in a trust;  
• owning or occupying a piece of land;  
• owning shares or some other investment or asset;  
• having received a gift, hospitality, or other benefit from someone;  
• owing a debt to someone;  
• holding or expressing strong political or personal views that may indicate prejudice or 

predetermination for or against a person or issue; or  
• being a relative or close friend of someone who has one of these interests, or who could 

otherwise be personally affected by a decision of the DHB.  
 

Financial or Pecuniary Interest 
  
A financial conflict of interest exists when the decision or act “could reasonably give rise to an 
expectation of financial gain or loss to the person concerned”.  It need not involve cash changing 
hands directly.  It could, for example, relate to the effect on the value of shares or land or turnover 
of a business owned by the employee/agent.  Any direct financial interest is a conflict of interest 
that must be disclosed and managed.  
 
A financial interest may arise through a spouse, partner, child, or parent of an employee/agent 
who may derive a financial benefit from the matter.  These interests must be treated as being 
effectively the same as a financial interest of the employee/agent. 
 
A financial interest may arise when an employee/agent is a partner, director, official, member, or 
trustee of another (third) party who may derive a financial benefit from a DHB transaction.  
These interests are be regarded in the same way as financial interests of the employee/agent 
unless matters are so remote or insignificant as not to be reasonably regarded as likely to 
influence decision-making.  
 
At common law, any financial conflict of interest (except one that is trivial) amounts to automatic 
disqualification from participation in the decision, regardless of any other appearance of bias.  
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Personal Connections or Relationships 
  
Personal connections or relationships may constitute an interest where there is a reasonable 
apprehension of bias.  Considering the interests of friends and relatives requires careful 
judgment.  
 
In general, the interests of any relative who lives with an employee/agent (or is otherwise 
dependent on the other), must be treated as being effectively the same as an interest of the 
employee/agent.  For other relatives, it will depend on the closeness of the relationship and the 
degree to which the DHB’s decision or activity could directly or significantly affect them.  
 
Close friends and reasonably long-standing relationships with demonstrable intimacy are likely to 
create strong perceptions of interest.  
 
General acquaintances are not likely to give rise to an interest. Involvement in professional or 
sporting associations with people interested in a party dealing with the DHB would rarely create 
an interest.  Overlapping directorships or similar interests could, however, mean a 
employee/agent is interested, especially where relationships are long term or close collegiality has 
developed.  Where an employee/agent has acted as an advocate, adviser or material witness in a 
matter, or a employee’s/agent's business partner has done so, and the matter is being considered 
by the DHB or relates to a matter it is considering, the employee/agent is likely to be seen as 
having an interest.  
 
Pre-judgement or Bias  
 
It is important to note that having a definite point of view about a question of law or legislative 
interpretation of a policy is not sufficient to give rise to an interest, nor is prior knowledge of 
circumstances which are in issue.  However, a publicly-stated opinion on those facts could raise 
issues of apparent pre-judgement or bias. 
                                                                                                                                               
Conflict of Interest Examples and Recommended Actions 

 
Listed below, under various classifications, are situations where conflicts of interest may 
potentially occur and a recommended action to avoid or deal with the conflict.  These are given as 
examples only, and equally could apply in many situations and to all employees. 

 
Purchasing of Goods and Services or Letting of Contracts 
 

Situation Recommended Action 
Accepting gifts or benefits from suppliers, or 
other individuals, involved in the provision of 
goods and/or services could present a conflict of 
interest or obligation.  Gifts and benefits can take 
many forms e.g. lucky door prizes, raffles, travel, 
meals.  It also includes opportunities to attend 
educational conferences or meetings and 
attendance at or participation in sports events.  

Refer to: 
MDHB-6992 Donations, Gits, Gratuity and 
Sponsorship Procedure 
MDHB-6763 Sensitive Expenditure Policy  
 
Best practice is to accept the gift on behalf of the 
unit for which you work.  If it is expressly for 
you, report that you received the gift to your 
manager/clinical head to record the details 
appropriately.  
 
Note: There are limits placed on the value of 
gifts that can be received – see MDHB-6992 
Donations, Gits, Gratuity and Sponsorship 
Procedure  
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Selection of Tenders: Preferring tenderer with 
whom there is a private relationship  
For example:  
- you have shares in a family business which 

tenders for a contract with MDHB (a financial 
conflict of interest)  

- your spouse owns a company in which you have 
no direct interest, which tenders for a contract 
with MDHB (a financial conflict of interest)  

- you have a second job with a company which 
tenders for a contract with your agency (a 
financial conflict of interest)  

 

Refer to MDHB’s Procurement Policy, Contracts 
Policy and Procurement Manual. 
Where there is a private interest with any 
tenderer, the employee/agent must withdraw 
from the selection process.  
 
Note:  MDHB’s Procurement Policy contains a 
Conflict of Interest form which is required to be 
completed for staff members involved in the 
tender process. 

 
Recruitment  
 

Situation Recommended Action 
Sitting as a member on selection panels 
where applicants for the position are known to the 
member personally, as family, friend or close 
associate, to an extent that could be considered to 
be a conflict of interest.  
 
For example, your spouse, or child, is an applicant 
for a job with MDHB  

Declare the interest and withdraw from any part 
of the recruitment process is the preferred 
option; however in some situations it may be 
necessary to include the person with the conflict 
on the panel (for example in cases where they 
have specific expertise that is required).  In these 
cases it may be an option to include an 
independent person in the recruitment process.  

Being in a position to influence the selection, or 
non-selection, of an applicant for a position where 
the applicant is known personally and involvement 
could be perceived to be a conflict of interest.  

Declare the interest. Other choices as noted 
above.  

Do not engage a relative/partner of a current 
employee or significant other where there is a 
direct line management or functional relations or 
there is the reasonable potential for collusion. 

For current situations where there is a direct line 
management or functional relationship where 
existing employees have developed a personal 
relationship of significane when working 
together.  In such cases arrangements will be put 
in place to have another person other than the 
relative as their direct reporting line. 

 
Staff Administration 
 

Situation Recommended Action 
Having a close personal and/or family 
relationship with another employee over whom 
control is exercised.  

All employees are to be treated equally and fairly 
and any relationships that could be perceived to 
be of possible concern should be brought to the 
attention of the appropriate senior employee.  If 
it appears that employees are being given 
preferential treatment, these concerns should be 
investigated in accordance with MDHB’s 
disciplinary procedures. 
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Improper Actions  
 
• Promoting friends or relatives where other employees are more deserving.  
• Preferentially rostering staff to the advantage of particular individuals due to personal 

association with those persons.  This can have financial (penalty rates etc) advantage to the 
favoured individuals to the disadvantage of other employees  

• Allocation of overtime regularly to particular individuals to the disadvantage of other persons 
equally entitled and equally efficient.  

• Assessment and/or inappropriate recommendation of particular individuals over others 
because of personal associations, for such things as:  
• training courses  
• attending conferences  
• job or advancement opportunities  

• Recommending incremental progression, or non-progression, of particular officers due to 
personal interests, or attitudes, that are not aligned to the work situation.  

• Giving preference for the taking of leave by individuals to the detriment of others due to 
personal association.  

• Not applying the same rules equally to all employees because of personal association e.g. 
failure to address issues of late attendance, non-performance, etc.  

 
Client/Patient Relationship  
 

 
Situation 

 
Recommended Action 

Providing information or making 
recommendations to client/patient re service 
providers where one of the service providers is a 
close friend/relative, etc.  
 
Providing information or making 
recommendations to patients by recommending 
yourself in a private capacity.  

Staff are not to give preferential treatment to 
personal associates at the expense of others. 
(Wherever practicable, staff are not to 
recommend any one service provider or firm.  
They should provide “lists” of available service 
providers/firms.)  If a staff member is found to 
have received a financial return for recomm-
ending one service provider, or firm, or oneself, 
disciplinary action taken may include dismissal  

 
Membership of Associations or Clubs, Professional Organisations, Political Parties  
 

Situation Recommended Action 
Being involved in decision-making processes of the 
DHB or a professional body, association etc that 
could have an effect on the method of operation of 
the DHB or that association, club, professional 
organisation etc that the employee is a member of, 
or has an interest in.  

Declare the interest and allow management to 
determine the extent of involvement.  If an 
employee is found to have made or influenced a 
decision to the DHB’s detriment, then that 
employee could be subject to disciplinary action 
and possible dismissal depending on the 
circumstances.  

 
Clinicians and Other Health Professionals 
Health professionals encounter a variety of circumstances in their day-to-day work which could give 
rise to potential conflicts of interest. 
 

Situation Recommended Action 
Establishing a relationship with a 
pharmaceutical company or medical 
equipment supplier where it could be perceived 

Declare any potential conflict of interest to the 
Chief Executive Officer (CEO) or authorised 
delegate(s) e.g. your General Manager or 
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that preference was given to that particular 
company during a procurement/ tendering 
process.  

appropriate Executive Director.  

Accepting travel and accommodation fees to 
present research findings.  

Obtain approval from CEO or authorised 
delegate(s) for accepting travel and 
accommodation fees and releasing of possible 
confidential information.  

Accepting payment of fees and/or honorariums 
for sitting on committees  

If a fee-for-service is received and the service is 
provided during working hours, then the 
income must be declared and provided to the 
organisation. (Refer to MDHB-  Secondary 
Employment Policy)  

Participating on professional boards, 
committees, societies, etc. which could 
constitute a conflict of interest with position held 
in health organisation.  

Obtain approval from CEO or authorised 
delegate(s) to participate in external boards etc 
where there is any or could be a perception of a 
conflict with the duties or functions performed 
in the health organisation.  

Having directorships and share holdings in 
private companies, associations, etc which deal 
with the health organisation.  

Declare the interest to the CEO or authorised 
delegate(s) who would then decide whether a 
conflict of interest existed and possibly restrict 
the person’s involvement in the DHBs processes 
or request resignation from external 
involvement.  

Evaluating new products/drugs where decisions 
may be influenced by personal associations/offers 
of samples or equipment, whether to the individual 
or the organisation  

Declare any potential conflict of interest to the 
CEO or authorised delegate(s).  

Evaluating new products/techniques/devices 
developed by employees also involved in clinical 
trials of same; or when a company licensed to use 
an employee’s invention is sponsoring trial to be 
undertaken with the DHB  

This must be approved by the Quality Council 
and the Research Review Committee, who will 
decide on how to manage the conflict and legal 
responsibilities.  

 
 

Management Options for Conflicts of Interest 
 

Management Strategy When most suitable When least suitable 
Register - Staff should inform their 
manager where any actual or 
potential conflict of interest arises 
that impairs the full, effective and 
impartial discharge of their official 
duties.  

 
• Very low risk conflicts of 

interest and potential conflicts 
of interest  

• Where the act of transparency 
through recording the conflict 
of interest is sufficient.  

 

 
• The conflict of interest is 

more significant or of 
higher risk  

• The potential or 
perceived effects of a 
conflict of interest on the 
proper performance of 
the employee’s duties 
require more proactive 
management.  

 
Restrict – Where restrictions are 
placed on the public employee’s 
involvement in the matter.  

 
• The employee can be 

effectively separated from the 
parts of the activity or process  

• The conflict of interest is not 

 
• The conflict is likely to 

arise more frequently  
• The employee is 

constantly unable to 
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likely to arise frequently.  
 

perform a number of 
their regular duties 
because of conflict issues.  

 
 
Recruit – A disinterested third 
party is used to oversee part or all 
of the process that deals with the 
matter.  

 
• It is not feasible or desirable 

for the employee to remove 
themselves from the decision 
making process.  

• Where the knowledge of the 
employee is necessary and 
not easily replaced.  

 

 
• The conflict is serious 

and ongoing.  
• Ad hoc recruitment of 

others unworkable  
• No third party is 

available or this is not 
appropriate.  

 
 
Remove – Where an employee 
chooses to be removed from the 
matter.  

 
• Ongoing serious conflicts 

where ad hoc restrictions or 
recruitment of others is not 
appropriate.  

 

 
• The conflict is of low risk 

or low significance.  
 

 
Relinquish – Where the employee 
relinquishes the private interest 
that is creating the conflict.  

 
• The employee’s commitment 

to the MDHB outweighs the 
attachment to their private 
interest.  

 

 
• The conflict is of low risk 

or low significance.  
 

Resignation - where the options 
above are not practical or do not 
enable the matter to be resolved in 
a way that the employee is able to 
accept, then ultimately the option 
of resignation from the entity may 
need to be considered.  

 
• No other options are 

workable.  
 

 
• The conflict is of low risk 

or low significance  
• There are other options 

that would work.  
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Access the situation and consider whether
 DISCLOSURE needs to be made

Conflicts of Interest Process

Complete a DECLARATION OF INTEREST/ 
CONFLICT OF INTEREST FORM

Is there a conflict of 
interest?

Is further management 
requred? 

Review of conflict of interest by Manager/
Clinical Leader (REVIEW CHECKLIST)

Choose Strategy – see 
options in policy

No further action 
– advise 

employee

Record on 
DECLARATION OF INTEREST FORM

Remove

Appendix 2

No further action

RelinquishRestrict Allow

IMPLEMENT

Forward form to MDHB Manager 
Administration and Communications
to record outcome in CONFLICT OF 

INTEREST REGISTER

Monitor

Additional strategy 
required? 

Significant change?

Review CONFLICT OF 
INTEREST REGISTER

Yes

Yes

No

Yes

No

No

No

Yes
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This form is to be used by all MDHB employees and persons working on behalf of or with MDHB (agents)          Appendix 3   

 
MDHB Employee and Agent Declaration of Interests/Conflicts of Interest 

 
Name: _________________________________________ 

 
 

Interest 
eg Orgainisation/Close Family 

Member 

 
Nature of Interest 
 

Details of the interest, particularly the 
role of the organisation and its 
relationship (if any) to MidCentral DHB.  
The description must be sufficient to 
enable your manager to understand the 
conflict so they can determine what 
mitigations are required. 

 
Value of Interest 
 

The “type” of remuneration, if any, 
received by the employee in respect of 
this interest, eg wages, fees, expenses, 
dividend.  The $ value of the 
remuneration is not required. If there is a 
contract arrangement between the 
organisation and MDHB, the value of this 
must be stated. 

 
Conflict 
of 
Interest 
Yes/No 

 
If Yes, Nature of Conflict: 
 
• Real, potential, perceived 
• Pecuniary/Personal; 
• Describe relationship of interest to 

MDHB 

 
Mitigation Actions 
 
• To be completed by relevant 

Manager or Leader 

      

      

      

      

      

 
1.  I declare the above information to be complete and correct:            2.  Mitigation Actions discussed/agreed by Manager: 
 
_________________________________      __________________ ______________           ________________________________      __________________    ______________  
Name:        Signed:  Date:                         Name:                     Signed:       Date: 
 
3. General Manager Approval:                4.  Entered into the Interests/Conflicts of Interest Register by:    

 
_________________________________      __________________ ______________         _________________________________      __________________    ______________       
Name:                               Signed:  Date:                             Name:           Signed:      Date:                                                                                                                                    
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Appendix 4 

 
 

Board and Committee Members’ Register of Interest:  Declaration Form 
Date Company/Organisation Nature of Interest Value of Interest 

Personal Transaction* 
Date of 
declaration 

Name of organisation/company  Details of interest, particularly the role of the organisation and its relationship (if 
any) to MidCentral DHB.  Any contracts between the organisation and MDHB 
must be noted.  The description is to enable other members of the 
Board/Committee to understand the conflict so that they can make their own 
determination as and when required as to whether the conflict needs noting 
and/or managing. 

The “type” of remuneration, if any, 
received, eg fees, expenses, 
salary, dividend.  If undertaken in 
voluntary capacity, note 
“voluntary”.  The $ value of the 
remuneration is not required. 

$ value of contract 
(between organisation and 
MDHB) to nearest $000. 
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SECONDARY EMPLOYMENT 
Applicable to: MidCentral District 
Health  Board  

Issued by: Human Resources and     
                    Organisational Development  
Contact: Human Resources and 
                Organisational Development 

 
1. PURPOSE 

 
To ensure that: 
 
MidCentral District Health Board (MDHB),  within the obligations of a good employer, protects 
the health and safety of its employees by outlining the parameters with regard to secondary 
employment.   
 
A process is in place for employees wishing to undertake secondary employment/private practice 
which ensures there is no conflict of interest or impact on service delivery or the business of 
MDHB. 
 

2. PRINCIPLES  
 
MDHB recognises the right of employees to engage in secondary employment, including private 
practice.  However, there is an expectation that the nature and hours of any secondary 
employment/private practice will not conflict with MDHB’s business,  or impact on service 
delivery, or the health and safety of MDHB employees or other staff members 
 
Employees must seek approval to undertake secondary employment and/or private practice.  
Fulltime employees recognise that their first commitment is to MDHB as their primary 
employer. 
 
The health, safety and wellbeing of all employees is of paramount importance.  MDHB encourages 
all employees to use their annual leave and rest periods for that purpose and spend time away 
from any working environment, so that every individual has a balance between their work and 
personal life. 
 
Employees shall not engage in or undertake any work, or accept appointment to any position 
which might be in conflict with the business interests, or service delivery of MDHB. Any 
secondary employment and/or private practice must not in any way impinge on the employee’s 
ability to efficiently and effectively perform their duties with MDHB. 
 
MHDB’s intellectual property shall not be used while undertaking service delivery/private 
practice, unless authorised by the employee’s manager. This shall include not imparting any 
details of the staffing and operation of MDHB. 
 
Employees who hold positions of influence with external organisations (whether by way of 
employment, locum work, directorship, contractor, trustee or other) must declare them to the 
appropriate General Manager in writing. 
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3. SCOPE 
 

This policy applies to all employees of MDHB with the exception of private practice for Senior 
Medical Officers which is covered by MDHB’s Private Practice-Senior Medical Officers Policy 
MDHB-5849. 

 
4. ROLES & RESPONSIBILITIES 
 

4.1 General Manager/Operations Director 
 
Responsible for considering any applications for secondary employment and discussing  
with the employee the details of the potential secondary employment to ensure the 
employee understands the implications to their role within MDHB. 
 
Ensure that the employee’s secondary job is not impacting on the employee’s primary 
employment. 
 
Record the discussion and agreements and place on the employee’s personnel file. 

 
(Note – those Managers reporting directly to a General Manager will also have 
responsibility for considering applications for secondary employment before referring to 
the General Manager for approval)  

 
4.2 Employees 

 
All MDHB employees who wish to engage in secondary employment and/ or private 
practice must seek approval from the appropriate General Manager/ Operations Director 
before doing so. 
 

5. POLICY 
 

5.1 Employees Engaging in Secondary Employment and/ or Private Practice 
 

Obligations of Employees seeking secondary employment/private practice: 
 

MDHB employees must seek approval before accepting any work, activity or appointment 
outside of MDHB which could impinge on their ability to effectively or efficiently perform 
their duties for MDHB, or which poses an actual or potential conflict of interest.  
Employees must make an immediate written application to the General Manager/ 
Operations Director to obtain approval to engage in that activity in the original or a 
modified form. The application must contain:  
 

• the position or activity they intend to represent;  
• the function they will perform and for what length of time;  
• full details of the scope and range of responsibilities, business interests or 

association;  
• declaration of any interest which may conflict with those of MDHB. 

 
In situations where secondary employment/ private practice is likely to affect the 
employee’s availability with respect to agreed rosters, current hours of work, or where their 
secondary activities may impair either their effectiveness or the quality of their work, the 
employee must provide written commitment to their General Manager/ Operations 
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Director to the effect that MDHB’s activities will take precedence over any demands for 
their time and/or services. 
 
MDHB’s resources are not to be used for any secondary employment/private 
practice/outside activities. 
 
When considering applications, General Managers/Operations Directors are required to 
first consider the needs of MDHB, before addressing the wishes of the employee. 
 
The General Manager/Operations Director or delegated representative is to provide a 
written decision in respect of each application without undue delay.  Approval may be 
granted for a six-month period, after which time the decision is to be reviewed.  Further 
approvals may be granted for up to a two-year period. 
 
 

5.2 Conflicts of Interest 
 

Conflicts of interest arise where a material financial benefit may be obtained through the 
employee’s employment with MDHB and that employee’s outside work, activity, 
appointment or association. 
 
Employees must not seek or accept any work, activity or appointment outside of MDHB 
which could impinge on their ability to effectively or efficiently perform their duties for 
MDHB, or which poses an actual or potential conflict of interest, or form any association 
with any business that is substantially similar to or likely to be in conflict with MDHB’s 
business unless prior approval has been obtained from the General Manager/Operations 
Director. 

 
A conflict of interest may also arise where the employee’s access to confidential information 
relating to MDHB is, or could be, used in their outside work or commercial activity to 
procure an advantage in any competitive health service market.   

 
Conflicts of interest also arise where the extent of the external commitment impedes the 
employee’s ability to properly carry out their duties and responsibilities to MDHB.   
 
Whenever an actual, potential or perceived conflict of interest occurs, the employee should 
immediately declare it, and if appropriate, withdraw from the decision making or activity 
that has given rise to the conflict. 
 
Employees are not to undertake private activities during the hours they are contracted or 
expected to be working for MDHB. 
 
Refer to MDHB’s Conflict of Interest Policy MDHB-2018 which sets out MDHB’s 
expectations and processes in relation to conflicts of interest. 

 
 

5.3        Review 
 

If an application to undertake an activity, work or appointment where there is actual or 
potential conflict is declined, employees have the right to seek a review of the decision by 
the Chief Executive Officer. 
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6. PREREQUISITES 
 

Approval of and consent to accept any work, activity or appointment outside MDHB should not 
be given in instances where:  
• a conflict of interest does or could exist, or in commercially sensitive areas where the issue 

of confidentiality regarding suppliers, patients or proposed or existing competitive services, 
may arise. 

• the outside work or activity may impinge upon, interfere with or diminish their capacity as 
employees to properly discharge their duties and responsibilities to MDHB.  

• the protection of MDHB’s business and commercial interests is, or could be, compromised. 
 
 
7. DEFINITIONS 
 

Employer is MDHB as defined in the New Zealand Public Health and Disability Act 2000 and 
the Employment Relations Act 2000. 
 
Employee is a person employed by MDHB to do any work for hire or reward under a contract of 
service as defined in the Employment Relations Act 2000. 
 
General Manager/ Operations Director – for the purposes of this policy, where references 
are made to General Manager/ Operations Director, those managers reporting directly to the CEO 
or a General Manager are also included. 
 
Secondary Employment includes being employed by another employer, and/or holding one or 
more contracts for service with another organisation (whether an employee or independent 
contractor). 
 
 Primary Employment includes the employee’s normal full time hours. 
 
 

8. RELATED MDHB DOCUMENTS 
 

MDHB-5849     Private Practice – Senior Medical Officers 
MDHB-2018 Conflicts of Interest   
MDHB-1889 Disciplinary Procedures 
MDHB-5582 Code of Conduct 
MDHB-1988 Expenditure of a Discretionary Nature [Policy] 
MDHB-2024 Property - Intellectual [Policy] 
MDHB-3148 MidCentral District Health Board (MDHB) Standing Orders [Policy]  
MDHB-6992  Donations, Gifts, Gratuity and Sponsorship Procedure 
HRM:  Human Resource Manual 

 
 

9. FURTHER INFORMATION/ASSISTANCE 
 

General Manager People and Culture 
Manager, Human Resources and Organisational Development 
General Managers 
Operations Directors 
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10. KEYWORDS 
 

Conflict of interest 
Employment 
Secondary employment 
Primary Employment 
Private practice 
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ELECTION PROTOCOLS FOR MIDCENTRAL DISTRICT HEALTH 
BOARD STAFF AND MEMBERS 

Applicable to: All MidCentral DHB Staff Issued by: Board 
Contact: Principal Administration Officer 

 
 
1. PURPOSE 

 
The purpose of this policy is three-fold: 
 
i. To provide guidance and support to staff who wish to stand for membership of a DHB 

Board. 
 
ii. To provide guidance to staff on the standard of behaviour required of them regarding the 

election of DHB Boards. 
 
iii. To ensure MidCentral District Health Board maintains the confidence of its communities 

and owners by acting professionally and impartially during the DHB Board election process. 
 
 

2. SCOPE 
 
2.1 This applies to all employees, contractors, Board and Committee members of MidCentral 

District Health Board. 
 
2.2 Employees shall be deemed to be representing the organisation when they are writing as a 

member of staff; are wearing the organisation’s uniform and/or identification card; or can 
be associated with the organisation, ie are using a Board vehicle.   

 
2.3 Board and Committee members shall be deemed to be representing the organisation at all 

times, unless they expressly state otherwise, or the circumstances clearly indicate otherwise. 
 
2.4 This policy does not apply to general elections although the general prinicples are similar.  

Protocols around general elections are as set out by the State Service Commission’s 
guidelines for the state sector and its employees. 

 
 

3. POLICY 
 
3.1 MidCentral District Health supports its population, including staff, to participate in the 

election of its governing Board as candidates and/or as voters. 
 
3.2 People have the right to access MidCentral District Health Board’s services and facilities 

without harassment.  This includes political harassment. 
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3.3 All MidCentral District Health Board staff are required to remain politically neutral 
(apolitical) when carrying out their job.  This includes interactions with patients/clients and 
their families, other staff, Board and Committee members. 

 
3.4 MidCentral District Health Board staff must do their job professionally and loyally, without 

letting their personal interests or views influence their advice or behaviour in the work 
place. 

 
3.5 Employees of District Health Board may Stand for DHB Elections 

 
3.5.1 District Health Board employees have a statutory right to stand for election as a 

member of a DHB Board (clause 7, schedule 2, NZ Public Health and Disability Act 
2000). 

 
3.5.2 If elected, Board Members who are also members of staff, will need to: 

i. ensure they can do their primary job unhindered and without detriment to the 
public interest 

ii. ask for and take approved leave without pay to attend to any board business 
that occurs in their normal working hours 

iii. be especially diligent and transparent over potential conflicts of interest 
 

3.5.3 MidCentral District Health Board upholds the principles of being a good employer.  
In this context, good and reasonable employer means: 

i. making reasonable efforts to enable staff elected as Board Members to take 
leave without pay to attend board business, provided that this does not 
adversely affect the operation of the organisation 

ii. make arrangements to cover approved absence where practical 
 

3.5.4 As governor, MidCentral DHB’s Board should: 

i. recognise the particular difficulties for DHB employees who are also members 
of the board 

ii. pay particular attention to ensuring that conflicts of interest of members who 
are also DHB employees are handled appropriately 

iii. avoid as far as possible placing the CEO or board member-employees in 
situations where any role tensions could develop or be exacerbated 

iv. not pressure CEOs to grant leave for board members, recognising that the CEO 
is the employer and that s/he has the responsibility for service provision and 
employees 

 
3.6 It is important to the reputation and probity of MidCentral District Health Board that no 

individual candidates, including staff who are standing for election, are unfairly advantaged 
through access to DHB resources, including staff time and communication channels.   

 
3.7 MidCentral staff whose regular duties require writing media releases, letters, speeches and 

carrying out administrative tasks for current elected and appointed members are to exercise 
extreme care to ensure such activities cannot be linked in any way to a political campaign. 

 
3.8 Staff members involved in an election campaign (either their own or that of any candidate) 

should ensure that they identify and manage any conflict, or potential conflict of interest 
with their employment at MidCentral District Health Board. 
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3.9 DHB resources should not be used for campaigning purposes 

 
3.9.1 No DHB resources (including staff time, computers, e-mail, cell phones, faxes, 

stationery, photocopiers, stamps, cards and venues) should be used for campaigning 
purposes. 

 
3.9.2 No DHB-provided forums or meetings (eg  Reference group meetings, DHB forums 

and DHB public meetings) should be used for campaigning purposes. 
 

3.9.3 This provision applies to all staff, board and committee members, including those 
who are standing, or considering standing, for election to a DHB Board. 

 
3.10 DHB information should be available to all candidates on an equal basis  

 
3.10.1 Where DHB information is supplied to a candidate for campaign purposes, it should 

be supplied to other candidates as a matter of course. 
 

3.11 DHB publications, website and other communication vehicles (eg: radio spots) should not 
be used for campaign purposes. 

 
3.11.1 Where communication platforms are provided by or through MidCentral District 

Health Board, all candidates should have equal access to them. 
 

3.11.2 MidCentral DHB shall be guided by the Office of the Auditor-General’s Guidelines 
for Advertising and Publicity by Local Authorities (also relevant to DHBs) which 
states: “a local authority must not promote, nor be perceived to promote, the re-
election prospects of a sitting member.  Therefore, the use of Council resources for 
re-election purposes is unacceptable and possibly unlawful”, 

 
3.12 Board Decision Making during the Election Process 

 
3.12.1 During the election period (opening of nominations to the time the new Board takes 

office), the Board shall continue to carry out its duties. 
 
3.12.2 The Board shall put in place arrangements as appropriate to ensure a smooth 

transition from the current to the newly elected Board. 
 
 

4. REFERENCES 
 
“Good Practice for Managing Public Communications by Local Authorities”, Controller and 
Auditor-General 
 
State Service Commission guidelines re elections 
 
 

5. RELATED MDHB DOCUMENTS 
 
MDHB-2018 Conflicts of Interest, Secondary Employment, Appointments and Employee 

Representation on MidCentral District Health Board and Committees, and 
Outside Organisations and Committees [Policy] 

MDHB-2002 Communications [Policy] 
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MDHB-2009 Statement of Rights for all Persons Who Access MidCentral District Health 
Board's Health Care Services [Policy] 

 
 

6. FURTHER INFORMATION / ASSISTANCE 
 
Principal Administration Officer, MidCentral District Health Board 
 
 

7. KEYWORDS 
 
Apolitical 
Campaigning 
Elections 
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CONFLICTS OF INTEREST, SECONDARY EMPLOYMENT, 
APPOINTMENTS AND EMPLOYEE REPRESENTATION ON 

MIDCENTRAL DISTRICT HEALTH BOARD AND COMMITTEES,                             
AND OUTSIDE ORGANISATIONS AND COMMITTEES 

Applicable to: MidCentral District 
Health  Board  

Issued by: CEO’s Department  
Contact: Manager Human Resources, Manager 
Administration & Communications 

 
 
1. PURPOSE 

 
Employees who are elected or appointed to the Board of MidCentral District Health Board 
(MDHB) or one of the Board’s committees: 
 
To enable a consistent approach be taken across the organisation for the remuneration of MDHB 
employees who are elected or appointed to the Board of MDHB or its committees and ensure that 
employees are aware of their obligations regarding negotiation and approval of leave and the 
conditions regarding fees and reimbursement of expenses. 
 
Employees who are members of boards or committees of an outside organisation: 
 
To ensure that:  
 
• MDHB employees who are also members of boards or committees of an outside 

organisation are aware of obligations regarding negotiation and approval of leave and the 
conditions regarding fees and reimbursement of expenses. 

• That any representation of MDHB by an employee on a committee or in activities of an 
outside organisation (whether local, regional or national) is appropriately authorised. 

• The detailed knowledge of MDHB and the skills which employees have are not conveyed 
(for gain or otherwise) to organisations that may have interests which conflict with MDHB. 

• The outside activities or associations of employees do not adversely impinge on the business 
interests or service delivery of MDHB.  

 
Employees seeking approval to undertake secondary employment and/or private practice: 
 
To ensure a process is in place for employees wishing to undertake secondary employment and/or 
private practice and that there is no conflict of interest or impact on service delivery or the 
business of MDHB. 
 
Fulltime employees are aware that their first commitment is to MDHB as their primary employer. 
 
Conflict of Interest 
 
To ensure that potential conflicts of interest are identified and managed, in order to protect the 
decision-making integrity of the bodies concerned and public confidence in them. 
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To ensure that employees who wish to undertake secondary employment with another 
organisation do not have a conflict of interest, and that the secondary employment does not in 
any way impinge on their ability to efficiently and effectively perform their duties with MDHB. 
 
To ensure that employees providing advice to the Board of MDHB and its committees identify 
and manage any conflicts of interest they have.  
 
 

2. SCOPE 
 

• All MDHB employees who are elected or appointed to the Board of MDHB or one of the 
Board’s committees 

•  All MDHB employees, including employees who are members of boards, committees or 
sub-committees of other organisations 

• MDHB employees who may wish to engage in secondary employment and/or private 
practice 

 
 

3. ROLES & RESPONSIBILITIES 
 

3.1 CEO 
 

Shall ensure good employer principles are maintained, and shall process leave applications 
in a timely manner. 
 

3.2 General Manager/ Operations Director 
  

Shall work with staff in their area that are elected or appointed to the Board of MDHB or its 
committees, to support them in their role in accordance with the provisions of this policy, 
and shall process leave applications in a timely manner. 
 
General Managers/ Operations Directors shall consider any applications for secondary 
employment. 

 
(Note – those Managers reporting directly to a General Manager will also have 
responsibility for processing leave applications and considering applications for 
secondary employment)  

 
3.3 DHB Employees 

 
All MDHB employees who are appointed or elected to MDHB or its committees, or who are 
members of boards, committees or sub-committees of other organisations must familiarise 
themselves with this policy and follow the provisions contained within. 
 
All MDHB employees who wish to engage in secondary employment and/ or private 
practice must seek approval from the appropriate General Manager/ Operations Director 
before doing so. 
 
All MDHB employees who actively participate in meetings of MDHB’s Board and its 
committees shall adhere to the Board’s Standing Orders in terms of conflict of interest 
management.   
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4. POLICY 
 

4.1 MDHB Board and Board Committee Representation 
 

MDHB employees have a statutory right to be elected as a member of a District Health 
Board. 
 
4.1.1 Obligations of MDHB: 
 

MDHB will: 
 

a) Be a good employer, and employees who are elected or appointed to the Board, 
should be treated in a manner consistent with that of any good or reasonable 
employer. 

b) Grant leave without pay (or if it is due and appropriate, annual leave) for the 
employee to attend to Board business PROVIDED THAT this does not 
adversely affect the operation of the organisation. 

c) Take a good employer approach and be as reasonable as possible, recognising 
that the operational responsibility for this rests with the Chief Executive 
Officer not the Board. 

d) Recognise the particular difficulties for MDHB employees who are also 
members of the Board.   

e) Avoid as far as possible placing the Chief Executive Officer or board member 
employees in situations where any role tensions could develop or be 
exacerbated. 

f) Not pressure the Chief Executive Officer to grant leave for board members, 
recognising that the Chief Executive Officer is the employer and that s/he has 
the responsibility for service provision and MDHB employees. 

 
4.1.2 Obligations of Employees on MDHB’s Board or its Committees: 

 
a) Employees should be aware that their primary obligation is to MDHB as an 

employee and that this must not be hindered by obligations as a Board or 
Board Committee member. Employees would need to demonstrate that their 
workload would not be adversely affected by being on the Board or Board 
Committee, e.g. it would not be acceptable for doctors to cancel lists to attend. 

b) Employees should not expect to be given any form of special paid leave to 
attend to their board business. They also need to recognise that their employer 
may not always be able to grant their request for leave. 

c) Employees should ask for and take approved leave without pay to attend to 
any board business that occurs in their normal working time. 

d) Employees should ask for approval to take any due paid leave instead of leave 
without pay if they wish (without compromising the important obligation of 
their employer to make sure that they have a reasonable holiday break). 

e) Employees should recognise that their employment by the MDHB Chief 
Executive Officer is their primary obligation (they should be able to do their 
primary job unhindered and without detriment to the public interest). 

f) Employees should be especially diligent and transparent over potential 
conflicts of interest and recognise that the Chief Executive Officer has to 
provide the Board with frank and complete advice, and in doing so, cannot 
have regard for the presence of other DHB employees. Therefore, employees 
(and members in general) need to be particularly aware of confidentiality, 
where it is required. 
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g) Employees should be aware that their appointment to the Board is separate to 
their employment relationship and will be governed by the rules that apply to 
Board membership, not employment law. 

 
4.2 Employee Representation on Boards or Committees of Outside Organisations 

 
MDHB employees may be appointed or elected as a member of a board or committee of an 
outside organisation that does not adversely impinge on the business interests or service 
delivery needs of MDHB. 
 
MDHB employees may only represent MDHB on committees or in activities of other 
organisations if they have been requested to do so by the Chief Executive Officer or 
designate or if they have been granted appropriate authorisation by the Chief Executive 
Officer, General Manager/ Operations Director. 

 
4.2.1 Obligations of Employees on Outside Organisations Committees: 

  
a) MDHB employees who are members of a Board or Committee of another 

organisation and who must attend meetings during their normal working 
hours must obtain approval and negotiate their leave with their General 
Manager/ Operations Director.  They may take leave without pay or annual 
leave and be paid the meeting attendance fee and associated expenses by that 
organisation.  If leave on pay is granted in circumstances where membership 
on the outside committee or Board is also of benefit to MDHB, then any 
meeting attendance fee is to be reimbursed to MDHB (reimbursement of 
associated expenses eg travel may be retained by the employee). 

b) MDHB employees who are members of Committees and who attend meetings 
outside their normal working hours may receive the meeting attendance fee. 

c) When an employee is requested by the Chief Executive Officer or designate to 
represent MDHB on a committee or in activities of an outside organisation, the 
employee is to negotiate the necessary time off work, if it is required, with their 
General Manager/ Operations Director 

d) Any employee who is requested by an outside organisation to represent MDHB 
on a committee or in activities of that organisation is to submit to General 
Manager/ Operations Director a written request including:  
• a copy of the written request from the outside organisation  
• details of the time commitment involved  
• whether fees (separate from expenses) will be payable 
• if attendance is in normal working hours, a letter from the employee's 

Manager stating whether or not it is possible to release the employee, 
and whether additional staff will need to be employed to cover the 
absence. 

e) The General Manager/ Operations Director, in consultation with the Chief 
Executive Officer, will decide whether or not the employee is to be given 
authorisation to represent MDHB.  As well as the employee being notified of 
the decision, a letter will be sent from the Chief Executive Officer or designate 
to the organisation concerned stating that approval has or has not been 
granted for the employee to officially represent MDHB.  

 
4.3 Employees Engaging in Secondary Employment and/ or Private Practice 

 
4.3.1 Obligations of Employees seeking secondary employment/private practice: 
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MDHB employees must seek approval before accepting any work, activity or 
appointment outside of MDHB which could impinge on their ability to effectively or 
efficiently perform their duties for MDHB, or which poses an actual or potential 
conflict of interest.  Employees must make an immediate written application to the 
General Manager/ Operations Director to obtain approval to engage in that activity 
in the original or a modified form. The application must contain:  
 
• the position or activity they intend to represent;  
• the function they will perform and for what length of time;  
• full details of the scope and range of responsibilities, business interests or 

association;  
• declaration of any interest which may conflict with those of MDHB. 

 
In situations where secondary employment/ private practice is likely to affect the 
employee’s availability with respect to agreed rosters, current hours of work, or 
where their secondary activities may impair either their effectiveness or the quality 
of their work, the employee must provide written commitment to their General 
Manager/ Operations Director to the effect that MDHB’s activities will take 
precedence over any demands for their time and/ or services. 
 
When considering applications, General Managers/ Operations Directors are 
required to first consider the needs of MDHB, before addressing the wishes of the 
employee. 
 
The General Manager/ Operations Director or delegated representative is to provide 
a written decision in respect of each application without undue delay.  Approval may 
be granted for a six-month period, after which time the decision is to be reviewed.  
Further approvals may be granted for up to a two-year period. 

 
4.4 Conflicts of Interest 

 
Employees must not seek or accept any work, activity or appointment outside of MDHB 
which could impinge on their ability to effectively or efficiently perform their duties for 
MDHB, or which poses an actual or potential conflict of interest, or form any association 
with any business that is substantially similar to or likely to be in conflict with MDHB’s 
business unless prior approval has been obtained from the General Manager/ Operations 
Director. 

 
Whenever an actual, potential or perceived conflict of interest occurs, the employee should 
immediately declare it, and if appropriate, withdraw from the decision making or activity 
that has given rise to the conflict. 
 
Employees are not to undertake private activities during the hours they are contracted or 
expected to be working for MDHB. 
 
Employees providing advice to the Board and its committees must manage their conflicts of 
interest. That is, if they have provided, or in the course of their employment are likely to 
provide written or oral advice to the Board or Committee regarding the subject under 
discussion, they shall declare any conflict of interest they may have.  They must also 
proactively identify any conflicts of interest, including potential conflicts in interest, in the 
Board’s Register of Interest by lodging these with the Manager, Administration and 
Communications. 
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4.4.1 Review: 
 

If an application to undertake an activity, work or appointment where there is actual 
or potential conflict is declined, employees have the right to seek a review of the 
decision by the Chief Executive Officer. 

 
4.4.2 Obligation of Employees Providing Advice to Board: 

 
Employees who actively participate in meetings of the Board and its Committee 
and/or who in the course of their employment will provide or are likely to provide 
written or oral advice to the Board or Committee regarding the subject under 
discussion, shall manage their conflicts of interest in accordance with the Board’s 
Standing Orders.   
 
They shall proactively identify and record any conflicts of interest, including 
potential conflicts of interest, in the Board’s Register of Interest by lodging these 
with the Manager, Administration and Communications.   
 
When they attending meetings of the Board and its committees, they shall identify 
and manage their conflicts of interest in accordance with the Board’s Standing 
Orders. 

 
 

5. EXPENSES AND REIMBURSEMENTS 
 

5.1 For employees on the MDHB Board or committees: 
 

a) MDHB employees are already being paid by MDHB. 
b) The rationale regarding remuneration is to be consistently applied throughout the 

organisation. 
c) MDHB has reasonable discretion to allow special leave in regard to employees 

attending Board meetings and may approve special leave for these employees.  This 
may be special leave with or without pay. 

d) All special leave for attendance at Board and Board Committee meetings, or at related 
workshops shall be documented in the usual manner. 

e) Remuneration is as follows, with fees being as gazetted by the Minister of Health and 
as outlined in the Board & Committee Members’ Handbook: 

 
 

Designation Fees Payable Type of Leave 
Board members who are also 
employees of MDHB 
 

Board Member fees paid 
 
Outside normal working hours 
– travel costs apply. 
 

Leave to attend Board meetings 
shall be Special Leave Without 
Pay during normal working 
hours 
 

Committee members (who may 
also be Board members) and 
who are also employees of 
MDHB  

Committee Member meeting 
fees paid for those meetings 
convened by the appropriate 
Committee. 
 
Outside normal working hours 
– travel costs apply. 
 

Leave to attend meetings shall 
be Special leave Without Pay 
during normal working hours 
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5.2 For MDHB employees on Outside Organisations’ Committees: 

 
a) MDHB employees who are Board or Committee members of outside organisations 

may not claim associated expenses from MDHB. 
b) If an employee participates on a committee or in activities as a representative of 

MDHB during normal working hours and is granted leave on pay, any attendance fee 
(excluding expenses for travel, accommodation etc) is to be paid to MDHB.  If a 
MDHB vehicle is used, the external organisation is to be invoiced directly for this, and 
the employee may not claim travel expenses.  If leave without pay is granted, the 
employee may elect to take the time as annual leave instead, and any fee received may 
be retained by the employee. 

 
5.3 Secondary Employment/ Private Practice/ Outside Activities 

 
a) MDHB’s resources are not to be used for any secondary employment/private 

practice/outside activities. 
 

 
6. PREREQUISITES 
 

Approval of and consent to accept any work, activity or appointment outside MDHB should not 
be given in instances where:  
• a conflict of interest does or could exist, or in commercially sensitive areas where the issue 

of confidentiality regarding suppliers, patients or proposed or existing competitive services, 
may arise. 

• the outside work or activity may impinge upon, interfere with or diminish their capacity as 
employees to properly discharge their duties and responsibilities to MDHB.  

• the protection of MDHB’s business and commercial interests is, or could be, compromised. 
 
 
7. DEFINITIONS 
 

MDHB Board and Board Committees is as defined in the New Zealand Public Health and 
Disability Act 2000. 
 
Board Member or Board Chairman is any person elected or appointed to MDHB’s Board as per 
the New Zealand Public Health and Disability Act 2000. 
 
Board Committee member is any person elected or appointed to a Committee of MDHB’s 
Board. 
 
Other Committees 
Include for example, the Medicines Advice and Policy Committee, Professional Advisory 
Committees and the Product Evaluation Committee and may also include Consumer Advisory 
committee(s), Maori Health committee(s) and other ad hoc committees established by the Board 
or CEO for the purposes of advancing MDHB’s business and community interests. 

 
Outside Organisation Committees:  May include for example the Manawatu Whanganui 
Ethics Committee, Boards of other DHBs or Local Territorial Authority. 

 
Employer is MDHB as defined in the New Zealand Public Health and Disability Act 2000 and 
the Employment Relations Act 2000. 

244



  
Policy for Conflicts of Interest, Secondary Employment, Appointments and Employee Representation on 

MidCentral District Health Board and Committees, and Outside Organisations and Committees 
 

     
 

Document No.: MDHB-2018 Page 8 of 9  Version: 4 
I:\CEO\ADMINCS\MidCentral District Health Board\Electronic Agenda\2017\26 September 2017\Part 1\18-CoI-SecEmpl-Elect Policy-attachment 4.doc Printed 21/09/2017 7:45:00 AM 
 

Doc. Code: GP A4 

 
Employee is a person employed by MDHB to do any work for hire or reward under a contract of 
service as defined in the Employment Relations Act 2000. 
 
General Manager/ Operations Director – for the purposes of this policy, where references 
are made to General Manager/ Operations Director, those managers reporting directly to the CEO 
or a General Manager are also included. 
 
Conflict of interest: 
 
Ethical Context 
 
A conflict of interest arises where a prospective or existing Board Member has an interest which 
conflicts (or might conflict, or might be perceived to conflict) with the interest of MDHB itself. 
 
Conflicts of interest should be viewed within an ethical context of good faith, honesty and 
impartiality: 
 
• Good faith:  Board Members have an obligation to act at all times in good faith and in the 

best interests of MDHB; 
• Honesty:  Board Members have an obligation to act honestly at all times in relation to all 

matters concerned MDHB; 
• Impartiality:  Board Members must observe the principles of fairness and impartiality in 

all official dealings.  No individual or organisation with which Board Members are involved 
may be given improper preferential treatment – whether by access to goods and services, or 
access to information, or anything similar. 

 
Secondary Employment/outside work activity 
 
Conflicts of interest arise where a material financial benefit may be obtained through the 
employee’s employment with MDHB and that employee’s outside work, activity, appointment or 
association.  A material financial benefit may arise because: 
• the employee obtains a direct financial benefit;  
• the employee has a financial interest in another party who may obtain a financial benefit;  
• the employee holds a position in another organisation that may obtain a financial benefit;  
• the employee has a family or domestic relationship with a person who may obtain a 

financial benefit. 
 

A conflict of interest may also arise where the employee’s access to confidential information 
relating to MDHB is, or could be, used in their outside work or activity to procure an advantage in 
any competitive health service market.   

 
Conflicts of interest also arise where the extent of the external commitment is destructive to the 
employee’s ability to properly carry out their duties and responsibilities to MDHB.   
 
 

8. RELATED MDHB DOCUMENTS 
 

MDHB-1988 Expenditure of a Discretionary Nature [Policy] 
MDHB-2024 Property - Intellectual [Policy] 
MDHB-3148 MidCentral District Health Board (MDHB) Standing Orders [Policy]  
HRM: Human Resource Manual 
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9. FURTHER INFORMATION/ASSISTANCE 
 

Manager, Human Resources 
General Managers 
Operations Directors 
Medical Director 
Director of Nursing 
Clinical Directors 
Manager, Financial Services 

 
 

10. KEYWORDS 
 

Attendance fees 
Conflict of interest 
Board members 
Committee members 
Fees and expenses 
Outside organisations 
Private Practice 
Reimbursements 
Secondary employment 
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Palmerston North 4440 
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+64 (6) 355 0616 

 

 
 

 
 

For: 

X Decision 

 Endorsement 

 Noting 

  
 

To Board 

Author Kathryn Cook, Chief Executive Officer 

Endorsed by  

Date 19 September 2017 

Subject 2018 Board and Committee Meeting Schedule 

RECOMMENDATION 

It is recommended that: 

 that the 2018 meeting schedule, as set out below, be approved: 
 

2018 MEETING SCHEDULE FOR MDHB BOARD & ITS COMMITTEES 

FRAC ENZGG QEAC QEAC/HCAC HCAC Board 
10am 1.30pm 9am 10.45am 1.30pm 10am 
30 Jan  7 Feb1 7 Feb1 7 Feb1 27 Feb 
13 Mar 13 Mar 20 Mar 20 Mar 20 Mar 10 Apr 
24 Apr  1 May 1 May 1 May 22 May2 
5 June 5 June 12 June 12 June 12 June 3 July3 
17 July  24 July 24 July 24 July 14 Aug 
28 Aug 28 Aug 4 Sep 4 Sep 4 Sep 25 Sep 
9 Oct  16 Oct 16 Oct 16 Oct 6 Nov4 

20 Nov 20 Nov 27 Nov 27 Nov 27 Nov 18 Dec 
Notes: 
1.  On Wednesday due to Waitangi Day 
2.  To include a public forum in Levin 
3.  To include a public forum in Palmerston North 
4.  To include a public forum in Woodville (or Dannevirke) 
 

 

Strategic Alignment 

This report is aligned to the Board’s governance responsibilities. 
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Glossary 

DHB – District Health Board 

HCAC – Healthy Communities Advisory Committee 

QEAC – Quality & Excellence Advisory Committee 

DSAC – Disability Support Advisory Committee 

FRAC – Finance, Risk & Audit Committee 

ENZGG – Enable New Zealand Governance Group 

 

 
1. PURPOSE OF REPORT 
 
This report seeks the Board’s approval of the proposed 2018 Board and Committee 
meeting schedule. 
 
 
2. SUMMARY 
 
The proposed meeting schedule for 2018 has been prepared based on the following 
arrangements: 
 
• a six-weekly meeting cycle for the Board, FRAC, HCAC and QEAC, with Enable 

New Zealand Governance Group meeting less frequently; 
• three public forums to be held in conjunction with Board meetings;  
• six-weekly joint meetings of HCAC and QEAC to discuss integrated service 

matters; 
• no meetings of the centralAlliance Sub-Committee, with this work being 

advanced through six-monthly board-to-board hui 
• continuation of Tuesdays for MidCentral DHB board and committee meetings 
• Enable New Zealand Governance Group meetings being held on the same day 

as FRAC. 
 
 
3. DISCUSSION 
 
3.1 Meeting Frequency and Scheduling 
 
3.1.1 It is proposed that all Board and Committee meetings continue to take place 

on a Tuesday, enabling members to plan both their DHB and other 
commitments. 

 
3.1.2 It is proposed that meetings of all committees continue to be held at least 

two weeks in advance of Board meetings so that any reports endorsed by a 
Committee(s) can be submitted for a decision within a six-week meeting 
cycle. 

 
3.1.3 It is proposed that a change be made to the way joint meetings of QEAC and 

HCAC are managed. It is recognised that a formal review of the governance 
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arrangements is scheduled to take place in the second half of 2018, however 
in line with feedback received a change should be made at this time. 

 
 The proposal is that QEAC would meet at 9am, every six weeks, and that 1.5 

hours be put aside for this discussion.  Following a short break for morning 
tea, QEAC and HCAC would meet at 10.45am to discuss integrated service 
matters.  Two hours would be set aside for this, enabling presentations from 
staff.  It is envisaged that each cluster take a turn at presenting to the 
Committee on their work and outcomes.   A half hour break for lunch would 
then take place, following which HCAC would continue to meet (1.30pm 
start). 
 
This arrangement may mean that members of the public have to leave the 
QEAC meeting while confidential items are being discussed, returning for the 
joint meeting process.     

 
 The joint meetings have increased the average meeting time for both QEAC 

and HCAC (see Appendix 1).  This is reflected in the proposed meeting 
times. 
 
As meeting times must be publicly advertised to enable public attendance, 
the start times will need to be adhered to and this will require careful 
management. 

 
3.1.4 Meetings of FRAC to continue to be held six-weekly, commencing at 10am. 
 
3.1.5 It is proposed that Enable New Zealand Governance Group meetings be 

moved to take place on the same day as FRAC. This is in order to balance 
the meeting workload.  Meetings of the Governance Group would move 
forward to 1.30pm. 

 
 The frequency of ENZGG meetings to remain at four per year. This will be 

reviewed once the outcome of the current governance and ownership 
arrangements review is known. 

 
Committee/Board Meetings 

per Year 
Board 8 
Enable New Zealand Governance Group  4 
Finance, Risk & Audit Committee  8 
Healthy Communities Advisory Committee  8 
Quality & Excellence Advisory Committee  8 

 
3.1.6 The Board’s centralAlliance Sub-Committee is in abeyance at the moment, 

with this sub-regional collaboration work being advanced through board-to-
board hui.  These will be scheduled with Whanganui DHB and added to the 
meeting schedule in due course. The hui are aligned to a board meeting day 
for each DHB. 
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3.2 Public Forums  
 
3.2.1 Since 2002, the Board has held three to four public forums each calendar 

year.  In May 2017, the Board confirmed that these forums continue as one 
of several means of enabling public engagement. 

 
3.2.2 This year, attendance at the forums has increased. 
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Horo/Otaki 60 20 10 16 14 21 12 300 20 10 8 4 11 10 26 

Manawatu 17 12 3 12 8 3 0 22 6 8 1 4 8 4 * 

Palm Nth 3 5 15 16 10 10 7 11 2 

Tararua 17 12 23 10 13 4 10 5 11 3 3 4 2 2 40 
Total 97 49 51 54 45 38 29 338 39 21 12 12 21 16  

*to be held 
 
3.2.3 For 2018, it is proposed that public forums be scheduled as follows: 
 

Levin 22 May  
Palmerston North 3 July 
Woodville (subject to availability of suitable meeting accommodation.  
Otherwise, Dannevirke.) 

6 November 

 
 
3.3 Venue 
 
3.3.1 All Committee meetings, except Enable New Zealand Governance  Group, be 

held in the Board Room, DHB Offices, Palmerston North.  The ENZGG 
meetings to be held at Enable New Zealand’s new offices in Main Street. 

 
3.3.2 Board meetings to be held in the Board Room, DHB Offices, Palmerston 

North, except for three meetings scheduled to be held in outlying areas, ie 
Woodville (or Dannevirke) and Levin. 

 
 
3.4 Workshops 
 
3.4.1 Wherever practical, workshops for board and committee members have been 

held on board or committee meeting days, with members asked to set aside 
the full day for board meetings.   
 
It is proposed this practice continue and members support for this is sought. 
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4. RECOMMENDATION 
 
It is recommended: 
 
 that the 2018 meeting schedule, as set out below, be approved: 

 
2018 MEETING SCHEDULE FOR MDHB BOARD & ITS COMMITTEES 

FRAC ENZGG QEAC QEAC/HCAC HCAC Board 
10am 1.30pm 9am 10.45am 1.30pm 10am 
30 Jan  7 Feb1 7 Feb1 7 Feb1 27 Feb 
13 Mar 13 Mar 20 Mar 20 Mar 20 Mar 10 Apr 
24 Apr  1 May 1 May 1 May 22 May2 
5 June 5 June 12 June 12 June 12 June 3 July3 
17 July  24 July 24 July 24 July 14 Aug 
28 Aug 28 Aug 4 Sep 4 Sep 4 Sep 25 Sep 
9 Oct  16 Oct 16 Oct 16 Oct 6 Nov4 

20 Nov 20 Nov 27 Nov 27 Nov 27 Nov 18 Dec 
Notes: 
1.  On Wednesday due to Waitangi Day 
2.  To include a public forum in Levin 
3.  To include a public forum in Palmerston North 
4.  To include a public forum in Woodville (or Dannevirke) 

  
 
 
 
 
 
 
 
Kathryn Cook 
Chief Executive Officer 
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Appendix 1 
 

Average Meeting Time 

Board/Committee 2016/17 2015/16 2014/15 2013/14 2012/13 2011/12 2010/11 2009/10 

Board 3hr,15 2hr,50 3hr 3hr 3hr 2hr,23 2hr,30 3hr,20 

HCAC1 2hr,35 2hrs 1hr,45 1hr,45 1hr,45 2hr,5 1hr,10 1hr,30 

DSAC - 1hr,10 1hr 1hr 50min 53min 55min 1hr,10 

ENZGG 1hr,45 1hr,55 1hr,55 1hr,45 1hr,30 1hr,38 1hr,25 1hr,45 

QEAC 3hr,10 2hr,40 3hr,15 2hr,40 2hr,15 2hr,37 2hr,25 2hr,55 

FRAC 2 2hr,45 1hr,30 1hr,20 1hr,10 1hr 1hr,8 1hr 1hr,20 

Funding Audit3 - 
1hr,5 

40min 1hr 40min 44min 40min 45min 

Hospital Audit3 - 1hr,10 1hr 45min 58min 40min 1hr,10 

 
Notes: 
1. From 1 July 2016, included DSAC which previously met separately. 
2. FRAC came into effect 1 January 2016.  Previously, a three-committee audit arrangement was 

in place, with a Group Audit Committee supported by two sub-committees. 
3. Funding and Hospital Audit Sub-Committees met jointly in 2015/16. 
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COPY TO:  CEO’s Office 
MidCentral DHB 

Heretaunga Street, PO Box 2056 
Palmerston North 4440 

 Phone 
Fax 

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

 

 

 
 

For: 

 Decision 

 Endorsement 

X Noting 
  

 

To Board 

Author CEO 

Endorsed by  

Date 15 September 2017 

Subject Board’s Work Programme 

RECOMMENDATION 

• that progress against the 2017/18 work programme be noted. 

 

Strategic Alignment 

This report is aligned to the DHB’s Strategy and key enabler, “Stewardship”.  It 
discusses an aspect of effective governance. 

Glossary 

AGM – Annual General Meeting 

EDN&M – Executive Director, Nursing & Midwifery 

ENZ – Enable New Zealand 

FRAC – Finance, Risk & Audit Committee 

GM Q&I – General Manager, Quality & Innovation 

HCAC – Healthy Communities Advisory Committee 

MDHB – MidCentral  

MoU – Memorandum of Understanding 

PNCC – Palmerston North City Council 

TAS – Central Region’s Technical Advisory Service 

EY – Ernst & Young 

 
  

253



1. PURPOSE 
 
This report updates members on the 2017/18 work programme and subsequently 
scheduled reports. 
 
The report is for the Committee’s consideration and no decision is required. 
 
2. BACKGROUND 
 
Each year the Board establishes a reporting framework for the DHB’s governance 
function.  This purpose of the framework is to ensure the Board and its Committees 
receive the reports they require to enable them to carry out their function 
effectively.  From the framework, work programmes for the Board and each 
committee are developed. 
 
The work programme sets out planned reporting points for routine reports and 
project updates.  When events indicate a significant increase in risk within a 
project, that risk will be reported in an interim update. 
 
The Board is advised of progress against the work programme, including any 
additions or variations to timing, each time it meets. 
 
3. 2017/18 WORK PROGRAMME - BRIEF UPDATES 
 
3.1 Shareholder Interests 
 
Annual general meeting arrangements for the DHB’s three shareholdings – NZ 
Health Partnerships Limited, Allied Laundry Services Limited, and the Central 
Region’s Technical Advisory Service- will take place over coming weeks. 
 
Allied Laundry Services Limited and the Technical Advisory Service will have the 
documentation available for the Board’s consideration at its next meeting.  An 
annual update on these organisations will also be provided at that time. 
 
Details of NZ Health Partnership’s annual general meeting are awaited.  Meantime, 
an update on this entity is provided. 
 
3.2 Strategic Business Case 
 
The strategic business case for the cath lab is not yet available.  The options for 
Ward 21 have been canvassed with the Quality & Excellence Advisory Committee 
and a report on this is provided. 
 
3.3 Consumer Story 
 
Arrangements have been made for a consumer to meet with the Board in 
November to discuss his experience of receiving services from MidCentral DHB. 
 
3.3 Planning 
 
The draft locality plans are expected to be available for the Board’s consideration in 
November. 
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At this time, the DHB Operational Business Plan will be submitted. 
 
A workshop on the Strategic Property Plan is scheduled for 28 November. 
 
4. RECOMMENDATION 
 
It is recommended: 
 

• that progress against the 2017/18 work programme be noted. 

 

 
 
 
 
 
Kathryn Cook 
Chief Executive Officer 
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APPENDIX A –BOARD’S 2017/18 WORK PROGRAMME  

Board of MDHB:  Standing Items Frqncy Jul Aug Sep Nov Dec Feb Apr May Jul Resp 

Strategic & Annual Planning            

• 2017/18 annual plan and budget (final) Annual X         C Johnston 
& N Wanden 

• 2018/19 annual plan, budget & capital plan (draft) Annual       X   C Johnston 
& N Wanden 

• 2018/19 annual plan, budget & capital plan (final) Annual         X C Johnston 
& N Wanden 

• Planning and budget updates 6-weekly 
Jan-Jul 

     X X X X C Johnston 
& N Wanden 

• 2018/19 Regional Service Plan (final) Annual        X  V Ayres 
• Integrated Service Structure and Leadership Arrangements (inc transition 

and implementation plan, resource plan, maturity model) 
6-weekly X X X X X X X X X K Anjaria 

• Business Cases & Project Plans            
o Emergency Department – tender evaluation One-off X         L Horgan 
o Ward 21 – Options Paper (carried forward July to Sep 17) One-off   X       C Nolan 
o Cath Lab Business Case (carried forward July to Sep 17) One-off    X      L Horgan 

Integration & Partnership            

• Consumer Story (minimum of four per year) 4/year X   X  X  X  M Hancock 
• Quality Account Annual    X      M Hancock 
• centralAlliance: board-to-board hui (2018 dates to be determined Nov17) 

: 26 September 2017, 1pm PNth 
: 7 November 2017, 1pm PNth 

6-monthly   X       C Johnston 

• Manawhenua Hauora minutes 6-weekly X X X X X X X X X S Turner 
• Manawhenua Hauora 6-monthly progress reports & annual priorities (Nov) 6-monthly X   X     X S Turner 
• Manawhenua Hauora annual work programme Annual X        X S Turner 
• Manawhenua Hauora 6-monthly huis – 30 October at 11.30am 6-monthly           

Performance Reporting            

• Operational Report 6-weekly X X X X X X X X X K Cook 
• Workforce updates (Organisational Development Plan) 6-monthly    X     X  
• Financial report, including contracts approved as per Delegations 6-weekly X  X  X  X  X N Wanden 
• Business improvement 12-weekly X  X  X  X   S Ambridge 
• Health & Safety 12-weekly  X   X  X  X M Hancock 
• Year End Audit Process Annual X        X N Wanden 
• ENZ annual reporting requirements Annual        X  J Matthews 
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Board of MDHB:  Standing Items Frqncy Jul Aug Sep Nov Dec Feb Apr May Jul Resp 

• 2016/17 Annual Report Annual   X       N Wanden 

Policy & Governance            

• Delegations Annual  X        N Wanden 
• Conflicts of interest, secondary employment, etc (c/f Aug to Sep) 3-yearly   X       A Amoore 
• Code of Conduct and Standing Orders 3-yearly  X        J Matthews 
• DHB Board Members’ training policy 3-yearly  X        J Matthews 
• Election Protocols for Staff & Board Members policy 3-yearly   X       J Matthews 
• Communications Policy 3-yearly       X   J Matthews 
• Terms of Reference – Board Committees 3-yearly       X   J Matthews 
• Review of Governance Arrangements (August 2018 – Bd 15.8.17) One-off          J Matthews 
• CEO’s performance review 6-monthly   X    X   Chair 
• Shareholding in Allied Laundry Services Ltd:  annual update & AGM Annual    X      J Small 
• Shareholding in Health Partnerships Ltd:  annual update & AGM Annual   X X      K Cook 
• Shareholding in TAS: annual update & AGM Annual    X      C Johnston 
*Standard Items due in Out Years:   MoU with Manawhenua Hauora (August 18); Board Members expense policy (July 19); Appointment to Board Committees policy (Feb 
2020); external member appointments 2020-23 term (March 2020) 

 
o  o Other Matters Raised by Board and/ or ELT 
Item Raised Scheduled Responsibility Status 
• Review of car parking fees and times (as part of annual planning process) Board, April 2017 April/May 2018 N Wanden Scheduled 
• Review of overall car parking arrangements at Palmerston North Hospital Board, April 2017 2020 N Wanden Scheduled 
• EY review – cost of review Board, April 2017 July 2017 N Wanden Completed 
• EY review – how findings are to be advanced Board, April 2017 September 2017 N Wanden/K Cook Completed 
• ENZ Strategic Direction and Governance Arrangements Board, Nov 2016 TBA S Ambridge  
• Master site plan – value of investment Board, May 2017 July 2017 N Wanden Completed 
• PNCC-MDHB Board hui arrangements Board, July 2017 22 Nov 2017, 10am J Matthews Scheduled 
• Total performance payment to PHO Board, July 2017 September 2017 C Johnston Completed 
• Reporting benefits for business cases, using ePharmacy as an example Board, July 2017 April 2018 N Wanden  
• Security review Board, July 2017 FRAC, Nov 17 N Wanden  
• Tararua community communication Board, May 2017 Board, July 17 C Johnston Completed 
• Detailed AP financial information Board, July 2017 FRAC, July 2017 N Wanden Completed 
• National Oracle System recommendation Board, Aug 2017 Board, Sep 2017 N Wanden Completed 
• Locality Plans Rpt, Aug 2017 November 2017 C Johnston  
• DHB Operational Business Plan May 2017 November 2018 C Johnston  
• Strategic Property Plan Workshop Aug 2017 28 Nov 2017 N Wanden  
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COPY TO:  Mental Health & Addictions 
MidCentral DHB 

Heretaunga Street,  
PO Box 2056 

Palmerston North 4440 
 Phone 

Fax 
+64 (6) 350 8061 
+64 (6) 355 0616 

 

 

 
 

For: 

x Decision 

 Endorsement 

 Noting 

  
 

To MidCentral District Health Board 

Author Christopher Nolan, Service Director, Mental Health & 
Addiction Services 

Endorsed by Quality and Excellence Advisory Committee 

Date 25 September 2017 

Subject Options Paper – Ward 21 Redesign  

RECOMMENDATION 

It is recommended that the Board: 

• approve the proposed development of a business case for Ward 21 comparing 
the alternatives of Option C “Extend and Refurbish” with Option D “New Build” 
against the Option “A” Counterfactual “Minimal Change”. 

 

Strategic Alignment 

This report is aligned to MDHB strategy, values and the 2016/17 Annual Plan. 

Glossary 

ACT Acute Care Team 
AOD Alcohol & Drug Service 
CAFS Child Adolescent & Family Community Mental Health 
CCDHB Christchurch District Health Board 
CCTV Close Circuit Television 
CMHT Community Mental Health Team 
CREDS Central Region Eating Disorder Service 
DAMHS Director of Area Mental Health Services 
DHBs District Health Boards 
DOMTLA Domicile & Territorial Land Authority 
DSM 1V Diagnostic Statistic Manual   
FYTD Financial Year to Date 
GP General Practitioner 
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HDS Health & Disability Services Standards 
HNB High Needs Beds 
HNU  High Needs Unit 
HVDHB Hutt Valley District Health Board 
MDHB MidCentral District Health Board 
MHAS Mental Health & Addiction Services 
MHU Mental Health Unit 
NGO Non-Government Organisations                 
NOS Not Otherwise Specified 
OST Opioid Substitution 
PHO Public Health Organisation 
QEAC Quality & Excellence Advisory Committee 
QS Quantity Surveyor 
RCA Root Cause Analysis 
WC Water Closets 
WDHB Whanganui District Health Board 

 

 
 
1. PURPOSE 
 
This report is for the Board’s information, discussion, and endorsement.  It 
summarises the external needs assessment and options analysis report on Ward 21 
commissioned by MDHB, and expands on the conclusions made within the report.   
 
2.  BACKGROUND 
 
Work already undertaken to improve facility safety is noted in the Addendum to 
this paper.  In response to the acknowledged need to upgrade the Ward 21 
environment to safely support the delivery of therapeutic care to our consumers, 
an assessment by Ruth Whitehead of ‘The Health Planners’ was commissioned by 
MDHB. The Needs Assessment and Options report is appended in full.  
 
The project’s purpose was to undertake a needs assessment of the physical facilities; 
this is a systematic process for determining and addressing needs or gaps between 
current conditions and desired conditions for the Mental Health and Addictions acute 
and intensive care inpatient environment. This included: 

• Current perceptions of Ward 21 and intention to ameliorate;  
• Current models of care versus potential new models of care; 
• Current facility and identification of space constraints and issues within the 

environment; 
• Collating and documenting information from existing reports; 
• Identification of compliance/non-compliance to health standards; and 
• Options for the facility. 

 
3. OPTIONS CONSIDERED & FINDINGS 
 
The report considered the following four broad options: 

1. Option A, Counterfactual, no or minimal change  
2. Option B, Refurbishment of existing using the same footprint  
3. Option C, Refurbish the existing footprint and add a significant extension 
4. Option D, New build  

 

259



 
 

 
 

The report found that only options C and D had the potential to be feasible. Option 
C could require approximately 1000m2 of additional space. The report identified 
that while work on the models of care has commenced this is still a work in 
progress, and critical to inform the design of modified or new facilities.  
 
The report concludes by answering the following questions: 
 
A. How could the models of care change and what impact would that 

have on the facility? 
Work on the models of care has been commenced, but it is still in progress.   
This includes recent Primary Care Plans and will emphasise out-of-hospital 
prevention, promotion and primary/community approaches consistent with 
contemporary models.  The Mental Health Unit team are currently very 
engaged in this process and have gained some momentum to find solutions to 
the identified issues, both from a ways of working and an environmental 
perspective. There is, however, still much work to be done in the process.  
 

B. What are the volumes of beds required in a new or refurbished Acute 
Mental Health Ward? 
The inpatient unit has remained under consistent pressure of high volume 
referrals over the past three years. However service development work on the 
Acute Care continuum (the range of services which are involved in the 
admission and transfer of care pathway) completed and implemented in 2015 
and 2016 has demonstrated that the volume of demand can be managed.  
 
There is therefore little evidence to indicate that additional inpatient beds 
beyond the currently allocated 26 bed capped volume, would be required in a 
new unit. There are some blockages in the acute care continuum that have 
been identified, which impact on the Ward 21 staff’s ability to transfer 
consumers back out into the community. Additional work on the average 
length of stay specifically targeting consumers that remain on the unit waiting 
for placement in the community may provide some insight to the requirement 
for more community beds. While further development work is required in this 
continuum, particularly with further service alignment and development, the 
recommendation is to remain with the currently allocated 26 beds. 
 
Although the beds per se will not increase, it is clear that seclusion rooms in 
the High Needs Unit should not be combined with consumer bedrooms. 
Therefore an addition in seclusion rooms would be required. This should not 
equate to additional consumers being treated on the unit at any one time, 
however.  
 

C. Could the existing facility be reused and remodelled? 
The existing Ward 21 could be remodelled and reused providing it had a 
substantial extension of approximately 1000m² and the internal layout of the 
Ward was completely redesigned, with modification of the retained footprint.  
 
This would require the following: 

• The bed corridors would require redesign and reshaping. The length of 
the corridors does not facilitate observation of consumers and the 
design of the facility would be more challenging to foster an 
environment of recovery and wellbeing. Retaining the current corridor 
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length would not mitigate many of the associated risks identified in 
the current layout without other changes.  

• Internal core areas would require substantial remodeling to provide 
additional space for consumers and their whanau.  

• Consideration of staff and consumer movement is required when 
reconfiguring any new layout, in order to allow effective coordination 
of care. This would have the effect of reducing the physical isolation 
created by the current environment.  

• The Open Ward area requires additional space to provide for activities, 
lounge areas, additional whānau and family spaces, and more 
appropriate staff support areas.  

• The addition and development of a new HNU, could provide sufficient 
additional space in this area. The relationship between HNU and the 
open ward requires careful consideration to achieve optimal benefit for 
both services.  

 
The quantity of green spaces, outdoor areas and natural light could be harder 
to achieve in the existing ward. The HNU would be rebuilt in its entirety and 
therefore the above comments do not apply to it.  
 
This option excludes the risk of decanting of services while the significant 
internal reconfiguration occurs.  
 

D. If there was to be a new facility, what would be the size of the 
footprint? 
 
The size of the footprint for a new facility has been established at 
approximately 2500 to 2700m² (including external space). This is consistent 
with external independent benchmarking by Destravis as part of the Site 
Master Plan.  

 
4. PROPOSED WAY FORWARD 
 
Work on Models of Care building on recent Primary Care Plans needs to progress 
with priority in conjunction with facility redesign work. 
 
There are two potentially viable facility options: 
 
Option 'C' consisting of re-design/refurbishment components, plus an expansion 
zone of circa 1,000 m2, would be based on the outcome of the needs assessment 
and development of a concept design. 
 
Option ‘D’ can be more readily benchmarked against Mental Health units recently 
constructed at other DHB’s in the North Island consistent with overseas evidence 
and Australasian facility guidelines. 
 
In order to develop a credible business case it is essential that the functionality, 
timeframes and economic implications of both options  ‘C’ and ‘D’ are sufficiently 
understood to enable properly informed decisions.  Whereas Option ‘D’ is readily 
benchmarked, evaluation of Option ‘C’ requires deeper analysis to achieve 
meaningful comparatives. To enable that it is proposed to engage  architectural 
consultants to undertake functional planning and concept design development for 
Option 'C' and in turn establish estimated cost comparisons by a Quantity Surveyor 
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(QS). Project timelines for the two options also need to be developed. In parallel, 
the work on models of care needs to continue as a priority to provide further input 
to design considerations. 
 
The identified information for these two options will enable the preparation of an 
Indicative Business Case for the preferred option to deliver a facility that is 
integrated with, and supports the delivery of appropriate acute/intensive care 
clinical Mental Health programmes and a recommendation to be made to the 
Board. 
 
5. PRESENTATION TO QEAC 
 
The external needs assessment and options analysis report was considered and 
endorsed by the QEAC committee on 05 September.    
 
The Committee supported the need to create an environment which meets the 
needs of consumers and family/whanau, and addresses all the other things that 
were essential in an acute and intensive care unit for therapeutic care.  The 
Committee raised the following matters: 
 
• The importance of providing a culturally appropriate environment was 

emphasised, ie, having an environment suitable for the needs of individual 
groups within the DHB’s population base.  
 

• The Committee endorsed the ‘user group’ process which will support design 
input from stakeholders, including the service Kaumatua, and clinical staff.  
 

• Seclusion rooms need to be separate from bedrooms, which is not currently the 
case.  
 

• The building must be able to accommodate a range of needs, for instance taking 
into account gender differences. The design approach to be used for ‘clustered’ 
space supports flexibility in meeting needs of smaller groups through creating 
separate but not isolated areas and this was noted by the Committee. 

 
6. RECOMMENDATION 
 
It is recommended: 

 
that the Board endorse the proposed development of a business case for 
Ward 21 comparing the alternatives of Option C “Extend and Refurbish” with 
Option D “New Build” and against the Option A counterfactual “Minimal 
Change”. 

 
 
 
 
 
 
Christopher Nolan 
Service Director 
Mental Health & Addiction Services   
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ADDENDUM 
 
FACILITY WORKS COMPLETED (Short Term) 
 
The recommended range of short term facility remedial works, plus additional 
maintenance items, have been addressed following the Mental Health Review 
report 2014.  These are as follows at a cost of circa $177K to date: 
 
• Removal of all coat hooks in male and female wards bathrooms and 

showers 
• Staff toilets all keyed lock access only 
• All disability rails have been removed from showers and bathrooms and 

vinyl walls repaired 
• Most of the door closers have been removed except for the ward entry 

doors that are required for fire purposes 
• All window catches in the male and female wings have been removed and 

replaced with small slide bolts 
• Landscaping and fence between the male and female wards have been 

undertaken to give suitable privacy 
• Decommissioning of the staff toilet in the entrance corridor has been 

undertaken and a store room included 
• Sprinkler heads have been replaced with concealed institution heads and 

all curtain tracks in bathrooms and showers have been removed 
• New linen room beside the store room has been developed and completed 
• All doors within the male and female wings have had the latch handles 

removed and replaced with inserted door pulls and magnetic catches  
• All bedrooms in the open wings have had the walls overlaid with plywood 

and repainted 
• A breakfast bar has been installed in the dining room in the open area 
• Ensuite bathrooms in the HNU have been repaired and/or the flooring wall 

vinyl replaced 
• Installation of Duress alarms – open side and HNU 
• Curtain replacements 
• Swipe card access in HNU 
• Viewing windows in HNU 
• Frosted film on external windows  
• Bathroom door in HNU to be replaced with a new door with a viewing 

window and blind operated from outside the room 
• Further bathrooms and shower/toilets currently having flooring 

replacement 
• Fire hose reel in the male wing being removed 
• The exterior of some of the HNU doors to be repainted 
• A new Sensory Room under consideration between the male and female 

wings 
• A recent external clinical assessment of care regarding an adverse event 

has strongly recommended some further improvements, such as 
replacement of all hospital beds and we are expediting quotes for this 
additional work. 

 
During the development of longer term options we will take the opportunity for 
“fresh eyes” to scan the Ward 21 environment for less obvious safety deficiencies 
which may not have stood out in the 2014 review. 
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1. Executive Summary 
This report is a needs assessment: a systematic process for determining and addressing needs or gaps 
between current conditions and desired conditions. This work has been undertaken in conjunction with 
the project team, clinicians and key stakeholders for the Mental Health Unit at MidCentral District 
Health Board. The report includes an outline of the Acute Care Continuum, services delivered currently, 
baseline data about utilisation of each component of the continuum, throughput, and an estimate of 
future need as the population grows and services change. Based on exploring past utilisation figures, it is 
unlikely that additional beds will be required on Ward 21 in the near future. The utilisation has been 
relatively stable over the past three years.  
 
Whilst the scope and purpose of this report is focused on the Acute Care Continuum, for completeness, 
the entire Mental Health Continuum has been included. This is because it is recognised that work on the 
wider continuum has the potential to impact on the inpatient unit and the volume of consumers who 
are managed within it. The continuum of care has identified areas that restrict the flow of consumers 
both in and out of the unit. These blocks have been identified in the Project Scope and Purpose below. 
 
Ward 21 provides inpatient care 24 hours a day for individuals in acute psychiatric distress who are 18 
years of age and older and at risk of harm to self or others. At times it also provides short-term care for 
consumers under the age of 18 until a more suitable setting can be arranged. Ward 21 currently has 20 
beds in the Open Ward and six beds in the High Needs Unit (HNU). It also provides one bedroom for 
family/ whānau, a courtroom facility and an Administration office for the Director of Area Mental Health 
Services (DAMHS).  
 
The consumer’s journey has been identified and programs offered to assist in recovery to ensure timely 
reintegration into the community. This section includes Consumer Engagement, Co-design and Kaupapa 
Māori services.  
 
This report identifies issues with the current environment on Ward 21, the drivers for change with 
empirical evidence, and the perceptions received from consumers, whānau and personnel. 
Overwhelmingly the evidence suggests that the current environment is not fit for its intended purpose. 
The architectural design of the existing Open Ward does not facilitate observation of consumers, nor 
foster an environment of recovery and wellbeing. The impression of the unit is cold, hard, sterile, 
institutional and lacking in any homelike aspects. The HNU uses bedrooms as seclusion rooms, has poor 
soundproofing and lighting, the courtyard is too small and in all areas the consumers are divided by 
corridor access to other spaces.  
 
Four options have been explored to address the issues of the environment:  

Option A, Counterfactual - this option has been excluded as there is overwhelming evidence that the 
current unit is not fit for purpose and therefore something has to change. 
 
Option B, Refurbishment of existing using the same footprint - the current footprint of MHAS ward is 
1340m². Benchmarking comparing the units at Bay of Plenty, Whanganui and Hawke’s Bay against the 
MDHB ward demonstrates that the ratio of bed to square metre area is 82m2, 100m2 and 83m2 
respectively. The Mental Health and Addictions unit at MDHB ratio is 51m². The available area is not 
sufficiently large to accommodate existing bed numbers and support areas. Therefore this option has 
been excluded.  
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Option C, Refurbish the existing footprint and add a significant extension - benchmarking suggests that 
the refurbished facility would require approximately 1000m² of additional footprint and significant 
changes to the existing building. A test to fit/ feasibility has been undertaken. The intention of this piece 
of work was to provoke discussion and to see if the existing facility could be remodelled to meet current 
models of care. Preliminary discussions suggest that this could provide some improvements however, 
the Open Ward it is unlikely to meet the current philosophies of care. The High Needs Unit would be 
redeveloped completely and therefore does not fit into the same category.  
 
From a costing perspective it may be equivalent to a substantial portion of the cost of a new build as the 
central core reconfiguration would be significant. Should this be a preferred option significant additional 
consultation would be required to develop a preferred layout. There may also be significant issues in 
decanting and undertaking this work in a unit that must remain open for business as usual.  
 
This option requires additional architectural work to determine what benefits and compromises would 
have to be made in reusing this facility.   
 
Option D, New build - there has been no work undertaken on a new build option other than to develop 
a draft schedule of accommodation, which is suggesting that the footprint would be approximately 
2500m² to 2700m². This footprint has been aligned and benchmarked with the master planning that is 
being undertaken by Destravis. Possible locations have been identified.  
 
The approach to creating a new Mental Health Unit, either as a new facility or an extension and 
refurbishment of the existing facility offers opportunities to change the ways of working/ models of 
care. These high level philosophies of models of care have been based on ten fundamental components 
of recovery. This overarching philosophy offers six principles with which to guide this work. These 
concepts would wrap around a new built environment based on concepts of recovery, the least possible 
restrictive care and connectedness with other parts of the service continuum. In the recovery-orientated 
treatment culture emphasis is placed on autonomy, hope, culture, and individual potential and 
reintegration into the community. These principles are essential to local needs, but have been 
referenced to the Department of Veteran Affairs1 facility specifications.  
 
It is pertinent to note that during the course of this report being prepared significant events occurred 
within the ward. The impact of these events on staff was significant and their ability to explore different 
models of care was restricted by it. The safety of consumers became their primary focus. Determining 
the models of care is currently in progress, and from this work they are trying to drive the change in 
culture, clinical practice and this needs to happen in conjunction with environmental change. A formal 
change management process will be required.  
 
The proposed way forward is to undertake a Concept Design on Option C to be costed to compare 
against indicative benchmark costs for an Option D. In addition, continue work on the models of care to 
ensure that whichever environmental solution is chosen, the building wraps around, facilitates and 
enables the preferred models to be undertaken.  
 

                                                           
1 Department of Veteran Affairs, Office of Construction and Facilities Management. 2010: Revision 08.01.2014. 
Mental Health Facilities.  
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2. Introduction 
MidCentral District Health Board (MDHB) commissioned an external review of the Mental Health and 
Addiction Services at the DHB following two serious adverse events in 2014. There was concern within 
the DHB that these events may reflect underlying problems within the service.  
 
The purpose of the external review was to explore the broader context of the service, in particular the 
culture, models of care and related issues. The individual events were investigated using a root cause 
analysis (RCA).  
 
In 2014 staff from Waitemata District Health Board (WDHB) undertook a review and suggested that 
there were opportunities for improvement within the MDHB facility. These proposed changes included: 

• Clear articulation of the vision and values of the service;  

• Clear lines and delegation of authority and accountability;  

• Enhancement of service culture to empower staff and consumers, promote change and 
strengthen standards of care;  

• Clinical leadership, and personnel development;  

• Enhancement of transparency and consumer engagement in quality and safety processes; 

• Improvement of the Ward 21 facilities and changing how the facilities are used to reduce 
overcrowding, enhance the therapeutic media, and improve safety of staff and consumers; and  

• Changes to the culture were required to facilitate learning, innovation, quality improvement, 
and active consumer engagement.  

Several other reports, which have been undertaken since 2014, suggest at a high level the following:  

• That there were issues with the built environment on Ward 21, and it does not meet current 
models of care and is not consumer focused; 

• Ward 21 was commissioned in 2000 and is due for a significant refurbishment; 

• Consumer activities areas are disbursed and insufficient; 

• Visibility within the unit is limited; and  

• The High Needs area is stark and unfriendly, and not considered conducive to rehabilitation and 
recovery; 

• Overcrowding of the current environment. 

In order to address the above issues, the specialist Mental Health and Addictions Service (MHAS) has 
embarked on a five-year development plan starting with implementing recommendations arising from 
the external review of the MHAS. This project is part of a transformational change project. A core goal of 
service development is about strengthening the continuum of care across all services and intersectoral 
coordination, and to explore the current ways of working/ model of care across the ‘Acute Care 
Continuum’. The Acute Care Continuum involves a number of key and closely linked services. The 
services range from support for independent living, to acute inpatient and regional or tertiary inpatient 
type settings, such as Forensic inpatient units. 
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Project Scope and Purpose 
The scope of this project is restricted to the Mental Health Acute Inpatient Unit and High Needs Unit of 
Ward 21 and the Acute Care Continuum. Defining the Acute Care Continuum and estimating the 
utilisation of each service component informs the level of need.  
 
Whilst this document focuses on the Acute Care Continuum, the entire continuum of care has been 
included in the document for completeness. It is recognised that work on the wider continuum has the 
potential to impact on the inpatient unit and the volume of consumers who are managed within it. The 
continuum of care has identified areas that restrict the flow of consumers in and out of the unit. Whilst 
this project is not intended to resolve the issues, it is useful to note them in the wider context of a 
change management process.  
 
The issues identified are recorded below: 

• Lack of or limited respite care within the community; 

• The ability to find suitable accommodation for long-term, complex consumers in the 
community; 

• It would be useful to continue to gather information from the MHAS to quantify the number of 
consumers who remain within the facility waiting for residential care and the number of days 
this equates to, along with their length of stay. 

 
The project’s purpose is to undertake a needs assessment; this is a systematic process for determining 
and addressing needs or gaps between current conditions and desired conditions for Mental Health and 
Addictions acute and intensive care inpatient environment. 
 
This includes: 

• Current perceptions of Ward 21 and vision to ameliorate it;  
• Current models of care versus new models of care; 
• Current facility and identification of space constraints and issues within the environment; 
• Collating and documenting information from existing reports; 
• Identification of compliance/ non-compliance to health standards; 
• Options for the facility: 

o Do nothing 
o Reconfigure the existing unit 
o Reconfigure and expand the existing unit; 
o Construct a new facility.  

 
Discussions regarding models of care and perceptions of Ward 21 have been undertaken from the 
perspective of consumers, family/ whānau, wider community team nursing, medical, Allied Health, 
Kaupapa Māori and the executive leadership team of the Mental Health Service.   
 
A schedule of accommodation has been undertaken to document current areas; this has been done on a 
room-by-room basis and compared against the Australasian Health Facility Guidelines to demonstrate 
areas of space deficiency or excess. A second schedule of accommodation has been developed to 
determine the gross floor area that would be required should this be a new development; however, 
both options are considered.  
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From a documentation/ report perspective, high-level information from existing reports has been 
included in this document. Information gathered from the reports has focused particularly on models of 
care and facilities aspects. Some of the reports, such as the Health and Disability Sector Standards Audits 
and Ombudsman’s report, have highlighted some of the concerns or non-compliance issues within the 
existing facility.  
 
The last part of this report explores the four options of do nothing, reconfiguration of the existing unit 
on the current footprint, reconfiguration of the existing unit with a significantly expanded footprint, and 
construction of a new facility. Should the existing facility continue to be used, what configuration and 
adaptations would need to occur to meet proposed models of care and current health facility guidelines 
recommendations, and should a new facility be required, what space requirements would it have?  

3. Service Overview 

Role and Function of Ward 21, an Acute Care Mental Health Inpatient Unit 
Ward 21 provides inpatient care 24 hours a day for individuals in acute psychiatric distress, who are 18 
years of age and older and experiencing acute psychiatric symptoms and/ or who are at risk of harm to 
self or others. At times it also provides short-term care for consumers under 18 years of age until a more 
suitable setting of care can be arranged.  
 
The core of the acute care programme is a mental health multidisciplinary approach involving a team 
made up of consultant psychiatrists, registered nurses, psychologists, social workers, co-existing 
disorders practitioners, occupational therapists, cultural support workers and peer support workers.  
 
This service, which is offered for the MidCentral DHB area, treats a range of individuals in acute distress 
or psychiatric crisis with the aim of controlling symptoms and restoring consumers’ ability to function. 
Key means of treatment include pharmacological treatment, personal skill and knowledge building, and 
supportive, consumer-focused discharge planning.  
 
The principles guiding inpatient care include a commitment to providing care in the least restrictive 
manner, care that is clinically driven based on comprehensive assessment, that consumers’ family and 
whānau are also able to access support, and that care for the consumer is recovery-focused. 

Ward Capacity and Configuration 
Ward 21 was commissioned in 2000 and is the current MidCentral District Health Board inpatient facility 
for Mental Health and Addiction Services (MHAS). The occupancy capacity of Ward 21 is based on 24 
resourced beds though this can flex to 26 capped beds if required; however, at times the pressure on 
beds can mean that occupancy exceeds 26 and occasionally there can be up to 30 consumers on the 
unit. Managing these fluctuations in demand presents a particular challenge for the clinical team and 
service leadership. Over the last two years there has been significant work undertaken to minimise 
overcrowding on the unit. Currently, with the occasional exception, the facility is managing within its 24 
funded beds. 
 
The ward currently has two bedroom wings, one male and one female, and contains the following 
services: 

• High Needs Unit  (HNU), three of which are used for seclusion 
• 18 Mental Health beds 
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o Female x 10  
o Male x 8  
o 2 flex beds for male/ female 
o 1 family/ whānau room 

• Courtroom facility and administration facilities for Director of Area Mental Health Services 
(DAMHS).  

Admission Criteria and Referral Process 
Consumers can be admitted to Ward 21 through the on-call psychiatrist, usually in liaison with the Acute 
Care Team, the consumer’s key worker or through the hospital consult liaison service. Patients are 
either admitted informally, meaning that they are receiving treatment of their own free will, or are 
placed under the Mental Health (Compulsory Assessment and Treatment) Act 1992 (Mental Health Act), 
though this can change during the time of their stay in the ward. 
 
Within Ward 21 there are two separate areas of care: the ‘Open Side’ part of the ward, which is the 
preferred option wherever possible; and the ‘High Needs Unit’, which is provided for consumers with 
severe mental health symptoms, particularly if this involves risk to themselves or others.  
 
The High Needs Unit offers more intensive nursing, and is only for people under the Mental Health Act, a 
low stimulus environment, or where prompt transfer to an acute ward is a priority so that they can be 
appropriately assessed. The inpatient unit is open 24 hours a day, seven days a week.  
 
Information about access to an after-hours Healthline telephone service is available on brochures and 
the website. The first point of contact for urgent calls is to the Healthline and the after-hours Acute Care 
Team, supported by a medical on-call roster that provides crisis services.  
 
The crisis service coordinates admission to the inpatient unit following assessment of risk and need for 
services. Community teams admit to the inpatient unit through the community consultant psychiatrist 
and liaise with the inpatient medical and nursing staff to coordinate the admission process.  
 
During the day existing consumers are encouraged to contact their key worker for help and support. Any 
new consumers go through to the Acute Care Team. After 4:30pm each day through until 8am the 
following day, the Acute Care Team takes and triages all calls. 
 
The system of contact to Community Services during the day, and the Healthline and crisis service which 
covers after-hours contact is as follows. These services determine admission from the community 
setting and the inpatient unit does not decline admissions. There is evidence of flexible admission 
criteria, and admission of younger and older persons in order to ensure access to inpatient services. The 
inpatient unit does not reassess for appropriateness of referral, and the inpatient unit does not decline 
any admissions. If upon arrival the consumer is not deemed to be suitable for placement in the unit, the 
unit will refer the consumer to another service.  
 
The Mental Health service has a standard for the documentation of assessments. Initial assessments 
must be undertaken within eight hours of admission and an initial care plan within 24 hours. The 
assessment process includes a risk assessment, references both historical (previous service contact and 
risk assessment) and current relevant information, and information provided by family/ whānau is 
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recorded. A physical assessment is undertaken as well as a psychiatric assessment. Dietary requirements 
are assessed and managed accordingly.  
 
 

The Consumer Journey 
Typically the consumer’s experience in Ward 21 can be characterized by different phases, though this 
can vary according to the consumer’s individual needs.  
 
This begins with admission or transfer into the ward that can vary from presenting through the main 
entrance, usually in the care of their key worker or member of the Acute Care Team. At the other end of 
the spectrum, however, because of acute distress, they may arrive in police custody and be transferred 
directly into the High Needs Unit. Once in the ward an initial assessment is done by the doctor and 
registered nurse, which informs the multidisciplinary plan care and treatment goals.  
 
Day-to-day care on the ward is determined by the assessed needs, preferences and capability of the 
consumer. Generally it involves direct care by an allocated registered nurse with a range of others 
involved to support them in meeting their treatment goals. This can include the social workers, 
psychologist, doctor, Māori support worker and occupational therapists. All consumers will be under the 
care of a designated psychiatrist with whom they will have a regular review. There is also opportunity 
for involvement in therapeutic activities offered through the occupational therapy led activity 
programme.  
 
Discharge planning and transfer of care, ideally to the consumer’s home setting, is initiated early in their 
stay and will typically involve the social worker in the context of a family/ whānau meeting to plan for 
discharge. If the consumer has a Mental Health service key worker they will also be involved, particularly 
through input into the multidisciplinary decision-making and family/ whānau meetings. 

Other Programmes Offered 
Alongside the 24 hour service provided by registered nurses and medical staff, the following input is 
provided to the acute and intensive care clinical programmes of treatment: 

• Occupational Therapy 
• Social Work 
• Consumer Advisor 
• Family Advisor 
• Psychology 
• Cultural Advisor and Kaumatua 
• Spiritual Care team 
• Pae Ora Māori Health Services 
• Service Coordination 
• Peer support through two local NGOs 
• Family Advisor support 
• Regional Forensic Service 
• Regional Co existing Conditions service 
• Listening service through the Chaplains 
• Access to the District Inspector if the consumer is under the Mental Health Act. 
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Mental Health and Addictions Service Related Policies 
MDHB 1513 Admissions to Mental Health Services Inpatient Unit 
MDHB 6431 Multidisciplinary Team Case Review Policy 
MDHB 248 Integrated Treatment Planning  
MDHB 1080 Involvement and Participation of Consumers/ Tanga Whaiora/ Family / Whānau 
MDHB 255 Risk Assessment 
MDHB 262 Observation and Environmental Monitoring - Ward 21 
MDHB 242 Discharge Planning. 

 

Co-design and Consumer Engagement 
It is anticipated that any change to the existing Ward 21, whether this is a significant refurbishment or 
rebuild, would be undertaken using a co-design process. Co-design has its roots in the participatory 
design techniques developed in Scandinavia in the 1970s. This process enables a fundamental change 
to the traditional designer/ client relationship, enabling a wide range of people to make creative 
contributions in the formulation and solution for the new design. This process recognises that its users 
are ‘experts’ of their own experience and therefore they become central to the design process.  
 
The MHAS consumer and family/ whānau advisors provide active input to the MHAS, and links with 
NGO providers and agencies. They articulate the consumer and family/ whānau ‘voice’ into all 
development within the MHAS. Both roles work with consumer and family groups. A group for 
consumers has been established by the MHAS consumer advisor - this is an e-group meeting and works 
in an advisory capacity for MDHB. Public forums held quarterly, open to service users, families and 
whānau.  
 
The consumer advisors work in collaboration with the non-government organisations (NGOs) who offer 
peer support across the region: Mana o te Tangata (Palmerston North and Levin), Manawatu 
Supporting Families (Dannevirke, Palmerston North and Levin), Rangitane o Tamaki Nui a Rua 
(Dannevirke and Pahiatua), Raukawa Whānau Ora (Feilding, Otaki and Levin), Youth One Stop Shop 
(Palmerston North and Levin). 
 
The consumer advisors are actively engaged with consumers on Ward 21, and this role continues 
following discharge into the community. The service also engages with community teams via the key 
care worker.  
 
The consumer advisors have also been instrumental in the development of the ‘Unison’ collective. This 
has developed the ‘One Team Network’ Service Map and Directory, which has been undertaken with 
representation across the continuum of care. This includes the broader continuum such as Primary 
Care, Public Health, Corrections, NZ Police, Housing, Ministry of Vulnerable Children Oranga Tamariki, 
and Social Services through this forum. 

Kaupapa Māori Initiatives and Support – Ward 21 
The unmet needs of Māori with poor mental health are well-documented in literature. Statistics 
indicate that Māori experience the highest prevalence of serious mental disorders among all ethnic 
groups in New Zealand (Baxter, Kokaua, Wells, McGee & Oakley Browne, 2006a). According to the 
Ministry of Health (2014), Māori carry a disproportionately large burden of psychological distress, 
mood disorders, anxiety disorders, bipolar disorder and depression. Durie (2001) suggests that the 
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establishment of new public health measures and interventions specifically targeting Māori mental 
health is necessary to improve the current outlook2.  
 
Kaupapa Māori principles are woven within the fabric of Ward 21. The following are some examples of 
the services delivered.  

Kaumatua/ Cultural Advisor – Oranga Hinengaro 
• Karakia Rangimarie (Prayer and Song) 

Whānau Meetings 
• Attends meetings with Tangata whaiora and Whānau (alongside Oranga Hinengaro staff). 

Cultural Support and Cultural Advisor 
• Tangata whaiora, whānau and Ward staff. These are one-on-one meetings Tangata whaiora, 

whānau and staff members. 
• Roopu (group) support (whānau, OTs, Ward Team). 

Manaakitanga (Tautoko/ Supports) Māori Chaplain 
• Whakawatea (Ward Blessings) 
• Karakia and Waiata (Prayer and Song). 

Māori Chaplain 
• Tamati Pewhairangi (Anglican Minister) 
• Wairuatanga Tohunga (Spiritual Specialist) 
• Karakia, Whakawatea (Blessing of Ward) 
• Karakia Rangimarie (supports Monday karakia and waiata with Kaumatua/ Cultural Advisor 

Oranga Hinengaro) 
• One-on-one tautoko (support) of Tangata whaiora and/ or whānau 
• Spiritual advice and support (individual, whānau, individual staff member, team. 

Pae Ora Team 
• Manaakitanga and Tautoko (support for Tangata whaiora and/or whānau, inclusive of Ward 

team 
• Tautoko Whakawatea and staff debriefs following serious and adverse events (Support Ward 

Blessings and Ward Staff Debriefs) 
• Attend requests from ward for cultural support on days that Kaumatua/ Cultural Advisor Oranga 

Hinengaro is not available and/ or on leave 
• This team always supports cultural initiatives on Ward 21. 

Family and Whānau Advisor (Mental Health and Addiction Services) 
• As above 
• Tautoko (support) cultural initiatives on the ward when available. 

                                                           
2 Kaupapa Māori Model of Psychological Therapy and Mental Health Services, 2016. A literature review.  
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Cultural Crafts 
• Luciana Maru-Hill has a weekly session (Monday mornings) on harakeke (weaving), poi making 

and cultural crafts alongside the Occupational Therapists. This is a one-hour session and is held 
either in the OT activity room and/ or the dining area. 

4. The Continuum of Care 
The continuum of care spectrum encompasses health promotion, prevention, treatment and recovery. 
In Mental Health services this is not a linear process, but rather consumers move across the spectrum at 
different times. The MHAS cares for consumers when they are at their most vulnerable and, therefore, 
the way in which these consumers are managed and the environment impacts significantly on their 
recovery. The continuum is heavily linked with other intersectoral agencies such as Work and Income, 
housing, employment, education, the police and justice system. The justice system implements 
compulsory treatment orders and corrections, and is the agency responsible for court systems and 
follow up and support for offenders.  

 
3 The Mental Health Continuum Model, Canada.  

Community Mental Health Teams  
The MDHB Specialist Community Mental Health teams are comprised of MDHB providers, with links to 
non-government organisations and primary health organisations that provide Mental Health and 
Addiction Services in the district. These teams use a multidisciplinary team approach that may consist of 
psychiatrists, psychologists, social workers, advanced practice nurses, nurse practitioners, registered 
nurses, enrolled nurses, dieticians, chaplains, physiotherapy, occupational therapy, Needs Assessment 

                                                           
3 https://www.canada.ca/content/dam/canada/tbs-sct/migration/psm-fpfm/ve/dee/dmi-igi/fun-
fon/images/image009-eng.jpg 
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Service Coordinator, and healthcare assistants depending on which is the most appropriate for that 
particular consumer.  
 
The Mental Health and Addiction Services (MHAS) Community Mental Health and Addiction Teams are: 

• Acute Care Team (ACT); 
• Palmerston North Community Mental Health Team, Perinatal Services 
• Feilding Community Mental Health Team (Manawatu District); 
• Tararua Community Mental Health Team – Dannevirke; 
• Pahiatua Community Mental Health Team; 
• Horowhenua Community Mental Health Team; 
• Older Adult Specialist Community Mental Health Team; 
• Oranga Hinengaro (Māori Mental Health Team), includes Pasifika Mental Health; 
• Alcohol and Drug Service (AOD); 
• Opioid Substitution Treatment (OST) Team; 
• Early Intervention Team; 
• Intensive Treatment and Rehabilitation Team; and 
• Child Adolescent and Family Community Mental Health (CAFS). 

Service Components 

Health Promotion and Education 
Health Promotion and Education aims to improve population health through targeted projects and 
programmes, using such platforms as the New Zealand Suicide Prevention Strategy 2017-2020. 
Initiatives include education and training, and resource and policy development. Marketing, publicity 
and advertising campaigns also support the promotion of positive mental health and addictions 
messages. 

Pre-Mental Health and Addictions Services 
Pre-Mental Health and Addictions Services refers to a large number of organisations that care for 
consumers in a non-mental health setting. This could include general practice, disability support 
services, or whānau ora providers. These organisations play a key role in identifying factors for 
consumer (un)wellness and are involved in overall consumer wellbeing. 

Primary Mental Health 
Primary Mental Health consists of GP Mental Health Services and Mental Health-specific NGO and Iwi 
Health Providers. Primary Mental Health provides care to consumers with mild-moderate mental health 
needs. Consumers could be referred to these services as need is increasing (from GP/ NGO), or 
decreasing (from secondary services).  

Community Mental Health 
Community Mental Health refers to specialist secondary services that provide care in a community 
setting to consumers with moderate-severe mental health needs. Consumers can be referred from 
Primary Mental Health services as acuity increases; or from crisis, consult and liaison, and inpatient 
services as acuity decreases. Consumers whose needs increase and require further care will remain 
under the care of a Community Mental Health service as well. 
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Crisis 
Crisis services respond to consumers who have immediate high needs. Immediate crisis care is for short 
time periods and the intent is for crisis services to undertake an assessment and refer the consumer to 
the most appropriate place for care. Consumers and family/ whānau may self-refer to crisis services, or 
referral can be through other means. Additionally, crisis care can consist of short-term respite at a 
dedicated facility. This is for consumers who are unable to cope in their home environment, but do not 
require inpatient admission. The Mental Health Needs Assessor/ Service Coordinator makes 
arrangements for consumers requiring crisis respite. 

Consult and Liaison 
The Consult and Liaison service is designed to provide advice to health professionals and carers. This 
service does not take individual consumers; however, they play a key role in the assessment and care of 
those with mental health needs. 

Local Acute Inpatient 
The local acute inpatient service for adults is Ward 21; a 26-bed ward comprising of a 20-bed Open 
Ward and 6-bed High Needs Unit. This service is for consumers who are acutely unwell and require 
specialist treatment not available in the community setting. The intent of the ward is for admissions to 
be as short as possible. 

Regional Services 
The regional services for adults are intended to provide care to consumers with specialist needs that 
cannot be provided by the local acute inpatient environment. This includes forensic mental health, 
alcohol/ drug rehabilitation, personality disorders, and eating disorders.  
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The Acute Care Continuum 
The Acute Care Continuum for MDHB has been mapped and included for completeness.  
 

Capable 
Community 

Building Resilience 

 
Access to 

Integrated 
Primary Care 

 

 
Assesment and 

Early Intervention  
 

Integrated 
Recovery Plan 

Care Coordination  
– Care 

Interventions 

Ongoing 
Monitoring & 

Adaptation of Plan 

Recovery - 
Capable 

Community 

• Establishing and 
screening 
protection 
pathways for high 
risk populations. 

 
• Engaging person 

and their whānau 
through listening, 
understanding and 
respecting cultural 
differences and 
potential protective 
factors.  

  

• Enhanced 
community and 
primary sectors 
providing brief 
interventions 
(feedback, advice, 
and linkage). 

 
• Empowered and 

skilled primary 
care providers, 
supported by 
experts in Mental 
Health. 

 
• Involvement of 

community and 
primary linkages. 

 

• Initial focus on 
engagement, 
safety and 
prevention. 
 

• Assessment is 
inclusive of the 
family/ whānau 
voice. 
 

• Comprehensive 
assessment and 
integrated brief 
planning and 
intervention by 
guided complexity. 

 
• Advice and 

education provided 
to family/ whānau 
and carers. 

 
• Psychosocial 

support and carer 
respite for carers 
and families. 

 
• Cultural 

assessment is 
inclusive of a 
wairua perspective. 

• Maximised 
intersectoral and 
multidisciplinary 
function. 

 
• Access to a key 

worker or case 
manager will 
ensure treatment 
integration and 
follow up. 
 

• Valuing the 
contribution of 
whakapapa and 
cultural narratives 
as healing 
processes through 
generations. 

 

• Best practice 
interventions. 

 
• Access to 

functional and 
therapeutic 
programmes 
including evidence 
based Tikanga 
Māori approached 
to recovery. 

 
• Integrated practice 

is guided by the 
person’s integrated 
wellbeing plan. 

 
• Movement 

through the 
journey of care will 
be a negotiated 
and guided 
process. 

 
• Reaffirming the 

ability and capacity 
of whānau to 
engage and provide 
support. 

 

• Enhanced 
monitoring to 
ensure relapse 
prevention is in 
place. 

 
• Opportunities to 

include carers, 
NGO, and other 
community 
supports into the 
review of plans and 
transition points 
through the 
journey of care. 

 
• Asking a person and 

whānau whether 
the outcome of 
manaakitanga has 
been achieved for 
them. 

 

• Actively linking to 
opportunities and 
naturally occuring 
support systems. 
 

• Evaluation of 
social inclusion 
and quality of life. 

 
• Identifying the 

needs of whānau 
and carer ensuring 
access to support 
and respite for the 
consumer. 
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Continuum Description 
The following table provides a description of the continuum, with the volume of consumers who are treated per annum as a percentage of the 
total population.  
 
Intersectoral 
Agencies 

Health 
Promotion & 
Education 

Primary Mental 
Health 

Community Mental 
Health 

Crisis Consult & 
Liaison  

Local Acute 
Inpatient 

Regional Services  

Justice  
Police  
Oranga Tamariki 
MSD  
Work and 
Income 
Housing NZ  
 

PHO 
Public Health 
NGO Health 
Promotion  
 
 

GP & Primary MH 
Practitioners 
 
 
Healthline 
 
 

Community Mental 
Health Teams 
 
NGO Providers 
 
 
NGO Supported 
Accommodation 
98 places at any 
time  
 

Acute Care 
Team 
 
Crisis Respite:  
6 beds 
available 
 
Mental Health 
Crisis Phone 
Line 

MHAS Consult 
& Liaison 
Service 

Ward 21 
 
26 beds 
 

Regional Personality 
Disorder  
 
Central Region Eating 
Disorders  
 
Forensic unit 
 
Alcohol and other 
Drug Regional  

Consumer 
support services 

Anti stigma 
Consumer 
support services  

Receiving care from 
GP consultations, 
shared care, brief 
interventions & 
packages of care  

Engaged in a 
Community Mental 
Health team, with 
regular review and 
follow up. 

Short Term 
Crisis respite  

Brief advice & 
consultation 
into hospital 
based care 

Admission to Ward 
for acute mental 
health needs  

Regional specialist 
care based on specific 
needs 

Prevalence 
based estimates 
of need/ access 

 8% Mild 
10-12% moderate - 
severe  
Primary care:  
12,000 / 12.6% 

CMHTs  - severe 
2850 / 3.0% 
 

  No estimated of 
access rates per 
population 

5% of consumers 
requiring inpatient 
care 

Actual rates   
@5,000 

CMHTs  
4982 / 5.2% 
 

Acute Care 
Team: 2500 
contacts / 
2.6% 
 

 700/ 0.7% 
* the admission 
rate is 
approximately 30% 
too high for this 
population based 
on benchmarked 
figures 
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The Acute Care Continuum model of care comprises well-defined service components that are linked 
to form a continuum of care. Expectations of service programmes are also defined, for instance 
assessment and early intervention as well as integrated service plans, combined with established 
principles of care. The model is informed by monitoring access levels at each point of service delivery 
across the continuum, but this is a work in progress.  
 
The model defines the acute continuum and expected activity at each level of care. It outlines the 
connected nature of the services that form the continuum for this level of need.  
 
The MHAS has access to a number of services in the wider region. These have been indicated below: 
 

Provider Location Capacity MidCentral DHB 
Access 

Nova Trust – Chronic AOD over 20 
under the AOD Act 

Christchurch 11 Up to 2 beds 

Odyssey Trust, Residential Alcohol 
and Drug Service, includes gambling 

Auckland  Up to 2 beds 

Regional Medical Detoxification 
Medical detox complicated history of 
withdrawal 

Wellington 4 0 

Regional Rehabilitation and Extended 
Care  
Mental Health Complex needs 

Porirua  65 2 beds 

Spring Hill – intensive 8-week 
programme over 18 years (Alcohol) 

Napier 9 Up to 2 beds 

Te Waireka – Youth aged 14-19 years Otane, Hawkes Bay 13 Up to 2.5 beds 

The Salvation Army – residential and 
day programme, includes 
Methamphetamine Social Detox 

Wellington  Up to 4 beds 

 
Provider Capital & Coast DHB - Rangatahi Unit 

Location  Ratonga rua o Porirua  

Main target group Youth 12-17 years who require acute mental health inpatient treatment.  

Brief description  The Rangatahi Unit is a 13-bed acute mental health unit that provides a service 
for adolescents aged between 12-17 years of age who have a serious mental 
health disorder (as defined in the DSM 1V). 
• The young person will be requiring intensive treatment, investigation or 

observation (24 hours per day) that cannot safely or adequately be provided 
in a community setting. 

• Discharge planning and a collaborative approach between the young 
person, Rangatahi unit, family/ whānau and the referring DHB form an 
important part of the approach. 
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Provider Hutt Valley DHB – Central Region Eating Disorder Service (CREDS) 

Location  Johnsonville, Wellington 
(Residential service address is not made public, but is available to referrers as 
appropriate.) 

Main target group Consumers with an eating disorder as per DSM IV:  
• Bulimia Nervosa. 
• Anorexia Nervosa and eating disorder not otherwise specified (NOS). 

Service coverage  All Central Region DHBs. 

Brief description CREDS is a regional provider of the following eating disorder services: 
• Consultation/ liaison/ assessment/ treatment planning to Central Region 

DHB mental health and general medical and paediatric services for all age 
groups. 

• Education to all Central Region DHB staff and community organisations as 
appropriate. 

• Residential service provision for consumers >16 years for all Central Region 
DHBs. 

• Liaison and treatment for consumers <18 years within paediatric services at 
HVDHB and CCDHB. Day programme and out consumer services for 
consumers within the HVDHB and CCDHB service area. 

 
The Acute Care Continuum is a small part of the overall mental health continuum and the population 
who are in contact with Mental Health Services. These consumers, however, are some of the most 
vulnerable, and present with high levels of acuity and its associated risk and distress. Therefore 
providing an acute care setting that promotes safety, independence, and a recovery-focused model 
of care has the potential to enhance outcomes and reduce lengths of stay within Ward 21.  

5. Volumes and Occupancy in Ward 21 

Occupancy Dashboards 
The following graph shows the average occupancy levels in Ward 21. The external review in 2014 
had highlighted that there were issues with overcrowding within the ward. From August 2015 to 
February 2016 the occupancy rate of approximately 24 beds was maintained. Post February 2016 a 
significant improvement in occupancy was demonstrated. This was due to changes in process and 
the focus on the number of consumers who were being kept in the unit. This trend continued until 
March 2017. March and April of this year had low occupancy. There has been a recent increase in 
demand, resulting in a two-month period of high occupancy. This demand is reflected in an increase 
in demand across all community mental health services, including child and adolescent services, in 
our district. Regional observations reflect a view that there was an increase in demand across the 
region and in some services at a national level. Analysis of patterns of service access to the inpatient 
unit is still underway, but there is a two-year set of bed utilisation data, which underpins the 
recommendations in this report. 
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The graph above notes periods where consumers on Ward 21 were on leave. The increased use of 
leave is more evident in times of high demand, where the daily occupancy is lower than the total 
consumer numbers, which supports management of demand. Consumers on leave would be in NGO 
supported accommodation, or crisis respite or at home as part of a trial prior to discharge planning. 
This is evidence of how the Acute Care Continuum functions as a linked range of services to manage 
demand.  
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The following three graphs provide a snapshot of Ward 21 occupancy on a daily basis including leave 
for April, May, and June 2017. The occupancy in May and June has significantly increased. This may 
also have some bearing on the significant incidents that occurred during this time. 
 

 

285



23 | P a g e  
 

 
 
The service overview demonstrates the current admission criteria, programs, volumes and 
utilisation. From a volumes perspective the bed utilisation remained relatively stable at under 26 
beds until April this year. From April 2017 there seems to be a peak in utilisation.  
 
From a volumes perspective it is anticipated that any change to the existing facility should not 
change the bed capacity. It is prudent to plan for 26-bed capacity to manage peak demand and 
continue with funded capacity of 24 in total. The benchmarked mix of purchased volume of intensive 
and acute care beds is consistent with blueprint and population demand and managed capacity. 
 
Overall the past three years, data suggests that no increase in bed capacity is required and that 20 
beds on the Open Ward and six in HNU should be sufficient to meet current and future demand. 
However, there is a requirement for separate seclusion rooms in HNU, which would mean building 
more seclusion bedrooms but not increasing utilisation.  

6. Demographic Profile 
The MDHB responsibility is for populations in a defined geographic catchment. The defined area is 
based on territorial authority and ward boundaries, and includes Manawatu, Tararua, Horowhenua, 
Kapiti districts (Otaki Ward) and Palmerston North City. The map of the district is below. 
 
Four Iwi have manawhenua status within the district: Muaupoko; Ngati Raukawa; Ngati Kahungunu 
and Rangitaane (manawhenua status means that the Iwi is recognised as having tribal authority 
within a region).   
 
Muaupoko and Ngati Raukawa Iwi are located on the western side of the mountain ranges, and 
Ngati Kahungunu Iwi is located on the eastern side. Rangitaane Iwi covers both sides of the ranges 
for the Manawatu district (including Palmerston North) across to Pahiatua and Dannevirke areas.  
 
The groups of people who experience health status disadvantage in MidCentral are Māori and 
Pasifika peoples, and people experiencing socio-economic disadvantage. Horowhenua residents are 
highly representative of people who experience health status disadvantage. 
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Breakdown of DHB District by Population and Area 
 

 

Admissions to the Unit by Ethnic Group and Gender over the Past Three Years 
The table below provides a breakdown of admissions to the unit by ethnic group and gender over 
the past 3 years. In total, European consumers have comprised a majority of admissions over this 
period, with 65% belonging to this group. Māori consumers make up the next largest ethnic group 
over this period at 31%.
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  2014-2015 2015-2016 2016-2017 
2017-2018 

FYTD Grand Total 
% of Grand 

Total 

Asian 11 12 4 1 28 1.6% 
F 6 4 1 

 
11 0.6% 

M 5 8 3 1 17 0.9% 
European 347 395 415 16 1173 65.0% 

F 173 213 236 7 629 34.8% 
M 174 182 179 9 544 30.1% 

Māori 160 204 183 12 559 31% 
F 77 99 89 1 266 14.7% 
M 83 105 94 11 293 16.2% 

Not Stated 3 1 1 
 

5 0.3% 
F 3 

   
3 0.2% 

M 
 

1 1 
 

2 0.1% 
Other 3 4 4 1 12 0.7% 

F 2 
 

1 1 4 0.2% 
M 1 4 3 

 
8 0.4% 

Pacific Is. 11 7 11 
 

29 1.6% 
F 3 4 4 

 
11 0.6% 

M 8 3 7 
 

18 1.0% 
Grand Total 535 623 618 30 1806 100% 

 
The following graph summarises the data above to show the relative number of admissions by ethnic 
group and gender since 2014. 
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The graph below shows the overall percentage of admissions by ethnic group between 2014 and 2017 to 
date.  

 
 
Finally, the following graph shows the percentage split between male and female admissions to the unit 
over the past 3 years.  
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Volumes and Service Users  
Consumers access Ward 21 from around the district in a pattern that matches the overall population 
spread. The graph below shows that client access between July 2014 and June 2017 proportionally 
matches the population by Council Area. The slight over-representation of consumers from the 
Manawatu District can be explained by the location of the St Dominic’s facility.  

 
 

The graph below shows the ethnic breakdown of consumers admitted to Ward 21 over the same period.  
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This graph shows that Māori are over-represented in the Ward environment, with 30% of consumers 
admitted to Ward 21 identifying as Māori, compared to a baseline representation of 20% of the total 
population. Conversely, while they make up 3% of the population, only 1.6% of Ward 21 consumers 
identified as Pasifika.  
 
The following table provides a breakdown of admissions by region (domicile and territorial land 
authority DOMTLA) between 2014 and 2017 (to date). While an average of 93.24% of consumers 
originated from the MDHB’s catchment over this period, 6.76% of consumers were admitted from other 
regions and overseas. 
 

  2014-2015 2015-2016 2016-2017 
2017-2018 

FYTD Grand Total 

Palmerston North City 257 262 292 14 825 
Manawatu District 100 121 92 4 317 
Horowhenua District 77 104 97 9 287 
Tararua District 41 56 73 3 173 
Kapiti Coast District 21 37 34 

 
92 

Auckland City 
  

1 
 

1 
Carterton District 

 
1 

  
1 

Christchurch City 
  

1 
 

1 
Dunedin City 2 

   
2 

Franklin District 
 

1 
  

1 
Hamilton City 3 4 1 

 
8 

Hastings District 1 
 

5 
 

6 
Invercargill City 1 

   
1 

Lower Hutt City 3 5 1 
 

9 
Manukau City 1 2 

  
3 

Masterton District 2 2 1 
 

5 
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  2014-2015 2015-2016 2016-2017 
2017-2018 

FYTD Grand Total 
Matamata-Piako 
District 

 
2 

  
2 

Napier City 4 
   

4 
Nelson City 

 
1 

  
1 

New Plymouth District 
 

1 2 
 

3 
Papakura District 

  
1 

 
1 

Porirua City 2 1 
  

3 
Rangitikei District 5 3 9 

 
17 

Rotorua District 2 
   

2 
South Taranaki District 

 
1 1 

 
2 

South Wairarapa 
District 

 
2 

  
2 

Taupo District 
  

1 
 

1 
Tauranga District 

 
2 

  
2 

Timaru District 2 
   

2 
Waikato District 1 

   
1 

Waipa District 
  

1 
 

1 
Waitakere City 1 1 

  
2 

Wanganui District 2 6 1 
 

9 
Wellington City 6 6 4 

 
16 

Whakatane District 1 
   

1 
Overseas 

 
2 

  
2 

Grand Total 535 623 618 30 1806 
 
The following table provides further detail on the sub-regions and towns that consumers within the 
MDHB catchment originate from. Note that Paraparaumu, Raumati South and Waikanae West in the 
Kapiti Coast lie outside the MDHB catchment and are not included in the table. 
 

  2014-2015 2015-2016 2016-2017 
2017-2018 

FYTD Grand Total 

Palmerston North City 257 262 292 14 825 
Aokautere 2 3 2 1 8 
Ashhurst 9 13 14 

 
36 

Awapuni North 6 9 16 2 33 
Awapuni South 1 2 1 

 
4 

Awapuni West 5 3 7 
 

15 
Cloverlea 3 11 21 

 
35 

Highbury 7 9 19 2 37 
Hokowhitu East 20 18 16 

 
54 

Hokowhitu West 12 10 20 2 44 
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  2014-2015 2015-2016 2016-2017 
2017-2018 

FYTD Grand Total 

Kelvin Grove 13 5 4 
 

22 
Linton Military Camp 5 1 

  
6 

Massey University 
  

2 
 

2 
Milson 5 15 13 

 
33 

Palmerston North Central 42 50 59 
 

151 
Palmerston North 

Hospital 17 15 5 3 40 
Papaeoia 17 12 19 1 49 
Roslyn 29 27 23 

 
79 

Takaro 24 13 18 2 57 
Terrace End 15 8 6 

 
29 

Turitea 3 2 1 
 

6 
West End 14 22 14 

 
50 

Westbrook 8 10 11 1 30 
Whakarongo 

 
4 1 

 
5 

Manawatu District 100 121 92 4 317 
Feilding Central 11 25 12 1 49 
Feilding East 7 9 7 

 
23 

Feilding North 7 10 5 1 23 
Feilding West 23 33 28 

 
84 

Halcombe 1 1 4 
 

6 
Kairanga 

 
1 

  
1 

Kauwhata 
 

3 
  

3 
Kiwitea 8 4 5 

 
17 

Longburn 
 

1 
  

1 
Maewa 2 1 

  
3 

Oroua Bridge 26 22 17 1 66 
Oroua Downs - Waitohi 7 4 7 1 19 
Pohangina 2 

   
2 

Rakiraki 3 
   

3 
Sanson 2 

 
2 

 
4 

Stoney Creek 
  

1 
 

1 
Tokorangi - Hiwinui 1 7 4 

 
12 

Horowhenua District 77 104 97 9 287 
Foxton 10 11 15 3 39 
Foxton Beach 2 10 16 2 30 
Kohitere 2 2 4 

 
8 

Lake Horowhenua 5 3 
  

8 
Levin East 18 20 16 1 55 
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  2014-2015 2015-2016 2016-2017 
2017-2018 

FYTD Grand Total 

Levin North 11 11 11 
 

33 
Levin South 3 6 5 

 
14 

Levin West 10 14 10 1 35 
Mangaore - Manakau 7 7 6 1 21 
Moutoa 2 4 1 

 
7 

Opiki 1 
   

1 
Playford Park 4 10 11 

 
25 

Shannon 1 2 1 1 5 
Tokomaru 1 1 

  
2 

Waiopehu 
 

2 
  

2 
Waitarere 

 
1 1 

 
2 

Tararua District 41 56 73 3 173 
Dannevirke East 17 14 25 3 59 
Dannevirke West 9 16 12 

 
37 

Eketahuna 3 3 3 
 

9 
Maingatainoka 4 1 1 

 
6 

Nireaha - Tiraumea 1 
   

1 
Norsewood - Herbertville 

 
7 5 

 
12 

Owahanga 
 

1 
  

1 
Pahiatua 5 3 19 

 
27 

Papatawa 
 

2 1 
 

3 
Woodville 2 9 7 

 
18 

Kapiti Coast District 18 36 31 
 

85 
Otaki 17 28 27 

 
72 

Otaki Forks 1 8 1 
 

10 
Te Horo 

  
3 

 
3 

Grand Total 493 579 582 30 1,684 
 
The demographic profile demonstrates a steady increase in utilisation consistent with population 
growth. Service users are 65% European and 31% Māori and 93% of all consumers treated within the 
Acute Mental Health Unit were from the catchment.  
 

7. Perceptions of Ward 21 Mental Health Unit and Vision for the Future 
Perceptions of Ward 21  
As part of this process, qualitative information was requested of consumers; whānau; personnel who 
work on the ward including administration, nurses, doctors, and Allied Health professionals; Kaupapa 
Maori; and the executive leadership team from Mental Health.  
 
The questions asked were: 
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• On entering the unit initially, how does the unit feel and how would you describe it? 
• What is the look and feel of the existing unit? 
• Where is sanctuary in the unit?  
• How do you maintain your independence within the unit?  

 
There was little variation in the replies. Overwhelmingly the replies suggested that the unit was 
unfriendly, cold, sterile, institutional, and not welcoming.  
 
The long corridor to enter the unit is intimidating and the distance that you need to travel prior to finding 
a staff member when the reception is unmanned is considerable. It is difficult to exit the unit if you don’t 
want to disturb the nursing staff to let you out.  
 
Many doors within the unit are locked: laundry area, sensory room and activities. The courtyard access is 
locked at 9pm and it’s impossible to even get a slice of toast after 8pm.  
 
Occupational Therapy is only available during certain hours of the day: there is nothing to do in the 
weekends or evenings.  
 
There was nowhere to sit in comfort. There are few choices of spaces to sit and read a book, or spend 
time with family/ whānau. 
 
There is no Internet access and therefore it’s difficult to stay connected to family, whānau and friends.  
 
The units are divided into male and female wings, which is understandable to protect vulnerable females. 
There was one comment, however, from a father that his daughter didn’t wish to come out of her room 
and the father therefore had no access to her.  
 
The unit offers little possibility for consumers to maintain their own independence. 
 
There is nothing on the ward that suggests this is a culturally safe place.  
 
Limited external areas, and there is nowhere to smoke on the unit.  
 
Court days are difficult due to the number of people in the corridor. There is no waiting room for family/ 
whānau and there is no separation between the courtroom and the inpatient unit.  
 
Theft or loss of property within the unit is an issue. Consumers don’t have anywhere to lock anything up.4 

Consumer Feedback 
MDHB has commenced a process for consumer feedback. This process is in its infancy with regard to the 
facility design; however, there were a number of issues that have been raised with the individuals 
consulted to date. These include: 
 
Issue Proposed Changes 
Create more space for conversations • A domestic feel 

                                                           
4 Information received during consultation with Ruth Whitehead. 
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• Child-friendly and safe 
• Privacy for client 

Bedrooms each with an ensuite • Cater for cultural needs Māori, Pasifika, migrants and 
refugees 

• King single beds 
• Ability to lock consumers’ rooms and that they can 

control some entry 
• Bedrooms with desks and mirrors 
• Rooms to be less sterile. 

Look and feel of Ward 21 • Be recovery focused 
• Use of positive language and offer hope 
• Have a therapeutic environment - activities 
• Explore holistic ideas 
• Ensure safety 
• Good access 
• Light and bright - not blue! 
• Extra lounge areas or mini nooks to sit outside your 

room 
• More space for family activities and for them to visit 

External areas • More easily accessible external areas 
• Good use of natural light throughout the facility 

Court facility Visitors’ lounge with tea and coffee available 
Activities Available at all times and could include: 

• Art, music, library all accessible 24/7 
• Gaming room 
• Access to Wi-Fi and computers 
• Music room 
• Gym with punching bag 
• Spa pool 
• Lap pool 
• Quiet room 
• Library. 

Activities for daily living • Full kitchen accessible to consumers 
• Open and accessible laundry facilities 

Vision for the Future 
Consumers’ dignity, respect for individuality, and privacy should be maintained without compromising 
the operational realities of close observation, safety and security. Consumers’ and residents’ 
vulnerability to stress from noise, lack of privacy, confidentiality, poor or inadequate lighting, ventilation 
and other causes, and subsequent harmful effects on wellbeing, are well-known and documented. 
 
A key architectural objective is to reduce the emphasis on the institutional aspects of care and to create 
an environment that supports maintenance of autonomy and independence, access to privacy, the feel 
of sanctuary in one’s own room, and with comfort. Within the overall environment it is important to 
surround consumers with furniture, furnishings and fixtures that are appropriate from a safety 
standpoint, but are more residential in appearance- in other words have a ‘domestic scale and feel’ as it 
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would be at home. Mental health and addiction facilities should be environments of healing that allow 
the building itself to be part of the therapeutic setting and process. The technical requirements of the 
operation of the building should be unobtrusive and integrated in a manner to support the concept5. 

Drivers for Change 
There have been a number of reports that have been written regarding the current Ward 21 
environment. At a high level these reports suggest issues with the following: 

• Two consumers suffered adverse events whilst on the ward. This led to MDHB undertaking a 
review of the facility. Some environmental factors were highlighted in the review. 

• Ward 21 was commissioned in 2000 and is due for a significant refurbishment. 

• Consumer activities areas are disbursed and insufficient. 

• The unit does not meet current models of care or best practices principles, and is not consumer-
focused. 

• Visibility within the unit is limited. 

• The High Needs area is stark and unfriendly, and not considered conducive to rehabilitation and 
recovery. 

• No cultural consideration. 

• Limited visitors’ space. 

Salient points from these reports and observation on the unit are included in the section below.  

8. Current Facility and Identification of Space Constraints 
Empirically it is relatively easy to quantify the inefficiencies of the current unit. These comments have 
been divided into the Open Ward and the High Needs Unit.  

Open Ward 
In July 2014, a review of Ward 21 was undertaken at Palmerston North Hospital by Waitemata DHB 
personnel. The review included Helen Ward, General Manager WDHB; Kirsten Norris, Clinical Specialist 
Acute Services Redevelopment; and Don MacKinven, Operations Manager Adult Mental Health Services. 
Their review stated that Ward 21 “… would not meet current standards for acute mental health units in 
New Zealand or Australia”.6 The report does not add any further information to clarify the statement.  

Consumer Activity Areas 
There are a number of areas within the facility intended for consumer activities. These areas include a 
dining area (in a corridor), a lounge in each of the wings, a seating alcove (in a corridor), one whānau 
room, a sensory room, a chill-out room, and a consumer laundry (locked). The Occupational Therapy 
rooms include a kitchen and general activities area, but are isolated, small and not functional.  
 

                                                           
5 Department of Veteran Affairs, Office of Construction and Facilities Management. 2010: Revision 08.01.2014. 
Mental Health Facilities. 
6 Wood, H., Norris, K., MacKinven, D. July 2014. Review of Ward 21 Palmerston North Hospital.  
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The areas for consumer activities are disjointed and there is no choice of association, no social ‘hub’ 
(which a properly designed dining and kitchen area would offer) and there are no dedicated safe spaces 
for women or adolescents. There is no consumer hub within the facility. Many of the communal spaces 
within the facility are adjacent to or part of a corridor; the majority are undersized.  
 
A number of other issues have been identified: 

• Dining area is insufficiently large to accommodate all consumers; 

• There is no clearly defined sitting room in a central area for consumers; 

• The seating areas in the wings are relatively small and difficult to observe; 

• Many of the consumer areas are locked unless under staff supervision. This includes the sensory 
room, consumer laundry, Occupational Therapy kitchen et cetera; 

• There are few spaces for whānau to meet in private; 

• There are insufficient interview spaces to enable one-on-one sessions with consumers. Two 
interview rooms are available within the facility; 

• Court day corridors are jammed with families; 

• There is an insufficient number of areas that support choice about association and protection 
(e.g. women only lounge space). The corridors function as de facto lounge spaces with a 
television crammed in a corner at the bottom of a bedroom corridor. 

Occupational Therapy Space 
There is an Occupational Therapy area within Ward 21. This area contains two activities rooms, one of 
which has a static bike, a small library and television, and contains a small OT kitchen adjacent which is 
used for activities such as baking, as well as general assessment. The second room is used for general 
activities and has a smaller room adjacent for supervised woodworking. The Occupational Therapy space 
is only open from 9am to 4:30pm, Monday to Friday. The rest of the time this area is locked.  

Observation of Consumers  
The design of the ward does not facilitate observation by staff. There is no visibility of either of the 
corridors in the Open Ward and the ward relies on CCTV for observation; however, the CCTV does not 
monitor all areas and the screens are not always monitored. There is a central staff base commonly 
called “the flight deck”. The area is raised several steps and the staff look down from a height onto 
consumers and visitors. This area has visibility into the High Needs area, but has no visibility to the 
entrance of the ward or to the consumers’ bedrooms. The area is renowned for creating an intrusive 
observation into the High Needs Area, with no privacy for any individual in the HNU, and for creating an 
imbalance of authority with consumers seeking staff attention. Consumers are to be seen leaning 
against this area looking up to staff on the flight deck.   

Privacy for Consumers 
The architectural layout of the two wings, male and female, are 6.5m apart and there is direct visibility 
between male and female rooms across the lawned area. It is possible to see into some consumers’ 
rooms from an adjacent car park.  

Other issues include: 
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• Visibility from one wing to another; 

• Inability to lock consumers’ rooms and therefore theft is an issue within the unit; 

• Other WCs (staff and consumers) are accessed directly from the main corridors with no privacy. 

Non-Compliance with Health and Disability Sector Standards 
Outcome 1.2: Organisational Management 

Acoustic privacy 
There is little or no acoustic privacy within the facility. A distressed consumer in the HNU can be heard 
throughout the unit. Consumers in HNU have no privacy from each other. 

Consumer safety  
A number of issues were raised by the WDHB report - safety for consumers and staff, ligature points, 
and opening windows for natural ventilation. In HNU there is only one area for consumers to be, and 
this exposes vulnerable consumers to those who are younger and who may exhibit aggressive 
behaviours. Consumers in seclusion are able to exhibit significant aggression and noise, which is 
experienced as threatening to consumers in the more open area of HNU, as all rooms open directly onto 
the one social area.  

Ligature points 
There are a number of areas that had possible ligature points. Many of these have been addressed since 
the WDHB 2014 report. There are still some items outstanding. 
 

Area Location Ligature Point Solution Update 
Main courtyard By main exit 

doors 
Water overflow 
pipe 

Can this be sawn back?  

 Either side of 
main doors 

Courtyard lights A sloping cover to decrease 
hold 

 

 Under eaves by 
drainpipe 

Camera with long 
arm 

Camera enclosed  

 Under each 
piece of 
veranda 

Drainpipes May not be sufficiently 
strong to hold anyone – 
assess. 

 

Dining area OT & Games 
cupboard 

Door handles Different handles Door handles to 
be replaced 

Ward  Random door 
handles that have 
not been changed 
from old type 

Assess and determine level 
of risk 

 

  Fire Hose handles Assess level of risk – cover 
would swing open if used 

All fire hoses are 
to be removed 

Bedrooms Beds Frames  New beds needed – current 
beds are already outdated 
and not in supply in hospital 
any longer 

New beds that 
do not have bed 
frames are 
currently being 
accessed  

Disability shower By Staff station Shower cord Door to remain locked unless 
staff present. (It is only 

To remain in 
place/ known 
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Area Location Ligature Point Solution Update 
disability shower in ward.) risk hazard 

Games Cupboard By dining room Shower partially 
removed 

Needs to be fully removed Requested but 
is difficult due 
to plumbing 
requirements 

Bathrooms HNU, Male 
wing, Female 
wing 

Taps, soap dishes Assessment to determine 
alternatives. Soap dishes to 
be removed - unnecessary. 

 

HNU Bathroom HNU Door swings the 
wrong way – jams 
exit 

 New door being 
purchased and 
request in to 
place the other 
way round 

All doors No doors sit 
flush and are 
the most 
frequently used 
ligature point 

Where door is 
attached to wall at 
hinge 

  

Mental Health Act Hearing Courtroom  
The large multifunctional meeting room at the entrance to the ward is used for all consumers being held 
under the Mental Health Act, both within the community and within Ward 21. Currently there are 
approximately 170 families being managed under the Act. There is no demarcation between the 
courtroom and the existing Open Ward 21. Consumers and whānau from the community waiting to be 
seen by the court have no dedicated waiting area; therefore, they wait in the main corridor of Ward 21 
inside the locked door. During busy court days there is a melee of consumers from the inpatient ward, 
consumers from outpatient and their whānau all milling around the entrance of the ward. Monitoring 
who is entering and leaving the ward is therefore problematic with this number of people. It would be 
quite easy for someone from the inpatient unit to leave the ward.  

9. High Needs Unit  
The six bedrooms in the High Needs area are all constructed, decorated and furnished to be used as 
seclusion rooms. WDHB suggested that the environment was austere, focused heavily on seclusion use 
and was an intimidating environment. Issues with the High Needs area according to the WDHB review 
include: 

• The impression of the area is dire with minimal furnishings, minimal decorations and minimal 
lighting; 

• No ability to provide tea and coffee for consumers; 

• The entranceway to the High Needs Unit is observable from the public car park and turnaround; 

• The treatment room is a through point from the interview area to a corridor and is too small to 
meet its function; 

• There is no suitable storage; 

• Risk of aggression from disturbed consumers to others; 

• Trauma from experience in this area for vulnerable consumers; 
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• No de-escalation area, sensory room access and a mix of need sometimes, including elderly, 
adolescents and disturbed adult population (including forensic consumers with offending 
histories).  

Additional comments on this area suggest: 

• There is no dining area or suitable furniture within the High Needs area. 

The current High Needs Unit (HNU) on Ward 21 has numerous design flaws that result in the area not 
being fit for purpose. The section has been prepared by the Director of Area Mental Health Services 
(DAMHS). The appointment by the Director-General of Health confers upon the DAMHS a set of powers 
and responsibilities related to administration of the Act in a specified area. These responsibilities can be 
categorised as either statutory administration or clinical oversight. In addition, the DAMHS must be able 
to influence operational and staffing decisions within a Mental Health Service to operate effectively.  
 
The DAMHS makes the following comments on the current status of the HNU with some suggestions for 
improvement.  
 
Currently: 

• The Nursing station of Ward 21 overlooks the HNU through an expansive set of windows; this 
intrudes on patient privacy and also adds to stimulation through the patients observing the staff 
traffic on the Nursing station. 

• Bedrooms are used as seclusion rooms. 

• Seclusion rooms are part of the main HNU; there is no separation. 

• There is no lounge/ communal area separate from rooms. 

• Poor soundproofing and lighting.  

• The HNU courtyard is too small. 

• There is no dedicated Nursing office with clinic.  

 

Immediate Suggestions: 
• Seclusion rooms are separate to the main part of HNU with their own small communal area. This 

area can be closed off when not in use and does not affect the main part of HNU. 

• Seclusion rooms do not look onto a communal area or other rooms. 

• Requirement that a calendar and clock are visible from the seclusion room (orientation). 

• HNU needs to have a dedicated lounge/ communal area separate to the bedrooms.  

• Bedrooms do not overlook the lounge/ communal area. 

• HNU needs two clear access points: one through an admission suite and the other to the main 
part of the acute admission ward. The admission suite has to be separate from the main ward 
area. 

• HNU needs to be able to cater for the separation of male/ female patients. 
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Seclusion Rooms 
Seclusion rooms must provide for uninterrupted observation by staff when required and privacy for the 
patient. These rooms are for seclusion use only and must not be used as bedrooms. There needs to be 
at least two seclusion rooms; this is to ensure that one room is always available should a room be out of 
action due to maintenance/ cleaning. The rooms are for the sole purpose of seclusion and are prepared 
for use at all times. The following is a list of minimum requirements for standards that are not met with 
the existing seclusion rooms.  
 
Door 

• Door swing opens into room. 

• Door is flush with internal walls. 

• No hinges are visible from inside the room when door is closed. 

• Door and door frame need to be very strong and integral to the wall. 

• One lock that is not visible from inside the room when door is closed; lock fully retracts into 
door housing when unlocked. Facia for lock in door frame is fully flush with the door frame. 

• Door has observation window that allows for full view of the room. 

• Observation window has closure from outside only. 

• Needs ensuite facilities, bed and natural light in larger windows, with improved fixtures and 
fittings to allow some control over own environment. 

• Separate drinking facilities. 

Window 
• Room has window to outside area allowing natural light. This window has an electronic 

controlled blind that is controlled from outside the room. The blind itself cannot be accessed 
from within the room (sits between two window panes). 

Floor 
• Floor covering should be vinyl or similar material with flush welded seams. 

Walls 
• Walls need to be either fully vinyl or of a hard-wearing washable coating, joins between the 

floor and walls need to have flush seams. 

Ceiling 
• High ceiling, out of reach by jumping or contact with, for example, a blanket. Sprinkler should be 

recessed. 

Bed/ furniture 
• No furniture or plinth, bed in seclusion room or bed of any type. Consumers sleep on a mattress 

on the floor. 

• Ensuite access is required from within the seclusion room. 

• Lighting is able to be dimmed and is controlled from outside of the room. 
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• Temperature control and ventilation controlled from outside the room. Ventilation needs to be 
situated in the high ceiling. 

The above comments from DAMHS are reflected in the non-compliance of the Health and Disability 
Sector Standards section below.  

Compliance/ Non-Compliance with Health and Disability Sector Standards  
These observations are the output from certification audits. In some cases, the audits have not 
emphasised the significance of facility deficits. Some of the facility standards are broad and do not 
address dysfunctional layout of areas such as the intensive care area. MDHB has added comment to 
areas where they feel the audits misrepresent the reality. These comments are noted at such.  
 
Outcome 1.1: Consumer Rights  
‘… The Mental Health Unit personal privacy is compromised in the high needs unit and privacy of clinical 
records is not always maintained’, page 4.7 
 
Outcome 1.2: Organisational Management 
‘Within the Mental Health Unit significant issues are identified in relation to the matching of staffing 
resources to consumer demand. This is exacerbated by the poor layout of the facility, the lack of 
appropriate services for elderly consumers with complex and long-term needs, and at times high 
occupancy. This is an area that requires urgent attention to ensure the safety of consumers and staff’, 

page 5.7 

 
Outcome 1.3: Continuum of Service Delivery 
‘…In the MHU there is an ongoing problem related to the lack of access to appropriate services for older 
people with mental health issues, resulting in several consumers being inappropriately placed in the 
unit’, page 6.7  
 
Standard 1.1.3: Independence, Personal Privacy, Dignity and Respect (HDS (C) S.2008:1.1.3) 
‘Staff interviewed state that the High Needs Unit in the mental health facility can be hazardous when 
people are admitted into the unit with police. The admission access for people in disturbed states is 
through an entrance opening on the day room which houses all other consumers, thus creating 
potential for conflict and a breach of privacy as all in the unit can witness the admission’, page 48.8 

MDHB suggest that privacy continues to be breached throughout all aspects of consumer care in the 
HNU.  
 
Standard 1.2.8: Service Provider Availability (HDS (C) S.2008:1.1.3) 
‘Within the Mental Health Unit issues are identified in relation to the match of staffing resources to 
consumer demand. …This is seriously impacting on consumer care and safety and staff safety including 
stress levels. The implications on consumer care and safety and staff are as follows: 

• An unusual high rate of police to assist staff, e.g. for intramuscular injections 

• A very high rate of incidents over the past five months. These include a high number of assaults 
on both staff and consumers and incidents around self-harm, including two recent deaths by 
suicide. Note: at the time of audit, root cause analysis investigations and an external review 

                                                           
7 HealthCERT Service Provider Audit Report version 6.0 May 2014 
8 2015 MidCentral District Health Board Surveillance Audit Report 
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were being progressed to establish contributing factors in these cases. This will determine any 
links to staffing issues and any areas requiring improvement. 

• A relatively high rate of sick leave…’, page 94.7 

 
Outcome 2: Restraint Minimisation and Safe Practice 
The 2014 audit suggested that seclusion rooms should not be consumer bedrooms. In the High 
Dependency Unit, consumers’ rooms are used for seclusion. The 2015 Surveillance Audit Report states 
that ‘the seclusion rooms in the Mental Health Unit have been verified and authorized… Seclusion is 
now complete’, page 139. 
 
Standard 1.4.2: Facility Specifications (HDS (C) S.2008:1.4.2) 
‘Mental health services - the acute unit environment provides the adequate toilets, showers and 
bathrooms for both consumers and visitors, with adequate disability supported toileting facilities. The 
unit was constructed in the 90s and has adequate space in the acute unit. The physical environment 
does promote safety and reduction in self-harm with hardened glazing, flush fittings where possible, and 
easily broken or pivoted fittings, door close holders in toilets where observation is unlikely’, page 1539.  
 
Standard 1.4.5: Communal Areas for Entertainment, Recreation, and Dining (HDS (C) S.2008:1.4.5) 
‘Mental health services – the Mental Health inpatient unit provides a number of communal areas for 
different social purposes. These include a lounge, sensory room, family room and dining area. The 
design meets the required standard. Within the High Needs Unit movement is freely manageable 
between bedrooms and common areas. The Mental Health Unit has adequate space for activities in the 
lounge and to share space the dining’, page 1599.MDHB suggests that this is one area where the audit 
results do not reflect the limitations of the dining area and where there is insufficient space to allow 
dining for all consumers.  
 
Standard 1.4.8: Natural Light, Ventilation and Heating (HDS (C) S.2008:1.4.8) 
‘Mental health services – all areas visited have natural light, large windows in bedrooms and are 
maintained a warm temperature. There is good ventilation, including access to outdoor areas. 
Ventilation is maintained with open access to outdoor areas and systems which manage airflow. All 
bedrooms and common areas have access to natural light and have large windows’, page 1669. 

 
Standard 2.3.1: Safe Seclusion Use (HDS (RMSP) S.2008:2.3.1) 
‘A working party has been set up to look at reducing the use of seclusion in the Mental Health Unit. 
There are plans in place to review the current arrangements of bedrooms also being used for seclusion 
rooms, which is not seen as good practice. The plan is for the High Dependency Unit to have four 
bedrooms in this area and two of these allocated to seclusion rooms. At the time of audit none of these 
rooms had been approved by the Director of Area Mental Health Services (DAMHS)’, page 1779. This has 
since been addressed and rectified.  

Infrastructure Issues 
To add to the issues of layout there have also been a number of infrastructure issues that have been 
identified during this process. These include:  

                                                           
9 2015 MidCentral District Health Board Surveillance Audit Report 
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Air Conditioning 
Staff report that maintaining the temperature in the ward was difficult - it was often too hot or too cold. 
The air-conditioning system appears to be difficult to control. The unit does have some restricted 
opening windows; however, the amount of fresh air in the unit is limited.   

Ceiling Heights 
The ceiling heights throughout the unit are relatively low and easily accessible, and therefore 
mechanical services could be used as ligature points (sprinklers, light fittings, et cetera).  

Lighting 
A combination of the lighting and the colours in the ward give an overall impression of the ward being 
dark and dull. There are very few areas with flexible lighting levels.  
 
The issues raised in the reports and audits undertaken on Ward 21 can be broadly split into two 
categories: some being process and models of care, and others being environmental. Both of these 
aspects interrelate and solutions include changing both the ways of working and the physical 
environment. The following section discusses the proposed new model of care and then to wrap a 
facility around it to enable these new models to be delivered.  

10. Proposed New Model of Care  
The refurbishment or rebuild of a new Mental Health Unit offers opportunities to explore different ways 
of working and new models of care. These models of care need to be aligned with the MDHB vision, to 
reflect current Best Practice, and to be appropriate to meet the needs of the consumers and the wider 
community of MDHB.  

MDHB Vision  
The aim of MidCentral Mental Health and Addictions Service is to allow for integrated services providing 
a population-based targeted intervention across a defined continuum. This model is about the Acute 
Care Continuum, focused on individuals with ongoing or acute need whose journey can result in crises, 
use of crisis respite, hospital consult and liaison, and inpatient admission(s). 
 
The model of care is aligned with MidCentral’s vision: 
 

Quality Living, Healthy Lives, Well Communities 

Achieve Quality and 
Excellence By Design 

Connect and transform 
primary, community 
and specialist care 

Partner with people and 
whānau to support 

health and wellbeing 

Achieve equity of 
outcomes across 

communities 
 
MidCentral DHB has committed to the vision “Quality Living, Healthy Lives, Well Communities”. To 
enable this, four strategic imperatives have been identified. These are the enablers for the ten outcome 
statements that the DHB plans to achieve over a 10-year period. 
 
MDHB has identified ten intended outcomes for the model of care:  

1. People, families and whānau have a positive experience of the health care system; 
2. People are experts in their own lives and are partners in their health care; 
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3. All people and whānau have a health care home; 
4. An integrated health care system operating as one team; 
5. We will have an adaptable and responsive health care system; 
6. Our health care system is grounded in continuous quality improvement and clinical excellence; 
7. Our people are recognised for innovative approaches to health care; 
8. Everyone has the opportunity to achieve equitable health outcomes;  
9. More services closer to home; and  
10.  People make healthy choices and stay well longer.  

 
 
 
The objective of the MHAS clinical service is: 
 

“To Provide the Right Care, at the Right Time, in the Right Place” 
 
The proposed Model of Care is based on ten fundamental components of recovery. There is still much 
work to be undertaken on these new models; however these overarching principles will guide this piece 
of work. The ten fundamental components of recovery are aligned with the MDHB vision.  

Ten Fundamental Components of Recovery 
1. Self-direction 
2. Individualised and person-centred 
3. Empowerment 
4. Holistic 
5. Achievements are full potential 
6. Strength-based 
7. Peer and whānau support 
8. Respect 
9. Responsibility 
10. Hope. 

 
The following are the principles that are being adopted. 

Principle 1: Mental Health services should be recovery-orientated 
• Consumer and whānau/ family focused 

• Recovery focused and promote autonomy and hope through offering maximum safe control 
over own environment (e.g. safe but home-like bedroom spaces, secure own storage, secure 
privacy) 

• An emphasis on community reintegration and welcoming family space. 

Principle 2: Mental Health services should be provided in a therapeutically enriching 
environment 

• Home-like, have a ‘domestic scale’ in design 

• An environment that promotes the experience of sanctuary and healing through visual, 
environmental and recovery-oriented care, which promotes healing 
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• The environment will promote autonomy, provide privacy and engender respect. 

Principle 3: Mental Health services should be provided in a safe and secure environment 
• Minimise potential physical hazards 

• Enhance team engagement with consumers through better opportunities for interaction 

• The creation of a domestic-like environment using robust and safe materials, fittings and 
fixtures with a creative design 

• Incorporate safety promoting systems and technologies, such as duress alarms, modern smoke 
detection, and safe electrical and monitoring systems. 

Principle 4: Mental Health services should be integrated and coordinated across the continuum 
• Promote collaboration among care providers 

• Use of modern technologies to promote the continuum of care 

• To minimise the requirement for inpatient acute admission, the average length of stay and to 
facilitate integration back into the community. 

Principle 5: Mental Health services should be provided in a setting that respects and can 
accommodate a diverse range of cultural and consumers’ population care needs 

• Provide appropriate accommodation for specific consumer groups 

• Promote safety, privacy and dignity for females 

• Provide separation within the inpatient unit of grouped needs where necessary (e.g. cohort of 
consumers). 

Principle 6: Mental Health services facilities should be a co-design process  
• Provide facilities that consumers and their whānau have contributed to and meets their 

requirements physically, spiritually and culturally. 

11. General Trends 
The following general trends are consistent with the goals of recovery and the desire to treat consumers 
in the least restrictive setting as possible: 

• Minimise the length of stay in the inpatient unit; 

• Maximise the support in the community to enable consumers to go home earlier; 

• Individual rooms for all consumers, which support the concept of ‘sanctuary’ and allow family 
time – with maximum services such as ensuites; 

• Endeavour to reduce noise and enhance privacy through effective soundproofing; 

• ‘Onstage and offstage’ design, or a separation of consumer areas (onstage) and staff areas 
including administration and staff support areas. This minimises noise, disruption and 
distractions in the areas actively used by consumers. 

• Use of technology to enhance door control, security, communications and facility monitoring. 
This includes the ability for consumers to lock their own room. 

307



45 | P a g e  
 

• Telemental health - remote visual/ audio communication between consumers and care team 
professionals. 

12. Risk Reduction 
Minimisation of risk from a facility’s perspective can be achieved in a number of ways. These are 
outlined in this section. 

Facilities Layout 
• Zoning the facility to minimise unnecessary traffic through consumer areas; 

• Use of access to external areas including dedicated courtyard space; 

• Electronic door controls for the consumers’ rooms; 

• Simple circulation with defined expectations regarding ‘line of sight’ visibility; 

• Promote staff/ consumer interaction offering both opportunities to assess risk in an ongoing 
process and to promote normalising social behaviour through the use of staff station counters, 
and observation of movement between key zones (e.g. from activity space to bedrooms).  

Reducing Stress on the Consumers and Personnel 
• Natural lighting in staff and consumer areas; 

• Noise control, open layout with no unnecessary barriers between staff and consumers; 

• Space for consumers and families that promotes choice about social congregation; 

• Attractive views to the exterior for all bedrooms and activity areas; 

• Use of natural materials and design that lend to the familiar and healing; 

• Consumer and staff areas that allow for relaxation and – in a variety of different rooms; 

• Adjustable and variable lighting in consumers’ rooms; 

• Fixed desks in all rooms; 

• The environment will offer the opportunity for progressive de-escalation interventions, which 
reduce risk; 

• The use of art and creative input from consumers and families/ whānau and cultural groups as 
part of the overall look and feel of the environment. 

The Mental Health and Addictions Unit 
Following the work that has been undertaken as part of this project, a number of key design concepts 
have been discussed and established. This takes into consideration the information received from all 
parties. 

Key Design Concepts 
• Create a welcoming, non-institutional, home-like environment with good indoor/ outdoor flow. 

• The layout should incorporate an open and bright design. 

• Unit configurations should be based on a pod/ cluster-like design with the absence of long 
corridors. 
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• Layout should be free of blind areas, with an emphasis on both observation and free access. 

• Areas of the unit, such as administration areas, should be able to be able to be secured. 

• Provide ample visual and physical access to nature. Provide attractive, secure outdoor spaces 
directly off the unit. Consideration should be given to incorporating an arts project that will 
enhance both interior and exterior design, and offer features that promote healing, such as a 
healing garden/ sanctuary space. 

• Acoustic control and reduction of ambient noise levels with specifically low volume but effective 
alarm systems. 

• The use of artwork and colour inherent in the overall design, including consumer and family/ 
whānau sponsored art work. 

• Use a principle of robust and flush-mounted fittings and fixtures, which minimise risk in all areas 
with specific attention to detail for areas not directly observed, such as toilets, bathrooms and 
bedrooms. 

• Develop multiple consumer clusters within the unit to allow for separation of different 
consumer sub-groups. 

• The staff base should blend in both the scope and the design of the therapeutic environment. 
The staff base should have direct visibility of the activity and traffic to and from key consumer 
bedroom clusters, acute assessment, admission, and intensive care areas, with oversight of 
traffic/ access to activity areas. The base should be designed to allow for informal interaction 
with consumers (e.g. use of a counter space) mixed with adjacent secure space without 
compromising confidentiality, but avoiding the ‘fishbowl’ type of design. 

• The unit should include an identifiable reception area and function for greeting consumers and 
their families in the lobby area. 

• There should be an emphasis on the needs of families, including the opportunity to have 
bedrooms large enough for families to stay with loved ones, separate lounges with sufficient 
space for families, and a welcoming, safe and useable modern social heart of the unit through 
design of a modern care-like kitchen and dining areas linked to outside areas where families and 
whānau can feel at home. 

• Way-finding should be clear and identifiable.10 

Work on developing new models of care has been commenced and there is, in principle, an acceptance 
of the ten fundamental components of recovery and the six principles that sit underneath it. This work 
has started to gain some momentum and needs to continue in order to maximise the engagement with 
consumers and personnel alike.  

13. Options 
Four options have been considered in this report: counterfactual, refurbishment of existing, 
refurbishment of existing and extension, and new build. These options are outlined below.  

                                                           
10 Karlin, B.E., & Zeiss, R.A. (2006) Environmental and Therapeutic issues in Psychiatric Hospital Design: Towards 
best practices. Psychiatric services, 57, 1376 – 1378. 
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Option A: Counterfactual 
This report has identified a number of issues identified by consumers, personnel, the District Health 
Board and external reviewers. The architectural layout of the ward does not facilitate the observation of 
consumers or enable the current model of care. The HNU is not conducive to providing safe and 
effective mental health care. The Open Ward has been criticised for a lack of communal space for 
consumers and families including activity rooms and private areas.  
 
For these reasons the counterfactual or ‘do nothing’ option has been excluded as a viable option.   

Option B: Refurbishment of Existing Using the Same Footprint 
The limitations of the existing facility and its architectural layout cannot be ameliorated by refurbishing 
the existing facility. Refurbishment alone would not address issues of poor functional layout and nor 
would it address the issue of the severely limited amount of space.   
 
The following facilities have been used as benchmarks: the Bay of Plenty, Whanganui and Hawkes Bay. 
In comparison to the Palmerston North MHU, all facilities have considerably larger footprints.  
 
Benchmark Comparison Table: Unit beds to footprint ratio and beds to activity space ratio. 
 
Location Beds Footprint- 

Square Mtge 
Ratio Bed to 
Square Mtge 

Ratio Beds 
Activity 
Spaces 

Outside Yard 

Bay of Plenty 26 2140  82  3/4 Large patio with 
artwork and lawn 
and ‘contemplative 
space’ 

Te Awhina 
Whanganui 

12-16 1573 98-112 4/5 Access to external 
area 

Hawkes Bay 22 1841 83 4/5 Internal courtyards 
Palmerston North 26 1340 51 6/7 Two enclosed yards 
 
A schedule of accommodation (existing) has been developed benchmarking against the Health Facilities 
Guidelines, using a traffic light system. This demonstrates where there is insufficient space within the 
facility. The number of these areas is significant. The lack of space and utilisation of benchmarking 
indicates that refurbishment using the existing footprint is not a viable option and therefore has been 
excluded.  

Option C: Reuse Existing Footprint and Add a Significant Extension 
Palmerston North’s current footprint is 1340m². A new schedule of accommodation has been developed 
- this piece of work is still in draft and is to be intended to be a starting point only. Preliminary work 
suggests that the refurbished facility would require approximately 1000m² additional footprint and 
significant changes to the existing building.  
 
The architectural layout within the existing building limits the ability to create a new facility that meets 
current requirements. It should be noted that extensive user input has not yet been gained at this stage. 
Therefore, there may be spaces that are missing and do not appear on the plan at this time. This design 
was intended to provoke discussion and as a bulk and location.  
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From a bulk and location perspective there is sufficient space adjacent to the existing Ward 21 to create 
the significant extension to footprint. The extension links into the building and enables a new main 
entrance to the unit.  
 
Reusing the existing footprint will have inherent limitations. The interface between HNU and the open 
ward, the length of the corridors, the visibility within the unit, the lack of natural light in the central 
core, the ability to put ensuite into every room will present challenges. So from a functionality 
perspective it may not be the best option. From a cost perspective depending on how significant the 
refurbishment of existing is it may be more cost-effective to do a new build. This option once the 
architectural design has been completed needs to go through a rigourous process to explore pros and 
cons from both a clinical functionality perspective and cost.  
 
The high-level pros and cons of the bulk and location are discussed below.  

Pros 
• There is potential to add 1000m² to the existing facility by using the car park adjacent; 
• It is possible to re-use and to realign the services in the existing building. This would offer 

additional consumer activity space, and centralise staff base to provide some visibility to some 
areas; 

• To build a brand new HNU and to use the existing HNU space to ameliorate the existing facility; 
• The redevelopment of a new HNU; 
• To develop a new entranceway, facing east, visible and distinguishable; 
• Staff areas with external light; 
• Develop a new private entrance for consumers coming to the unit; 
• Provide additional space for court with associated waiting areas; 
• Provide an airlock into the unit; 
• Some bedrooms could have an ensuite, approximately 50%.  

Cons 
• The architectural layout of the existing spaces is difficult to change and may require 

replacement of a significant number of internal walls. Depending on the architectural solution 
the following would be possible issues:  

• The bedrooms would remain in their current location; this would leave a legacy area which has a 
number of spaces that would be difficult to observe such as the bedroom corridors, the 
proposed activities areas etc.  

• Not all bedrooms would have ensuites for some consumers - this could reduce independence;  
• The diverse spread of the corridors means that it would be more difficult to engage and observe 

what was happening in each area; 
• The operational inefficiencies and vulnerability of staff would remain. For example:  

o The coordination of care could be more difficult resulting in increased risk to staff and 
consumers, due to the disconnection and clustering effect of the current layout; 

o The distance from the main door, the proposed service access, and the end of the 
female and male wings is more than 30 metres to the staff base; 

• Insufficient green space either in courtyards or around the facility; 
• There may not be sufficient space even with the addition to the footprint to allow for an 

appropriate range of activity spaces.  
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Option D: New Build  
This is a complete new build option. It is estimated that a new build option would have a footprint of 
approximately 2500m2 to 2700m2. The latter figure includes the external area.  
 
No work has been undertaken on a new build other than a draft schedule of accommodation to ensure 
that sufficient footprint is available. This has been confirmed and benchmarked with Destravis.  
 
A new site has been determined as part of the master planning. This has been included as Appendix A.  

Model of care work 
Work is currently underway on defining the model of care, or ways of working. This is essential to ensure 
that the required changes to practice are reflected in and supported by either a modified or new build. 
This is probably one of the areas of greatest risk for this project. During the timeframe of writing this 
report there were some disruptive events on the unit.  
 
The effect of these situations resulted in delayed staff engagement and reduced participation into user 
group meetings. As the process became better understood the input into this report increased.  
 
However, the overwhelming themes at this time were dominated by the recent events and a focus on 
safety, resulting in a sense that getting a new environment would solve all issues, whereas defining and 
improving models of care are both equally important and also prerequisite to the success of a revised 
environment. Whilst the environment impacts on how the facilities are used it should not be the driving 
force behind what is required within the unit, and a new or reconfigured unit alone will not solve 
current issues. A development of a mature model of service delivery is also required. 
 
The service is continuing the models of care work to try and define and determine how the area is to be 
used and the integration across the acute care continuum. It’s imperative that this work continues and 
that the staff can develop and articulate a common vision of how they want the unit to function in the 
future. An internal change management processes currently underway and is impacting on the service.  
 

14. Conclusion 
This report was intended to answer the following questions: 

How could the models of care change and what impact would that have on the facility? 
Work on the models of care has been commenced, but it is still in progress. This includes recent Primary 
Care Plans and will emphasise out-of-hospital prevention, promotion and primary/community 
approaches consistent with contemporary models.  The Mental Health Unit team are currently very 
engaged in this process and have gained some momentum to find solutions to the identified issues, both 
from a ways of working and an environmental perspective. There is, however, still much work to be 
done in the process.  

What are the volumes of beds required in a new or refurbished Acute Mental Health Ward? 
The current volumes have remained relatively stable over the past three years. There is little to indicate 
that additional inpatient beds would be required in a new unit. There are some blockages that have 
been identified, which impact on the Ward 21’s ability to transfer consumers back out into the 
community. Additional work on the average length of stay specifically targeting consumers that remain 

312



50 | P a g e  
 

on the unit waiting for placement in the community may provide some insight to the requirement for 
more community beds.  
 
Although the beds per se will not increase, it is clear that seclusion rooms in the High Needs Unit should 
not be combined with consumer bedrooms. Therefore an addition in seclusion rooms would be 
required. This should not equate to additional consumers being treated on the unit at any one time, 
however.  

Could the existing facility be reused and remodelled? 
The existing Ward 21 could be remodelled and reused providing it had a substantial extension of 
approximately 1000m² and the internal layout of the Ward was completely redesigned, with 
modification of the retained footprint. This would require the following: 

• The bed corridors would require redesign and reshaping. The length of the corridors does not 
facilitate observation of consumers and the design of the facility would be more challenging to 
foster an environment of recovery and wellbeing. Retaining the current corridor length would 
not mitigate many of the associated risks identified in the current layout without other changes.  

• Internal core areas would require substantial remodeling to provide additional space for 
consumers and their whanau.  

• Consideration of staff and consumer movement is required when reconfiguring any new layout, 
in order to allow effective coordination of care. This would have the effect of reducing the 
physical isolation created by the current environment.  

• The Open Ward area requires additional space to provide for activities, lounge areas additional 
whānau and family spaces, and more appropriate staff support areas.  

• The addition and development of a new HNU, would provide sufficient space in this area. The 
relationship between HNU and the open ward requires careful consideration to achieve optimal 
benefit for both services. 

 
The quantity of green spaces, outdoor areas and natural light could be harder to achieve in the existing 
ward. The HNU would be rebuilt in its entirety and therefore the above comments do not apply to it.  
 
This option excludes the cost and risk of decanting of services while the significant internal 
reconfiguration occurs.  

If there was to be a new facility, what would be the size of the footprint? 
The size of the footprint for a new ward has been established at approximately 2500 to 2700m² 
(including external space). This footprint has been aligned and benchmarked with the master planning 
that is currently being undertaken. Possible locations have been identified and included in the 
Appendices of this report. 
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15. Appendices 

Appendix A  Existing Floor Plan 

Appendix B  Strategic Property Planning – MHU Site Options Review 

Appendix C  Schedule of Accommodation – Existing Revision A 

Appendix D  Schedule of Accommodation - New Build Draft Revision B 
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MDHB Palmerston North Hospital 

Strategic property planning – MHU Expansion Potential
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MDHB Palmerston North Hospital 

Strategic property planning – MHU site options review

Source: Spotless, photograph markup of mortuary locations, 170616

Building 1

Building 2

Administration Building
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MDHB Palmerston North Hospital 

Strategic property planning – MHU site options review

Source: Medlab, framed photograph viewed during Destravis site visit 170525

Building 1 Building 2

Doctors Flats

Pullar Cottage Original Mortuary MDHB Offices Old Ambulance Building

Administration Building
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MDHB Palmerston North Hospital 

Strategic property planning – MHU site options review

New Mental Health Unit

Proposed location

Site b

New Mental Health Unit

Alternate locations

Site cSite a
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MidCentral DHB Mental Health Unit
Schedule of Accommodation - New Build

Revision B

1 30/08/2017
The Health Planner Ltd.

Telephone  098168366, Mobile 021909040   

Room 
Number

Location Space Description Estimated 
Net sqm 

(m2)

No. 
Identical 
Spaces

Total Area  (m2) Functions/ Equipment with Space Implications Comments/ Questions for End Users

Entrance Entrance Lobby 25 1 25 This needs to be a large welcoming area, most people will 'walk in' with family and may sometimes sit in 
reception waiting to be met for people who are voluntarily admitted 

Entrance area  for 
consumers 

30 1 30 Presume that this is the separate area for consumers admitted compulsorily or in a distressed state. Key 
issue is protection of privacy, safety and observation and ability to escort under restraint (three people wide 
patient under restraint with staff each side) through corridors doors etc. Doors to be 1010mm wide. 
consumer corridors to the 2.5m W 

Airlock for consumers 15 1 15 Adjacent to HDU and assessment area The entrance control does not need an 'airlock' system, but a secure 
passageway to the following area which ensures privacy 

Reception and way 
finding 

10 1 10 Comment as above. The total area needs to be large 

Photocopying and 
Stationary store 

10 1 10 bit light, most likely more like standard 12 sqm-note OSH requirements for ventilation and size 

Court room/ meeting 
room

20 1 20 Accessible from interior and exterior of the unit, two doors, external windows.seperated from the open ward 

Waiting area for 
community consumers 
and whanau

25 1 25 Waiting area is required for consumers and whanau waiting to go into the courtroom. There is no facility for 
this at the moment. There is no barrier between external people coming in and the inpatient ward. This 
needs to be flexible lounge use, and possibly we may need to separate two areas, one for family and 
adjacent lawyer / family interview to allow client consultation. The District inspector has advocated for two 
separate rooms. Ideally the hearing room has a relationship with the exterior of the unit but linked to the 
traffic to interior 

DAMES office 20 1 20 Office for two people plus hot desk. Filing cabinets x 2 and large drop-down patient files. DAMES personnel 
manage all patients in the unit and the community under the Mental Health Act - approximately 160 patients 
at any one time. Location of their office TBD. 

Accessible WC 6 1 6 Needs to meet disability requirements but also carefully tailored to ensure safety 

Whanau Room 15 1 15 Waiting space for whanau 

Assessment Area Patients assessment 
room

16 1 16 Patient assessment room has wash hand basin, external door to airlock and treatment/ examination room 
adjacent. Door to corridor.  3 doors. This needs to be defined as admission assessment, and the functional 
relationships carefully defined. Links to admission area, de-escalation area, access to seclusion, observed 
from central area, close access to intensive care area, and able to move to acute area if appropriate. 

Treatment/ examination 
room 

15 1 15 Interview/ consult room contains plinth, curtains, wash hand basin, procedure light.

Central Staff  
Areas 

Staff Station 15 1 15 Central accessible staff stations one for HDU and one for the ward. - good visibility to entrance way if 
possible. The design should incorporate a counter, a work area between the counter and nurses / staff 
station / office and the functional relationships defined. 

Clinical work room 25 1 25 Designated write up room. Private space but may look out onto unit
Patients files and 
whiteboard 

14 1 14 What files are kept on the unit?? All inpatient files are kept on the unit. File area should not be where the 
'whiteboard' is placed. By this time we will have electronic monitoring boards up and in place

Size TBC 

Central Support 
Areas

Clean linen store 10 1 10 Linen store locked. Linen often needs more room, as types of linen and storage may change with modern 
approaches to bed linen etc. We hope to move to duvets and more appropriate sheets etc. 

Patient Laundry 8 1 8 Room for patients' laundry washer and dryer 

Staff WCs 3 2 6
Patient WCs 4 4 16
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MidCentral DHB Mental Health Unit
Schedule of Accommodation - New Build

Revision B

2 30/08/2017
The Health Planner Ltd.

Telephone  098168366, Mobile 021909040   

Room 
Number

Location Space Description Estimated 
Net sqm 

(m2)

No. 
Identical 
Spaces

Total Area  (m2) Functions/ Equipment with Space Implications Comments/ Questions for End Users

Interview Room 14 4 56 Interview room with chairs.

Consultation rooms 15 1 15

Meeting/ Group Room 20 1 20 Medium sized meeting room, table, chairs , data , phone, projector, controlled lighting.

Patient property 10 1 10 Shelves adjustable. Needs to be larger as a lot of property is stored, and needs large dividable storage area

Clean Utility & 
medication 

24 1 24 WHB and SS sink, drugs and sterile supplies, fridge? Lock. Space to be divided into 2 for medications 

Dirty Utility 10 1 10 To confirm if required. Should not need a 'sluice room' as in the old fashioned shredders etc. CN

Disposal room 8 1 8 Dirty rubbish and linen to be removed from the ward 

Cleaners room 5 1 5 Cleaner's sink with hose tap for product dispenser. Cleaner's trolley, hooks for mop handles. Shelves for 
paper towels and WC storage. WHB soap, paper towels, rubbish tin. Hooks for coats. Lock.

Activities and 
Recreational 
Areas 

Dining room 40 1 40 Dining room with tea bay and WHB. The BOP and Wakari examples are good and have proven track 
records. Separate kitchen, dining and indoor outdoor flow, with café style alcove, as close to normal as 
possible

Quiet lounges for relaxation, designated lounges for special groups 
based on age, gender and other characteristics, television, music 
room with TV, multifunctional recreation room.

Sitting alcove 8 3 24 Sitting alcoves need to be carefully included but are part of the overall corridor design eg one per bedroom 
cluster and perhaps suitable alcoves adjacent to other rooms such as interview of lounge areas. 

TV music room 20 2 40 Yes these are definitely needed separately and there should be more than one TV room with suitable design 
of TV screen access. This kind of area should form part of the overall design of 'lounge' spaces. 

Sensory Room 15 2 30 Sensory room to be accessible  

Telephone alcove 3 1 3 Telephone booth 

Courtyard open 150 1 150 19 x 10 metres current area Again should be more than one courtyard / outside space. It would be good to 
have one for the intensive care area, one for activity area (in BOP the large outdoor space with a view and 
lawn also has a 'contemplation room' in it, and also an additional activity space would be useful.

Courtyard open 
contemplation 

50 1 50

Whanau Room and 
ensuite - overnight room 

16 1 16 Need a large whanau room where people can sleep overnight, ensuite, and tea bay in the room 

OT Spaces Assessment Kitchen 10 1 10 Domestic kitchen 

Group room 21 1 21

Therapy room 30 1 30

Gymnasium 20 1 20 If we have a gym it would be good but likely we need a low impact exercise room that can be open and 
accessible particularly on weekends. 

Office 12 1 12 For OTs 
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MidCentral DHB Mental Health Unit
Schedule of Accommodation - New Build

Revision B

3 30/08/2017
The Health Planner Ltd.

Telephone  098168366, Mobile 021909040   

Room 
Number

Location Space Description Estimated 
Net sqm 

(m2)

No. 
Identical 
Spaces

Total Area  (m2) Functions/ Equipment with Space Implications Comments/ Questions for End Users

Bedrooms 
Female Wing Bedroom - 1 person with 

ensuite 
19 10 190 Bed,  built-in shelves. 2 wings - male and female. External outlook and coupled with high ceilings - light and 

airy. Acoustic treated, privacy lock. Additional items to add: Windows  lots of natural light, inset with a view, 
custom furniture built in and ensute toilet and shower. 

WCs 4 1 4
Bath WC 8 1 8 Bath can be very useful but need specialised larger bath some evidence of spa or active baths being good 

for parkinsonism type side effects
Lounge 20 1 20
Linen Cupboard 2 1 2

Male Wing Bedroom - 1 person with 
enssuites 

19 10 190

WCs 4 1 4
Bath WC 8 1 8
Lounge 20 1 20
Linen Cupboard 2 1 2

High Needs Unit Bedroom - 1 person with 
ensuite

19 3 57 Design to standard 

Lounge 40 1 40
Dining area 25 1 25
Courtyard external 60 1 60

Locked Wing Bedroom - 1 person with 
ensuite

19 3 57

Bath WC 8 1 8
Sensory room 10 1 10
HNU courtyard 30 1 30

Secure Entry 
Zone 

Airlock In entrance area 

Seclusion room 19 3 57 Need up to 3 seclusion rooms. One for acute / intensive care, one to admit to if needing safety and one 
redundant if out of commission. They are supernumerary to bedrooms

Staff Base 15 1 15
Clinical workroom 15 1 15
Pantry 8 1 8 Staff only
Lounge/ Whanau room 14 1 14 Exterior to the unit, but appropriate in size.
WC 4 1 4

Staff Facilities WC Toilet/Shower with 
lobby 

6 1 6 Disabled accessible WC and 1 other WC with shared lobby. WC compliant with NZS4121. Mechanical 
ventilation. Accessed from Staff room. 

Staff Room 15 1 15 Tea bay with sink, dishwasher, toaster. Cupboards above and drawers under. Lockers. Noticeboard. Tables 
and chairs and soft furnishing. 

Offices 9 8 72 Offices
Social Workers Office 15 1 15 Office for 2 people TBC. 

Office 12 6 72 Office for one person. Desk, computer, shelves for manuals, under bench storage, whiteboards, filing 
cabinet, phone. Lockable storage and locked room. 

Number of office on the unit TBC List of roles with offices is 
needed. The BOP solution was to have interview offices for staff in 
the interior of the unit, eg CN Nursing room, ? 4 interview spaces 
and a separate area where MDT staff (Consultants x 2) registrars x 
2) and JMO x 1 and SW x2 had offices

Meeting room 20 1 20

1943 Gross Floor Area  
583 Area & 30% for circulation gross floor area 

2526 Total Floor Area
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Appendix C MidCentral DHB Mental Health Unit
Schedule of Accommodation - Existing

Revision A

4 30/08/2017
The Health Planner Ltd.

Telephone  (09) 816-8366, Mobile (021) 909-040   

Room 
Number

Location Space Description Estimated 
Net sqm 

(m2)

No. 
Identical 
Spaces

Total Area  (m2) HFA Functions/ Equipment with Space Implications Comments/ Questions for End Users

Based on 
20 beds 
ward 6 
HDU 

Entrance Entrance Lobby 0 10m2 None existing All-weather drop-off for consumers, discreet, secure ambulance and 
police access, well-lit staff parking, visitors' car parking,

Reception and way 
finding 

35 1 35 10m2
8m2

Stationery store is additional 8m2 and is included in this area. Wayfinding is an issue, access to the unit from the front desk.

Court room/ meeting 
room

20 1 20 Accessible from interior and exterior of the unit, two doors, external windows.

Waiting area for 
community consumers 
and whanau

10m2 Waiting area is required for consumers and whanau waiting to go into the courtroom. There is no facility for 
this at the moment. There is no barrier between external people coming in and the inpatient ward. 

Secure entrance  - not on court days. 

DAMES office 20 1 20 Office for two people plus hot desk. Filing cabinets x 2 and large drop-down patient files. DAMES personnel 
manage all patients in the unit and the community under the Mental Health Act - approximately 160 patients at 
any one time. Location of their office TBD. 

Accessible WC 5.6 1 5.6 6m2

Whanau Room 11 1 11 15 m²

Assessment area Patients assessment 
room

19 1 19 I per unit Patient assessment room has three external doors and wash hand basin. Assessment area adjacent to a secure entry, second egress, 
duress alarm, locked clinical equipment, hand basin, restricted 
access.

Interview/ consulting 
room

9 1 9 I per unit Interview/ consult room contains plinth, curtains, wash hand basin, procedure light. Assessment area adjacent to a secure entry, second egress, 
duress alarm, locked clinical equipment, hand basin, restricted 
access.

Central Staff  
Areas 

Staff Station 50 1 50 14m2 Raised staff station - good visibility to HDU, no visibility to the rest of the unit or entrance way. Should have good lines of sight.  HFG much too big. 
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Appendix C MidCentral DHB Mental Health Unit
Schedule of Accommodation - Existing

Revision A

5 30/08/2017
The Health Planner Ltd.

Telephone  (09) 816-8366, Mobile (021) 909-040   

Room 
Number

Location Space Description Estimated 
Net sqm 

(m2)

No. 
Identical 
Spaces

Total Area  (m2) HFA Functions/ Equipment with Space Implications Comments/ Questions for End Users

Clinical work room 25m2 The space is there but it's in the wrong location and not private.

Patients files and 
whiteboard 

14 1 14 Little else in this room.

Stair 0 Where to? 

Central Support 
Areas

Clean linen store 6 1 6 2m2 Linen store locked. 

Patient Laundry 9 1 9 8m2 Room for patients' laundry washer and dryer - room is locked.

Staff WCs 2.8 2 5.6 6m2 Open directly onto corridor with no lobby. Not private. No indicators on the doors. Key lock only. Correct space, wrong location and needs occupancy indicators.

Patient WCs 2.8 2 5.6 8m2 Open directly onto corridor with no lobby. Not private. No indicators on the doors?? . Correct space, wrong location and needs occupancy indicators.

Interview Room 14 2 28 28m2 Interview room with chairs.

Consultation rooms Should have 
4

Sensory Room 14 1 14 Sensory room kept locked unless patient is accompanied by staff member.

Social Workers Office 14 1 14 Office for 2 people TBC. 

Office 8 1 8 Office for one person. Desk, computer, shelves for manuals, under bench storage, whiteboards, filing cabinet, 
phone. Lockable storage and locked room. Office next to phone room unknown - who uses this please?

Meeting/ Group Room 32 1 32 20m2 Medium sized meeting room, table, chairs , data , phone, projector, controlled lighting.

Patient property 12 1 12 6m2 Shelves adjustable. 

Clean Utility 10 1 10 24m2 WHB and SS sink, drugs and sterile supplies, fridge? Lock. This includes medication and treatment room.

Dirty Utility 10m2 Is this required?

Disposal room 10 1 10 8m2
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Appendix C MidCentral DHB Mental Health Unit
Schedule of Accommodation - Existing

Revision A

6 30/08/2017
The Health Planner Ltd.

Telephone  (09) 816-8366, Mobile (021) 909-040   

Room 
Number

Location Space Description Estimated 
Net sqm 

(m2)

No. 
Identical 
Spaces

Total Area  (m2) HFA Functions/ Equipment with Space Implications Comments/ Questions for End Users

Cleaners room 8 1 8 5m2 Cleaner's sink with hose tap for product dispenser. Cleaner's trolley, hooks for mop handles. Shelves for 
paper towels and WC storage. WHB soap, paper towels, rubbish tin. Hooks for coats. Lock.

File storage 0 1 0 10m2 Where is this? 

0

Activities and 
Recreational 
Areas 

Dining room 33 1 33 40m2 
dining. 
Total 

area150m
2

Dining room with tea bay and WHB - no food available after 9pm. Quiet lounges for relaxation, designated lounges for special groups 
based on age, gender and other characteristics, television, music 
room with TV, multifunctional recreation room.

Sitting alcove 8 1 8 2x10m2 This is the effective space due to door to interview rooms. 

TV music room 1x20m2

Multifunctional activities 
area

40m2

Telephone alcove 2.8 1 2.8 Telephone booth 

Courtyard open 209 1 209 150 19 x 10 metres Ligature points 

Whanau Room 11 1 11

OT Spaces Assessment Kitchen 9 1 9 10m2 Domestic kitchen Should really have a kitchen for consumer use.

Group room 16 1 16 21m2

Therapy room 30 1 30 Wood working ?? 

Gymnasium 20m2 

Office 7 1 7 Is this for OTS? 
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Appendix C MidCentral DHB Mental Health Unit
Schedule of Accommodation - Existing

Revision A

7 30/08/2017
The Health Planner Ltd.

Telephone  (09) 816-8366, Mobile (021) 909-040   

Room 
Number

Location Space Description Estimated 
Net sqm 

(m2)

No. 
Identical 
Spaces

Total Area  (m2) HFA Functions/ Equipment with Space Implications Comments/ Questions for End Users

Bedrooms Ligature points 

Female Wing Bedroom - 1 person 11 10 110 14 Bed,  built-in shelves. 2 wings - male and female - need to know demarcation of flex beds.     External outlook and coupled with high ceilings - light and airy. 
Acoustic treated, privacy lock. 

Ensuite 0 0 0 5m2

Handwashing Bay 2 1 2 2m2

WCs 2.7 4 10.8 Night lights ?

Shower only small 2.7 1 2.7

Showers only large 4.5 1 4.5

Bath WC 7.7 1 7.7

Lounge 17.3 1 17.3

Male Wing Bedroom - 1 person 11 8 88 14

Ensuite 0 0 0 5m2

WCs 2.7 1 2.7 Only 2 WCs in this wing for consumers. 

Handwashing Bay 2 1 2 2m2

Shower Only Small 2.7 1 2.7

Showers  WC Large 4.5 2 9

Bath WC 7.7 1 7.7

Lounge 16 1 16

Flex Wing Bedroom - 1 person 11 1 11
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Appendix C MidCentral DHB Mental Health Unit
Schedule of Accommodation - Existing

Revision A

8 30/08/2017
The Health Planner Ltd.

Telephone  (09) 816-8366, Mobile (021) 909-040   

Room 
Number

Location Space Description Estimated 
Net sqm 

(m2)

No. 
Identical 
Spaces

Total Area  (m2) HFA Functions/ Equipment with Space Implications Comments/ Questions for End Users

Bedroom - 1 person with 
ensuite

15 3 45 19m2

WCs 2.7 1 2.7

Shower Only Small 2.7 1 2.7

Linen Cupboard 2 1 2

High Needs Unit Bedroom - 1 person with 
ensuite

15 3 45 19m2

Lounge 11 1 11 40m2 in 
total 

Dining area 10 1 10 25 m² No dining table. Effective area hard to measure it is a corridor.  

Courtyard external 30 1 30 60m2 External space for HDU and 

Secure Entry 
Zone 

Airlock 6.6 1 6.6 10m2 Under size but functional. 

Seclusion room Is this required if all single rooms?

Staff Station 14m2

Clinical workroom 15 m² Spaces available but not utilised as such.

Clean and Dirty Utility 14 Shared area

Pantry 8 m² Staff only Not currently existing

Lounge/ Whanau room Exterior to the unit, but appropriate in size.
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Appendix C MidCentral DHB Mental Health Unit
Schedule of Accommodation - Existing

Revision A

9 30/08/2017
The Health Planner Ltd.

Telephone  (09) 816-8366, Mobile (021) 909-040   

Room 
Number

Location Space Description Estimated 
Net sqm 

(m2)

No. 
Identical 
Spaces

Total Area  (m2) HFA Functions/ Equipment with Space Implications Comments/ Questions for End Users

Locked Wing Bedroom - 1 person with 
ensuite

15 3 45 Outward opening doors 

Bath WC 6.8 1 6.8

Offices/ bedrooms 12 2 24 Adjacent to Whanau Room. What are these used for? These may be offices or bedrooms  - they are the other 
side of the door. 

Staff Facilities WC Toilet/Shower with 
lobby 

7 1 7 3m2 Disabled accessible WC and 1 other WC with shared lobby. WC compliant with NZS4121. Mechanical 
ventilation. Accessed from Staff room. 

Location is not ideal. 

Staff Room 32 1 32 15m2 Tea bay with sink, dishwasher, toaster. Cupboards above and drawers under. Lockers. Noticeboard. Tables 
and chairs and soft furnishing. Dark, no natural light. 

Offices 9 8 72 Offices

Gross Floor Area  
Area & 30% for circulation gross floor area 

0 Total Floor Area
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MidCentral DHB Mental Health Unit

Schedule of Accommodation - New Build

Revision B

Room 

Number

Location Space Description Estimated 

Net sqm 

(m2)

No. 

Identical 

Spaces

Total Area  (m2) Functions/ Equipment with Space Implications Comments/ Questions for End Users

Entrance Entrance Lobby 25 1 25 This needs to be a large welcoming area, most people will 'walk in' with family and may sometimes sit in 
reception waiting to be met for people who are voluntarily admitted 

Entrance area  for 
consumers 

30 1 30 Presume that this is the separate area for consumers admitted compulsorily or in a distressed state. Key 
issue is protection of privacy, safety and observation and ability to escort under restraint (three people wide 

patient under restraint with staff each side) through corridors doors etc. Doors to be 1010mm wide. consumer 

corridors to the 2.5m W 

Airlock for consumers 15 1 15 Adjacent to HDU and assessment area The entrance control does not need an 'airlock' system, but a secure 
passageway to the following area which ensures privacy 

Reception and way 
finding 

10 1 10 Comment as above. The total area needs to be large 

Photocopying and 
Stationary store 

10 1 10 bit light, most likely more like standard 12 sqm-note OSH requirements for ventilation and size 

Court room/ meeting 
room

20 1 20 Accessible from interior and exterior of the unit, two doors, external windows.seperated from the open ward 

Waiting area for 
community consumers 
and whanau

25 1 25 Waiting area is required for consumers and whanau waiting to go into the courtroom. There is no facility for 
this at the moment. There is no barrier between external people coming in and the inpatient ward. This needs 
to be flexible lounge use, and possibly we may need to separate two areas, one for family and adjacent 
lawyer / family interview to allow client consultation. The District inspector has advocated for two separate 

rooms. Ideally the hearing room has a relationship with the exterior of the unit but linked to the traffic to interior 

DAMES office 20 1 20 Office for two people plus hot desk. Filing cabinets x 2 and large drop-down patient files. DAMES personnel 

manage all patients in the unit and the community under the Mental Health Act - approximately 160 patients at 

any one time. Location of their office TBD. 

Accessible WC 6 1 6 Needs to meet disability requirements but also carefully tailored to ensure safety 

Whanau Room 15 1 15 Waiting space for whanau 

Assessment Area Patients assessment 
room

16 1 16 Patient assessment room has wash hand basin, external door to airlock and treatment/ examination room 
adjacent. Door to corridor.  3 doors. This needs to be defined as admission assessment, and the functional 
relationships carefully defined. Links to admission area, de-escalation area, access to seclusion, observed 
from central area, close access to intensive care area, and able to move to acute area if appropriate. 

Treatment/ examination 
room 

15 1 15 Interview/ consult room contains plinth, curtains, wash hand basin, procedure light.

Central Staff  

Areas 

Staff Station 15 1 15 Central accessible staff stations one for HDU and one for the ward. - good visibility to entrance way if 

possible. The design should incorporate a counter, a work area between the counter and nurses / staff station 

/ office and the functional relationships defined. 
Clinical work room 25 1 25 Designated write up room. Private space but may look out onto unit
Patients files and 

whiteboard 

14 1 14 What files are kept on the unit?? All inpatient files are kept on the unit. File area should not be where the 

'whiteboard' is placed. By this time we will have electronic monitoring boards up and in place

Size TBC 

Central Support 

Areas

Clean linen store 10 1 10 Linen store locked. Linen often needs more room, as types of linen and storage may change with modern 
approaches to bed linen etc. We hope to move to duvets and more appropriate sheets etc. 

Patient Laundry 8 1 8 Room for patients' laundry washer and dryer 

Staff WCs 3 2 6
Patient WCs 4 4 16

Interview Room 14 4 56 Interview room with chairs.

Consultation rooms 15 1 15

1 23-07-17

The Health Planner Ltd.

Telephone  098168366, Mobile 021909040  
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MidCentral DHB Mental Health Unit

Schedule of Accommodation - New Build

Revision B

Room 

Number

Location Space Description Estimated 

Net sqm 

(m2)

No. 

Identical 

Spaces

Total Area  (m2) Functions/ Equipment with Space Implications Comments/ Questions for End Users

Meeting/ Group Room 20 1 20 Medium sized meeting room, table, chairs , data , phone, projector, controlled lighting.

Patient property 10 1 10 Shelves adjustable. Needs to be larger as a lot of property is stored, and needs large dividable storage area

Clean Utility & 
medication 

24 1 24 WHB and SS sink, drugs and sterile supplies, fridge? Lock. Space to be divided into 2 for medications 

Dirty Utility 10 1 10 To confirm if required. Should not need a 'sluice room' as in the old fashioned shredders etc. CN

Disposal room 8 1 8 Dirty rubbish and linen to be removed from the ward 

Cleaners room 5 1 5 Cleaner's sink with hose tap for product dispenser. Cleaner's trolley, hooks for mop handles. Shelves for 
paper towels and WC storage. WHB soap, paper towels, rubbish tin. Hooks for coats. Lock.

Activities and 

Recreational 

Areas 

Dining room 40 1 40 Dining room with tea bay and WHB. The BOP and Wakari examples are good and have proven track 
records. Separate kitchen, dining and indoor outdoor flow, with café style alcove, as close to normal as 
possible

Quiet lounges for relaxation, designated lounges for special groups 
based on age, gender and other characteristics, television, music 
room with TV, multifunctional recreation room.

Sitting alcove 8 3 24 Sitting alcoves need to be carefully included but are part of the overall corridor design eg one per bedroom 
cluster and perhaps suitable alcoves adjacent to other rooms such as interview of lounge areas. 

TV music room 20 2 40 Yes these are definitely needed separately and there should be more than one TV room with suitable design 
of TV screen access. This kind of area should form part of the overall design of 'lounge' spaces. 

Sensory Room 15 2 30 Sensory room to be accessible  

Telephone alcove 3 1 3 Telephone booth 

Courtyard open 150 1 150 19 x 10 metres current area Again should be more than one courtyard / outside space. It would be good to 
have one for the intensive care area, one for activity area (in BOP the large outdoor space with a view and 
lawn also has a 'contemplation room' in it, and also an additional activity space would be useful.

Courtyard open 
contemplation 

50 1 50

Whanau Room and 
ensuite - overnight room 

16 1 16 Need a large whanau room where people can sleep overnight, ensuite, and tea bay in the room 

OT Spaces Assessment Kitchen 10 1 10 Domestic kitchen 

Group room 21 1 21

Therapy room 30 1 30

Gymnasium 20 1 20 If we have a gym it would be good but likely we need a low impact exercise room that can be open and 
accessible particularly on weekends. 

Office 12 1 12 For OTs 

Bedrooms 

Female Wing Bedroom - 1 person with 
ensuite 

19 10 190 Bed,  built-in shelves. 2 wings - male and female. External outlook and coupled with high ceilings - light and 
airy. Acoustic treated, privacy lock. Additional items to add: Windows  lots of natural light, inset with a view, 
custom furniture built in and ensute toilet and shower. 

WCs 4 1 4

Bath WC 8 1 8 Bath can be very useful but need specialised larger bath some evidence of spa or active baths being good for 

parkinsonism type side effects

2 23-07-17

The Health Planner Ltd.

Telephone  098168366, Mobile 021909040   
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MidCentral DHB Mental Health Unit

Schedule of Accommodation - New Build

Revision B

Room 

Number

Location Space Description Estimated 

Net sqm 

(m2)

No. 

Identical 

Spaces

Total Area  (m2) Functions/ Equipment with Space Implications Comments/ Questions for End Users

Lounge 20 1 20

Linen Cupboard 2 1 2

Male Wing Bedroom - 1 person with 

enssuites 
19 10 190

WCs 4 1 4

Bath WC 8 1 8

Lounge 20 1 20

Linen Cupboard 2 1 2

High Needs Unit Bedroom - 1 person with 

ensuite
19 3 57 Design to standard 

Lounge 40 1 40

Dining area 25 1 25

Courtyard external 60 1 60

Locked Wing Bedroom - 1 person with 

ensuite
19 3 57

Bath WC 8 1 8

Sensory room 10 1 10

HNU courtyard 30 1 30

Secure Entry 

Zone 

Airlock In entrance area 

Seclusion room 19 3 57 Need up to 3 seclusion rooms. One for acute / intensive care, one to admit to if needing safety and one 
redundant if out of commission. They are supernumerary to bedrooms

Staff Base 15 1 15

Clinical workroom 15 1 15

Pantry 8 1 8 Staff only

Lounge/ Whanau room 14 1 14 Exterior to the unit, but appropriate in size.

WC 4 1 4

Staff Facilities WC Toilet/Shower with 
lobby 

6 1 6 Disabled accessible WC and 1 other WC with shared lobby. WC compliant with NZS4121. Mechanical 
ventilation. Accessed from Staff room. 

Staff Room 15 1 15 Tea bay with sink, dishwasher, toaster. Cupboards above and drawers under. Lockers. Noticeboard. Tables 
and chairs and soft furnishing. 

Offices 9 8 72 Offices

Social Workers Office 15 1 15 Office for 2 people TBC. 

Office 12 6 72 Office for one person. Desk, computer, shelves for manuals, under bench storage, whiteboards, filing cabinet, 
phone. Lockable storage and locked room. 

Number of office on the unit TBC List of roles with offices is needed. 
The BOP solution was to have interview offices for staff in the 
interior of the unit, eg CN Nursing room, ? 4 interview spaces and a 
separate area where MDT staff (Consultants x 2) registrars x 2) and 
JMO x 1 and SW x2 had offices

Meeting room 20 1 20

1943 Gross Floor Area  

583 Area & 30% for circulation gross floor area 

2526 Total Floor Area

3 23-07-17

The Health Planner Ltd.

Telephone  098168366, Mobile 021909040   
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COPY TO:  

 
Chief Information Officer 

MidCentral DHB 
Heretaunga Street 

PO Box 2056 
Palmerston North 4440 

 Phone 
Fax 

+64 (6) 3508032 
+64  (6) 355 0616 

 

 

 
 

For: 

√ Decision 

 Endorsement 

√ Noting 
 

To MDHB Board 

Author Steve Miller, Chief Information Officer, Knowledge and 
Information 

Endorsed by CEO and General Manager, Corporate Services and Finance 

Date 13 September 2017  

Subject WEBPAS-PATIENT ADMINISTRATION PROJECT AND 
RHIP PROGRAMME ADDITIONAL CONTINGENCY 
FUNDING REQUEST 

RECOMMENDATION 

It is recommended that the Board: 
 

• note the status of the MDHBs Regional Health Informatics Programme,  
• approve the allocation of an additional CAPEX of $536,000 to enable 

the successful delivery of MDHBs WebPAS-Patient Administration 
project and RHIP programme.  

 

Strategic Alignment 

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

Glossary 

CP  Clinical Portal 
FRAC  Finance, Risk & Audit Committee 
HOC  Hospital Operations Centre 
MDHB  MidCentral District Health Board 
RADA  Regional Application Data Access 
RHIP  Regional Health Informatics Programme  
RIS  Radiology Information System 
WebPAS Web-based Patient Administration System 
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1. PURPOSE 

To provide the Board with an outline a request for the allocation of an additional 
CAPEX $536,000 to enable the successful delivery of MDHBs RHIP programme 
Patient Administration project.  
 
This paper was endorsed by FRAC at its meeting of the 29th August 2017. 
 
This paper now seeks Board approval. 
 
2. SUMMARY 
 
The implementation of RHIP projects at MDHB is in a critical phase with Clinical 
Portal and RIS now live, and with the deployment of WebPAS-Patient 
administration targeted for early December.   
 
The order of implementation agreed was to enable staged integration into the 
regional infrastructure at Revera and between the various products (CP, RIS and 
WebPAS).  This has created dependencies between systems such that slippage on 
any one project creates slippage on subsequent programme phases, and ultimately 
on the achievable date for the HoC deployment following WebPAS.   
 
Project slippage has occurred in each project as further explained below, and whilst 
the “knock-on” effect was previously absorbed by time buffers factored between 
projects there is now been a cumulative effect requiring additional funding to 
complete RHIP.   
 
This slippage has predominantly been due to factors outside of MDHBs control, for 
example, regional solution production outages. The project team remain diligent in 
balancing these type of issues whilst progressing project activities, to the timelines, 
budget and quality expected. 
 

2017 2018May Jun Jul Aug Sep Oct Nov Dec Jan

Milestone PAS Go Live
Nov 28

Clinical 
Portal Discharge SummarySIT

Lab ResultsBAT

Radiology Orders

Med Docs

webPAS Regression

Rhapsody Regression

Other DHBs / functionality testing / Regression Testing

Data Conversion

SIT

BAT

Build /test minimum reports

webPAS Regression

Rhapsody Regression

Training

Build /test remaining reports

RIS

PAS

RADA

SIT

BAT

Rhapsody Regression

Data Conversion

Milestone PAS Go Live
Nov 28

In Scope - completed

In Scope – commenced but not completed

In Scope – not commenced

Planned but not scoped nor funded

Clinical Portal Go Live
15th August 2017

RIS Go Live
11th September 2017

PAS Go Live
8th December 2017
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The timeline above shows a high-level schedule of key project work streams. It 
should be noted that ‘planned but not scoped nor funded activities’ outlined in the 
above in RED are either being absorbed into current project activities and funding, 
or being reviewed against existing MDHB capabilities/investment.  
 
For example, using MDHBs existing Winscribe solution rather than implementing 
MedDocs or viewing the regional éclair repository for Laboratory results rather than 
duplicating it into Clinical Portal.  
 
All attempts are being made to be deliver the programme within the funding 
allocated and approved. 
 
 
3.1 RHIP FINANCIAL OVERVIEW 
 
All RHIP projects have been re-baselined and re-costed against a revised timing 
and as at August, the forecast to complete is $2,594,000.  
 
This includes additional contingency provides a 2-3 month buffer, should for any 
reason, the WebPAS-Patient Administration project is delayed to early 2018. 
 

Category Budget 
Actuals  

Aug 2017
Forecast to 
Complete

Total Forecast 
to Complete 

Variation to 
Budget 

WebPAS - Patient Administration 4,937$  3,494$        1,951$            5,445$              508$              
Clinical Portal 382$      302$            67$                  369$                 13-$                
Radiology Information System 326$      242$            27$                  269$                 57-$                
Management Reporting (RADA) 800$      205$            397$                602$                 198-$              
RHIP Programme Resources 476$      579$            193$                772$                 296$              

6,921$  4,822$        2,594$            7,457$              536$              
 

 
An additional budget allocation of CAPEX $536,000 for this contingency is 
requested.  
 
As a critical foundational capability to support MDHB’s strategic initiatives, this 
further allocation will be funded by the reprioritisation of the FY17-18 ICT capital 
programme.  
 
Further investment will be required to ensure the various products are enhanced 
ongoing and to enable further integration with Primacy Care. This will be subject to 
the appropriate business case. 
 
With the successful delivery of the CP and RIS projects, the lessons learnt are 
being built into our planning and pre-go live activities for the WebPAS-Patient 
Administration project. The project team have an increasing level of confidence 
that an early December Web-PAS Patient Administration System go live is 
achievable. However, over the last 3 months the delays to MDHBs RHIP projects 
due to factors outside the control of the MDHB project team indicate an allocation 
of additional contingency is prudent.   
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A further important consideration is that Wairarapa DHB go live on WebPAS-Patient 
Administration is 3 weeks before MidCentral DHB’s and should there be any 
significant issues or delays MidCentral DHB’s go live would be pushed to late 
January or February 2018. 
 
This paper was endorsed by FRAC at its meeting of the 29th August 2017. 
 
 
5. RECOMMENDATION 
 
It is recommended that the Board: 
 

• note the status of the MDHBs Regional Health Informatics Programme,  
• approve the allocation of an additional CAPEX of $536,000 to enable the 

successful delivery of MDHBs WebPAS-Patient Administration project and 
RHIP programme.  

 
 
 
 
Steve Miller 
Chief Information Officer  
Knowledge and Information 
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COPY TO:  Finance & Corporate Services 
MidCentral DHB 

Heretaunga Street, PO Box 2056 
Palmerston North 4440 

 Phone 
Fax 

+64 (6) 350 8475 
+64 (6) 355 0616 

 

 

 
 

For: 

  Decision 

 Endorsement 

√ Noting 
 

To Board 

Author John Manderson, Business Improvement Programme 
Manager 
 

Endorsed by General Manager, Finance & Corporate Services 

Chief Executive Officer 

Date 12 September 2017  

Subject BUSINESS IMPROVEMENT UPDATE 

RECOMMENDATION 

that the update on the Business Improvement Plan be noted. 

 

Strategic Alignment 

This paper is aligned to the District Health Board’s goal of achieving financial 
sustainability.  

Glossary 

MDHB    MidCentral District Health Board 
FRAC             Finance, Risk and Audit Committee 
DHB(s)   District Health Board(s) 
FSRP             Financial Sustainability Recovery Plan 
YE    Year End 
ELT    Executive Leadership Team 
EY                 Ernst Young 
RIS               Radiology Information System 
CIO               Chief Information Officer 
RHIP             Regional Health Informatics Programme 
PCT               Pharmacy Cancer Treatments 
CT                Computed Tomography 
D&AS            Data & Analytics Strategy  
ISSP             Information Systems Strategic Plan  
ISM              Integrated Service Model 
Compounding Preparing personalised medications for patients  
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1. PURPOSE 
 
The purpose of this paper is to update the Board on our Business 
Improvement Plan. This includes:  
 
• Ernst Young (EY) Report Recommendations update 
• Performance August 2017 YTD 
• Financial Sustainability Recovery Plan (FSRP) 2017-2018 

 
2. SUMMARY  

 
2.1 EY Recommendations Update 

 
Background 

 
As previously reported MDHB commissioned EY in November 2016 to conduct an 
independent high-level critique of the organisation. The key drivers were: 

 
• Financial deficit and deteriorating performance  
• Recent clinical reviews which raised a number of historical quality and 

safety concerns  
• A recent finance and IT capability review.  

 
The following recommendations were made: 

 
1. Build new capability in data and analytics to align investment with 

priorities and drive value across the system 
2. Review and align the organisation behind the newly developed strategy 
3. Implement the organisational development strategy  
4. Purposefully develop the organisational culture to align with a focus on 

innovation and continuous improvement  
5. Develop new models of care to put the strategy into practice.  

 
Actions 
 
The following provides an update on progress to date: 

 
• At the July 2017 Board meeting, a Change and Transition Model 

Approach was presented on the implementation of our Integrated 
Service (Clusters) 

• The General Manager for People & Culture, Keyur Anjaria is leading the 
implementation of the Integrated Service Model (ISM) and Organisation 
Development Plan 

• “Speaking Up for Safety” with the Cognitive Institute is well underway, 
and the “Choosing Wisely” campaign has started preliminary work with 
Dr Bart Baker confirmed as the Clinical Lead 

• Chief Information Officer (CIO), Steve Miller, is focused on ensuring the 
Regional Health Informatics Programme is successfully implemented 
with the Regional Clinical Portal going live 16 August 2017 and with 
Regional RIS and WebPas coming online progressively. In addition, 
preliminary scoping work has started on a refresh of the Information 
Systems Strategic Plan (ISSP) and Data and Analytics Strategy (D&AS) 

• The CostPro Business Intelligence system has been implemented and 
enables performance analysis to drill down to specific episodes of care 
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• The Business Improvement Plan & Framework has been developed 
which will underpin our improvement efforts.  

 
The EY critique supports MidCentral DHB’s Executive and Board approach to 
delivering on our strategic priorities.  

 
 

2.2 Current project performance 
 

Result – August 2017 YTD 
 
Six new items equating to $1.21 million are included in the provisional 
17/18 year budget savings plan. There is additional work underway as part 
of the Financial Sustainability Recovery Plan (FSRP) which is detailed in the 
next section of this report. 
 
Actual performance for August YTD 2017 was $91k against a target of 
$126k (72 percent). The stand out was Pharmacy Cancer Treatments (PCT) 
compounding in-house which has achieved an actual saving of $66k against 
a target of $44k for the first two months. As previously noted performance 
of this item will fluctuate on a monthly basis so the level of performance will 
vary. 
 
Service delivery optimisation and CT scanner benefits are phased for later 
in the financial year. 
 
Due to the project lifecycle of the remaining items they are expected to 
come on stream over the coming months as planned. All items are closely 
monitored by the applicable Service with their Business 
Advisor/Management Accountant. All actions are being taken to ensure 
these savings are achieved in an effective and sustainable manner. The 
specific items are detailed in section 5 of this report. 
 
 
2.3 Financial Sustainability Recovery Plan 

 
Background 

 
The draft budget for 2017/2018 is showing a deficit of $3.8m. To this we have 
identified risks of $7.7m in addition to whatever the events of the year ahead may 
add, indicating a potential deficit of $11.5m if all of the risks eventuated.  

 
Current Progress 

 
From the budgeting process a list of opportunities were identified to ELT and 
assigned Executive Sponsors to undertake a Rapid Check on the proposed items. 
This was completed and the following provides the preliminary analysis on the 26 
items assessed to date with 3 more to be completed over the coming month 
totalling 29 areas of opportunity.   

 
Analysis 
 
Items are categorised under the following:  
 
1. Rapid Wins – An improvement that is visible, has immediate benefit, 

and can be delivered safely and effectively 
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2. Important Strategic Value – needs to start, value will build over time 
3. In Queue – captured awaiting next steps 

 
In times of sustainable operation the Health Benefit contribution from an initiative 
would dominate financial consideration. To effect a financial recovery, as we intend, 
the tactical reprioritisation can be represented by the following matrix which was 
used to rank the items on financial impact and health benefit. 
 

  
Health Benefit 

  
Positive Neutral Negative 

Fi
n

an
ci

al
 I

m
p

ac
t P
os

it
iv

e 

Priority 1 (P1) Priority 2 (P2) Carefully consider 
trade-off 

N
eu

tr
al

 

Priority 3 (P3) Not progressed as 
part of this process Avoid 

N
eg

at
iv

e 

Business Case Avoid Avoid 

 
Of the 29 identified:  
 
• 26 have been analysed and ranked with 3 outstanding 
• Of the 26, 17 have been categorised as Rapid Wins across priority levels. 

Several of these are underway 
• 8 are categorised as Important Strategic Value so will commence immediately 
• The remaining opportunity of Library Subscriptions is categorised as In Queue. 

This means the benefit is low in comparison to other items so not the focus of 
this work right now. It has been for captured for future work as resources 
permit  

• The 3 opportunities yet to be analysed and ranked are: Maternity Service 
Optimisation with the opening of the new Primary Birthing Unit; “Red Tape” 
reduction by a systematic review and streamlining of policies, processes, 
procedures and forms; and improving appropriate support for intellectually 
disabled individuals to avoid unnecessary hospitalisation.  

 
The diagram below outlines the 26 items categorised under the three headings.   
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*PPPR – Protection of Personal and Property Rights Act 
*Pre-load Reduction – Targeted interventions into Primary Care  
 
The 3 remaining items will be included in the diagram above once further defined 
by the Executive Sponsor. In appendix 1 of this report these items are referenced 
with descriptions  
 
Current status of items 
 
The life cycle is how a project is phased. This helps teams to be successful by 
ensuring the project is set-up well, executed effectively, the results are sustained 
and learnings and spread ideas are shared with other areas.  
 
The responsibility and accountability of the Improvement sits with the 
Lead/Sponsor who works in partnership with other Leads to maximise benefit 
realisation. 
 
As shown below, many of the projects are in flight already. Delivery of value will 
begin to occur during generate ideas and test and implement and sustain phases 
depending on the opportunity.   
 
Lifecycle Phase Projects 
Not fully defined yet for project step-up 
phase 3 
Pre-project setup  4 
Understand and diagnose the problem 10 
Generate Ideas and Test 9 
Implement and Sustain 3 

 
29 

 
There is a natural synergy between Production Planning, Optimise, Patient Flow, Preload 
Reduction and Timely Discharge so they will be tightly interconnected to ensure our 
focus, efforts and resources maximise benefit realisation 
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If further opportunities are identified they will be added to the queue and 
subsequently prioritised to encourage the process of continuous improvement. 
 
For a detailed preliminary view the 29 items, please refer to Appendix 1 in this report. 
  
Completed Opportunities 
 
One initiative has been completed to date which optimises insurance to improve 
cost effectiveness. 

 
Next steps 
 
The next step is rapid project setup for those projects that are not already up and 
running. This includes a final detailed view of the total health & financial benefits 
that will be derived from all of the opportunities outlined in this report. At this stage 
we cannot quantify the total financial benefit, but aim to complete this work within 
the coming weeks. This will be reported to the Committee and the Board at their 
next meeting.  

 
The Programme Manager for Business Improvement is currently meeting with the 
Executive Leads to ensure the Project Brief/Charter is robust. This will include 
background and rationale, project requirements, project delivery timelines and next 
steps. This will ensure we think through the project as a whole and in relation to 
other projects, how to approach implementing the project, and identify the key 
points that everyone involved in the project needs to understand. 
 
The role of the Executive Sponsor is to: 

 
• represent the project at the executive level and identify champions to execute 
• support the project and empower the teams 
• remove barriers and ensure resources and support are available.  

 
The Champion’s role is to: 

 
• energise a team to deliver the initiative 
• provide on-going leadership to ensure the positive changes continue as time 

goes on 
• support the improvement effort and advocate for spread of improvements. 

Business Improvement will provide programme management support through a 
connected view of efforts highlighting areas of success & where more support is 
needed. In addition, support leveraging internal resources and skills to maximise 
everyone's efforts. 
 
Scheduled fortnightly meetings will occur with the General Manager Finance and 
Corporate Services, the Programme Manager, the Executive Sponsor and the 
Project Champions to provide both governance and operational support. Monthly 
updates will be provided to ELT.  
 
4. NEXT PHASE  
 
In parallel with the implementation of these initiatives, we are stepping up 
a process to collect and assess new opportunities in conjunction with the 
Innovation Programme. We are also building an enhanced methodology 
within the budgeting and planning process for 2018-2019 to enable early 
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identification of major opportunities to reduce the time-to-value and budget 
gaps.     
 

 
5. BUSINESS IMPROVEMENT PROGRAMME  
 
The updated improvement projects are summarised by improvement type as 
follows.  The most productive areas of investigation have been in reducing our 
procurement costs and achieving more efficient service delivery with a particular 
improvement in Pharmacy. 
 
 
2016-2017 Plan Results  
 

 
 
*SC&RS: Specialist Community and Regional Services refers to the previous 
structure when the savings plan was developed in early 2016. Going forward the 
new structures will be used as required. 

 
2017-2018 Plan Results  
 
The following plan outlines the provisional savings plan for August 2017 YTD (2017-
2018) 
 

Aug-17 Savings Plan 17/18 

  2017/18 YTD YTD 

MidCentral DHB  Plan   Plan   Actual  

Activity $'000's $000's $000's 

Service Delivery Optimisation 445 36 12 
PCT compounding in-house 300 44 66 
Installation of new CT scanner 210 0 0 

Reduction of MidCentral DHB Fleet Vehicles 
90 16 0 

Renal-Haemodialysis cost review 167 30 13 
Total 1,212 126 91 
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As noted in section 2.3 of this report, finalisation of the 26 + 3 items 
totalling 29 opportunities will be completed over the coming month. Once 
that is done, they will be combined to provide a comprehensive view as part 
of the Business Improvement Plan with framework enhancements needed 
to reflect the longer-term strategic focus of some projects. This will 
underpin the DHB’s commitment to achieve the planned budget result. 
 
 
6. RECOMMENDATION 
 

It is recommended: 
 

that the update on the Business Improvement Plan be noted. 
 

 
 
 
 

John Manderson 
Programme Manager 
Innovation and Business Improvement   
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APPENDIX 1: DETAILED LIST OF 29 ITEMS 
 
Lifecycle approach 
 

1. Not fully defined yet for project step-up phase 
2. Project Set-up 
3. Understand and Diagnose the Problem 
4. Generate Ideas and Test 
5. Implement and Sustain 
6. Learn and Spread 

 
Item Name Description Executive Lead Status 
Production Planning Production Plan, ensuring 

capacity to delivery, optimise 
resources, safe and effective 
delivery Lyn Horgan 

Implement and 
Sustain  

Non-hospital 
pharmaceuticals 

Reduce wastage from sub-optimal 
prescribing or dispensing 
activities Craig Johnston 

Understand and 
diagnose the 
problem  

Pre-Load reduction Targeted interventions in primary 
setting to reduce ASH 
presentations at ED 

Chiquita 
Hansen/Craig 
Johnston 

Pre-project 
setup  

Pre-Load reduction 
(part 2) 

Access to GP primary care and 
other alternatives for non-ED care 

Chiquita 
Hansen/Craig 
Johnston 

Pre-project 
setup 

Intervention Rates Benchmark selected intervention 
rates and appropriate changes to 
practice 

Chiquita 
Hansen/Craig 
Johnston 

Pre-project 
setup 

Timely Discharge Liaison District Nurses in the 
hospital "pulling" patients safely 
and effectively in partnership 
with secondary and primary 
services Deborah Davis 

Understand and 
diagnose the 
problem 

Non-resident 
revenue (informed 
by I/A Review) 

Address maternity and acute 
presentations payment defaults 
through payment at time of care Neil Wanden 

Understand and 
diagnose the 
problem 

Workforce 
Optimisation 

Review of staffing across various 
fronts including recruitment 
process improvement Keyur Anjaria   

Understand and 
diagnose the 
problem 

Leave management 
optimisation 

Improve the leave management 
process 

Keyur Anjaria   

Understand and 
diagnose the 
problem 

"Optimise" Theatre 
Productivity Review 

Francis Health review to optimise 
the effective utilisation of 
operating theatres Lyn Horgan 

Generate Ideas 
and Test 

Patient Flow Review Systematic Analysis and 
resolution of Patient Flow 
impediments assisted by Francis 
Health Lyn Horgan 

Generate Ideas 
and Test 

Community Mental Accelerate application for funding Chiquita Understand and 
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Health initiatives into identified community mental 
health improvements 

Hansen/Craig 
Johnston 

diagnose the 
problem 

IDF Flows Review of IDF flow process and 
practice with clinical and 
operational leadership Craig Johnston 

Understand and 
diagnose the 
problem 

Radiology Storage Optimise the storage of PACS to 
meet clinical needs without 
redundant cost Steve Miller 

Understand and 
diagnose the 
problem 

IT Maintenance 
rationalisation 

Review all IT support and 
maintenance contracts to 
optimise risk/cost balance Steve Miller 

Generate Ideas 
and Test 

Clinical Equipment 
Maintenance 
rationalisation 

Review all Clinical Equipment 
support and maintenance 
contracts to optimise risk/cost 
balance 

Neil Wanden & 
Ken Clark 

Generate Ideas 
and Test 

Services Contracts Systematic review of all contracts 
for services to establish value for 
money Craig Johnston 

Generate Ideas 
and Test 

Truncated Supply 
for MCH 

Leverage Enable truncated supply 
options to deliver savings to the 
hospital supply chain 

Scott Ambridge 

Understand and 
diagnose the 
problem 
 

Cost Structure 
Benchmarking 

Establish an in-depth 
benchmarking study with two 
other DHB's with aspects of 
superior economies Neil Wanden 

Pre-project 
setup 

Innovation 
Programme 

Refocus the Innovation 
Programme to address some 
significant issues 

Neil Wanden & 
Ken Clark 

Generate Ideas 
and Test 

Clinical Records 
Storage 

Develop tactical approach for 
storage and digitalisation of 
clinical records without significant 
cost Steve Miller 

Generate Ideas 
and Test 

Library subscriptions Identify aspects of optimisation to 
pursue 

Ken 
Clark/Gabrielle 
Scott/Michele 
Coghlan  

Generate Ideas 
and Test 

PPP&R (Protection 
of Property and 
Personal Rights Act) 

Solve delays in getting POA's 
available and actioned to move 
patients into ARC safely and 
effectively Gabrielle Scott 

Generate Ideas 
and Test 

Loan Equipment 
Availability 

Virtual pool of MDHB and Enable 
equipment so available to 
discharge home 

Scott 
Ambridge/Gabri
elle Scott 

Understand and 
diagnose the 
problem 

Service Orders Approval Plus Roll-out 
Neil Wanden 

Implement and 
Sustain 

Procurement 
opportunities 

Deliver on the next best 20 
targets to discount, resize, repack, 
etc Neil Wanden 

Implement and 
Sustain 

Maternity Service Identify effects over time of the Craig Johnston Not fully defined 
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Optimisation primary birthing centre and adjust 
to right-size MCH resource 

yet for project 
step-up phase 
 

Red tape reduction Systematically review and 
streamline policies, processes, 
procedures and forms Stephanie 

Turner 

Not fully defined 
yet for project 
step-up phase  
 

Disability support Reduce inappropriate 
hospitalisation of intellectually 
disabled Scott Ambridge 

and Chris Nolan 

Not fully defined 
yet for project 
step-up phase  
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MIDCENTRAL DISTRICT HEALTH BOARD 
FINANCE, RISK & AUDIT COMMITTEE MEETING 

 
Minutes of the Meeting of the Finance, Risk & Audit Committee, held on 
Tuesday, 29 August 2017 at 10.00am in the Boardroom, MidCentral DHB 

Board Office, Gate 2, Heretaunga Street, Palmerston North 
 

Part I 
PRESENT: 
Tony Hartevelt (Chair) 
Ann Chapman (Deputy Chair) 
Anne Kolbe 
Nadarajah Manoharan 
Karen Naylor 
Barbara Robson 
 
IN ATTENDANCE: 
Kathryn Cook, Chief Executive Officer 
Neil Wanden, General Manager, Finance & Corporate Services 
Craig Johnston, General Manager Strategy, Planning & Performance 
Michele Coghlan, Acting Executive Director, Nursing & Midwifery 
Diane Anderson, Board Member 
Adrian Broad, Board Member 
Steve Miller, Chief Information Officer 
Keyur Anjaria, General Manager, People & Culture  
Lyn Horgan, Operations Director, Hospital Services 
Greig Russell, Principal Advisor 
Chris Channing, Financial Services Manager 
Gabrielle Scott, Executive Director, Allied Health 
Jared McGillicuddy, Central TAS 
Darren Horsley, Emergency Manger/Planner 
Steve Tanner, Finance Manager, Funding Division 
Darryl Purdy, Manager Analytics & Financial Advisory 
Cushla Lucas, Service Manager, Regional Cancer Treatment Service 
Angie Guy, Committee Secretary 
 
1. ADMINISTRATIVE MATTERS  
 
1.1 Apologies 
There was one apology received from Dot McKinnon. 
 
1.2 Late Items 
There were no late items. 

1.3 Conflicts and/or Register of Interests Update 
 

1.4   Amendments to the Register of Interests 
Karen Naylor conveyed to the Committee her membership involvement with the 
NZNO as a member, board member and workplace delegate.  She noted that the 
register had been adjusted accordingly to reflect this. 
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1.5 Declaration of Conflicts in Relation to Today’s Business 
Anne Chapman requested her TAS conflict of interest for Item 5.1 be noted. 

2. MINUTES 
 
2.1 Minutes 
The minutes of the previous meeting held on 18 July 2017 be confirmed as a true and 
correct record. 
 
It was recommended: 

that the minutes be noted. (Moved Barbara Robson; seconded Nadarajah 
Manoharan) 

 
2.2 Recommendation to the Board 
To note that all recommendations contained in the minutes were noted by the Board. 
 
2.3 Matters Arising from the Minutes  
Two matters to be raised if time permitted:   
Process:  How we manage Inter-committee references, and processes needed. 
Technology Risk:  To discuss further in future work. 
 
3. GOVERNANCE 
 
3.1 FRAC Work Programme 
Environmental Sustainability Group: General Manager, Finance & Corporate 
Services to follow up and advise Committee what work had been done to date.  A 
short report or presentation by the work group would be appreciated. 
 
ISSP Paper – Requested that this be reported on six weekly. Chief Executive Officer 
to have a discussion about clarity around what was required ie time, scope and cost 
for various projects.  Recommended that a dashboard style be used for future 
reporting. 
 
Inter-committee reference processes to be dealt with by each Committee.   
 
There was discussion around whether papers going to one committee should also be 
discussed and presented to FRAC in order to maintain transparency.  Where there 
were concerns it may be thought necessary that it should cross more than one 
committee although as far as possible double-handling should be avoided.   Agenda 
and Board papers were now available to all independent Board members. 
 
The Chair of QEAC was alerted to the paper in question and the QEAC Committee 
would follow through further to see if risks were addressed/mitigated.   
 
As risks emerge they need to be reported/processed and fed back to the committee 
for consideration and agreement that it needs to be presented to FRAC. 
 

348



It was recommended that progress against the Committee’s 2017/18 work 
programme be noted, and the arrangements for a special meeting of the Committee 
on 26 September 2017 at 8.15am endorsed. (Moved Ann Chapman; seconded Anne 
Kolbe) 
 
4. STRATEGIC PERFORMANCE 
 
4.1 Information Systems Projects Update and RHIP Project Additional 

Contingency Funding Request 
Additional CAPEX funding was required to ensure that the programme was not 
impeded by a shortfall of funds to complete.  Endorsement from the committee was 
requested. Clinical Portal was now live and the Chief Executive Officer noted and 
acknowledged the leadership from the Chief Information Officer.  Primary care 
information was now also available. 
 
MCIS was now known as the “National Maternity Record”.   The Ministry in June 
confirmed commitment to continue with the product which had been recently 
upgraded with new features and sector engagement was commencing.   This action 
plan was currently in a consultation phase.   
 
Regional Health Informatics Programme (RHIP):  Clinical Portal went live 15 
August, RIS and PAS were due for completion before the end of the year.  Cost was 
set at $6.9m and previously approved; forecast expenditure to complete at 1 June 
was now $3.1m included additional contingency of $500k for issues outside the 
control of MDHB.  This was to avoid being in a position the project cannot be 
completed within delegation.  
 
RIS was to be delivered by the end of September.  PAS due to go live on 8 December.  
Anne Kolbe acknowledged the report as an ‘excellent’ piece of work.   
 
A Committee member asked if it would be possible to have access to an intranet page 
available that would explain some of the terminology in a simplistic format.  
Clarification was sought on what was in Clinical Portal originally and what there 
would be in new system.   
 
Med Docs was currently being reviewed due to Winscribe already in use at MDHB 
and Med Docs was an older programme.  Lab results were never part of the scope but 
we were now starting to think about it as there was capability from Orion Health to 
deliver.  The criteria being applied was “what gives us value and supports the care 
needed to be delivered”.    
 
It was queried whether there was something better for the delivery of clinical letters 
as currently there were delays and potential clinical risk was acknowledged?  There 
was a Central Region workshop on how we leverage the investment in the Regional 
Health Information Programme within the next 3-5 years and capitalise on the 
investment made to date.  The foundation was being laid with legacy and future 
products.  Opportunities for patient care within our district using Smart E-referrals 
and virtual care which would optimise the use of resources, closed loop medication 
management and more leveraging of the patient portal were all discussed.    
 
It was noted that that other larger countries use one system yet New Zealand would 
appear to have several operating.   
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(Adrian Broad left the meeting at 10.49am.) 
  
It was recommended:  

that the Finance, Risk & Audit Committee: 
note the status of various Information Systems Projects currently underway 
as set out in this paper 
endorse for Board approval the allocation of an additional contingency 
funding request of CAPEX of $536,000 to enable the successful delivery of 
MDHB’s RHIP programme. (Moved Ann Chapman; seconded Nadarajah 
Manoharan) 

 
5. AUDIT 
 
5.1 Internal Audit Update 
It was noted that Management of Medicine was an additional report to the original 
plan.  The Theatre Productivity Review was being undertaken outside the internal 
audit process.  A report of current work to date would be reported back to FRAC at its 
next meeting in October. 
 
It was agreed that the Theatre Productivity Review should be reported to Quality 
Improvement under BIP in future as a new classification.   
 
It was recommended:  

that the Committee note the update on the progress on the internal audit 
programme for the 2016/17 year. (Moved Karen Naylor; seconded Anne 
Kolbe) 

 
 
6. PERFORMANCE REPORTING 
 
6.1 Financial Report for MDHB – July 2017 
The budget was still in draft format and had not yet received approval from the 
Ministry of Health. 
 
July had a deficit of $522k adverse to draft budget.    This was partly due to the 
delivery of electives as well as cost of personnel ie locums and bureau staffing which 
was driving significant cost for the business.  RCTS income had been above budget.   
 
June and July were busy with influenza patients presenting and also high levels of 
unwell staff.  Child health’s transfers to Starship were higher than usual.  Outsourced 
services ie blood and MRI were also in overspent for July and mental health had a 
higher occupancy than planned and budgeted for.   The Crisis teams have also been 
under huge demand.   
 
Clarification was sought of immediate strategies.  These include the utilisation of 
orthopaedics theatres and acute patients sessions with additional work off site would 
be done to reduce patient numbers.  There was a complete refreshing of the theatre 
grid which had not been looked at for 30 years in order to get better utilisation and 
was receiving good clinician input.  List construction, consistent teams in theatre and 
theatre grid were the main structures for theatre review.   

350



 
It was recommended:  

that the Finance Report for July 2017 be endorsed.  (Moved Anne Chapman; 
seconded Karen Naylor) 

 
6.2 Business Improvement Update 
There were three aspects to the report 
(i) Update on EY recommendations 
(ii) Performance for 2016/17 year end and July 2017; and 
(iii) Financial Sustainability Recovery Plan for 2017-2018 
 
There had been significant work in setting up BIP which had delivered dividends in 
the last financial year.  Work on refreshing the programme with more recently 
identified opportunities was now underway.   
 
The new CT scanner had been installed and it would start to deliver benefits later in 
the financial year.    
 
It was recommended:  

that the update on the Business Improvement Plan be noted.  (Moved Karen 
Naylor; seconded Ann Chapman) 

 
6.3 2016/17 Annual Financials Update 
The Chair noted that the current liabilities exceed current assets and that it was  
useful to identify that cash was stable for over the last 12 months. 
 
The increase in employees with remuneration over $100,000 was raised.  The Chief 
Executive Officer advised that this was mainly doctors and was paid in accordance 
with MECAs.  Any increase in Executive team remuneration had been due to the 
number of executives now employed or reclassified as Executive and not significant 
increases in salary. 
 
It was recommended:   

that the Committee note the update on the progress on the 2016/17 annual 
financial sand external audit.  (Moved Nadarajah Manoharan; seconded 
Karen Naylor) 

 
6.4 Project Progress Report Radiation Oncology CT Scanner 
The Committee was advised that this project was currently two-thirds of the way 
through.  The CT scanner was delivered and it was envisaged that it would be used 
for treating patients next week.  There had been a number of change requests due to 
the age of the building and this was why the contingency had been included in the 
business case at the prudent level.  To date one-third of the contingency was used.  
 
It was recommended:  

that the progress outlined in this report on the replacement radiation 
oncology CT scanner be noted. (Moved Anne Kolbe; seconded Barbara 
Robson) 
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6.5 External Network & System Penetration Test 
Testing had been undertaken across known potential targets with some further work 
underway.  Cyber threats were increasing globally and a proactive approach was 
needed. 
  
It was recommended:  

the Finance, Risk & Audit Committee noted the action plan and status 
response to the detailed findings for the external network and systems 
penetration testing performed by TAS under internal audit.  (Moved Anne 
Kolbe; seconded Barbara Robson) 

 
6.6 Ransom Ware Update 
Paper noted. 
 
It was recommended:  

the Finance, Risk & Audit Committee note as an action from the June 2017 
FRAC meeting, the action plan and status from the Ransom Ware attack on 
Friday, 12 May 2017. (Moved Ann Chapman; seconded Barbara Robson) 

 
6.7 Final Report – Standby Generator & Diesel Fuel Storage Up-Grade 
It was recommended:  

note the completion within budget of the Project for the up-grade of the 
Standby Generator & Diesel Fuel Storage. (Moved Barbara Robson; 
seconded Ann Chapman) 

 
6.8 Enterprise Risk Management Framework – Reporting 

Arrangements 
Mitigation strategies were identified and residual rating calculated.   The risks of 
access of IT systems were as an Enterprise Risk and it was noted that there were 
numerous systems running, including point of care systems that could potentially be 
accessed.   Follow up would be undertaken and mitigation strategies reported back 
on all Enterprise Risk. 
 
The Chair noted he liked the paper and the summary of how far we had come and 
how far we had to go.  Residual risk after mitigation means some tough decisions 
would need to be made to drive risks down even further.    Loss of financial 
sustainability was recorded at an Inherent Risk Rate of 20, Residual Risk Rating of 
16 when the suitable Acceptable Risk Rating was only 6.  The Chair noted that we 
would need to address the implications longer term and the “what if” planning and 
potential need for conversations around scope and range of services offered if faced 
with pressure we can’t deal with in other ways? 
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It was recommended:  

endorse the inclusion of an additional Enterprise Risk ‘Unauthorised access 
to ICT systems’. (Moved Anne Kolbe; seconded Barbara Robson) 

 
6.9 Lessons from Auckland Typhoid Outbreak for MidCentral Area 
This paper was noted. (Darren Horsley left 12.03pm) 
 
It was recommended:  

that FRAC notes the contents of this report. (Moved Barbara Robson; 
seconded Ann Chapman) 

 
7. LATE ITEMS 
 
8. DATE OF NEXT MEETING 
 
When confirmed a special meeting would be held Tuesday 26 September 2017 at 
8.15am prior the Board meeting.  The next regular meeting would be held Tuesday 
10th October 2017. 
 
9. EXCLUSION OF THE PUBLIC 
 
Recommendation: that the public be excluded from this meeting in accordance with 
the Official Information Act 1992, Section 9, for the following reasons. 
 
 
 
 
 
 
 
Barbara Robson left at 12.06pm 
 
 
 
 
 
 
 
 
 
 
...................................................... 
Chairperson 
 
 
 
 
 

Item Reason Ref 
“In Committee” Minutes 
of  the previous meeting  
 

For reasons stated in the previous agenda  
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MidCentral District Health Board 
 

Minutes of the joint Healthy Communities Advisory Committee and Quality & 
Excellence Advisory Committee Minutes of meeting held on Tuesday, 5 September 
2017 at 9am at MidCentral District Health Board Offices, Board Room, Gate 2, 
Heretaunga Street, Palmerston North 
 
The shared matters of interest section of the meeting commenced at 
9.00am. 
 
This section of the meeting was chaired by Diane Anderson, Chair, Quality & 
Excellence Advisory Committee. 
 
PRESENT 
 
HCAC Members 
 Adrian Broad (Deputy Chair) 
 Barbara Cameron 
 Nadarajah Manoharan 
 Vicki Beagley 
 Donald Campbell 
 
QEAC Members 
 Diane Anderson (Chair) 
 Karen Naylor (Deputy Chair) 
 Michael Feyen 
 Oriana Paewai 
 Barbara Robson 
 Dennis Emery 
 
IN ATTENDANCE 
 
Kathryn Cook, Chief Executive 
Craig Johnston, General Manager, Strategy, Planning & Performance 
Neil Wanden, General Manager, Finance & Corporate Services 
Keyur Anjaria, General Manager, People & Culture 
Stephanie Turner, General Manager, Maori & Pacific 
Scott Ambridge, General Manager, Enable New Zealand 
Michele Coghlan, Director of Nursing 
Gabrielle Scott, Executive Director, Allied Health 
Ken Clark, Chief Medical Officer 
Lyn Horgan, Operations Director, Hospital Services 
Chris Nolan, Service Director, Mental Health Services 
Muriel Hancock, Director, Patient Safety & Clinical Effectiveness 
Cushla Lucas, Service Manager, Regional Cancer Treatment Service 
Megan Doran, Committee Secretary 
Barb Bradnock, Senior Portfolio Manager, Children, Youth & Intersectoral 
Partnerships 
Vivienne Ayres, Manager, DHB Planning and Accountability 
Claudine Nepia-Tule, Portfolio Manager, Mental Health & Addictions 
Steve Tanner, Finance Manager 
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Barry Keane, Nurse Director 
Maggie Oulaghan, Service Manager  
Geoff Anderson, Medical Head, Orthopaedics 
Robyn Shaw, Elective Services Manager 
Paula Spargo, Midwifery Director 
Robyn Williamson, Service Leader 
Greig Russell, Chief Medical Officer 
Daniel Hirst, Project Manager 
Lyndel Voice, Project Lead 
Dennis Geddis, Communications Team Leader 
 
 
OTHER 
 
Public: (3) 
Media: (1) 
 
 
1. APOLOGIES 
 
Apologies were received from members Dot McKinnon, Cynric Temple-Camp, 
Brendan Duffy, Ann Chapman and Tawhiti Kunaiti.   An apology for lateness was 
received from committee member Barbara Cameron. 
 
2. CONFLICT AND/OR REGISTER OF INTERESTS UPDATE 
 
2.1 Amendment to the Register of Interests 
 
Karen Naylor advised she was on the NZNO Board. 
 
2.2 Declaration of Conflicts in Relation to Today’s Business 
 
Karen Naylor declared her conflict with item 3.5, MidCentral Maternity Review 
Report and item 14, Operations Report (Part 2), due to her role with the Women’s 
Health Unit. 
 
Denis Emery declared that for the visit to Ward 21 after the meeting it would not be 
appropriate for him to attend as he had family connections to two current inpatients. 
 
3.  STRATEGIC & ANNUAL PLANNING 
 
3.1 MDHB Maori Health Plan 2016/17 and Tu Kaha Conference 2018 

Update 
 
The General Manager, Maori & Pacific introduced this paper.  This report highlighted 
how the Pae Ora Directorate was aligning their work to the Strategic Imperatives. It 
also gave the final update of progress against the Maori Health Annual Plan 2016/17 
indicators.  
 
One highlight of the report was the increased numbers of patients accessing and 
staying at Te Whare Rapuora. In the 2016/17 year, the bed nights had increased by 
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183 when compared to the 2015/16 year. A member questioned the total number of 
beds that were being used. Although the General Manager, Maori & Pacific did not 
know these at the time, they would be provided directly to the member. 
 
In regards to the Tu Kaha Conference to be hosted and convened by MidCentral, the 
date had been brought forward from November 2018 to July 2018. This was to 
enable Secondary Schools to participate in the conference.  
 
It was noted that the Secondary School Kapa Haka competition was also scheduled 
for July 2018. The General Manager, Maori & Pacific advised a steering group had 
already been formed made up of people from the six Central Region DHBs and they 
were aware they need to keep on top of any future events that may be held at the 
same time. 
 
The Committees’ acknowledged the depth and quality of this report.  
 
It was recommended: 
 
 that progress against the MDHB Maori Health Plan 2016/17 be noted; and 
  

that progress in hosting the Tu Kaha 2018 Conference be noted 
 
3.2 Mental Health & Addictions Update 4 
 
The Service Director and Portfolio Manager introduced this report and gave an 
overview of the contents, including the ward 21 development plan. 
 
At present there was high demand on the acute care (crisis) team. There was also 
pressure and demand on NGO providers for housing and accommodation support.  
 
Other discussion on the paper included the number of vacancies, high workloads, 
clients with intellectual disabilities, complex cases, increase in referrals including 
rural areas, in particular Horowhenua and that the number of referrals to the Alcohol 
& Drug service had increased by 100 per cent. 
 
The Service Director advised there are still vacancies within the mental health team.  
One of these vacancies had been in Horowhenua but that position had been covered 
by a secondment from Palmerston North.  The service was actively recruiting staff. It 
was acknowledged that some nursing staff had at times worked a 15 hour shift, which 
could result in compromised care. 
 
The Mental Health team were currently working in partnership with Enable New 
Zealand in relation to clients with disabilities to ensure they received the level of care 
required.  
 
It was recommended: 
 
 that this report be noted 
 
3.3 Mental Health & Addictions Service Acute Care Continuum 

Development Plan 
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This report covered the four main areas of focus;  

• Implementation of ‘Safewards’ programme which are used in England and 
Australia,  

• Leadership & Culture development,  
• Stands of Practice – focus on updating protocols and procedures and  
• Professional Development plans linked to training & supervision. 

 
A member questioned the Review Leave Assessment and Leave Management Policy, 
particularly the leave forms clients were required to sign.  The Nurse Director, 
Mental Health & Addictions advised there were two types of leave.  One related to 
people admitted under the provision of the Mental Health Act.  Leave requests for 
these clients required doctor sign-off.    
 
Clients not under the provisions of the Mental Health Act they are classed as 
voluntary patients.   The current focus around leave management had been on 
voluntary patients. If any client wished to take voluntary leave, be it overnight or for 
the afternoon etc. then they must complete and sign a leave form. The form provided 
confirmation of date and time of leave, where the client intended to go, and when 
they were due back. Most importantly it provided a contact number for the client to 
call is they got into difficulties.  
 
Completed leave forms were assessed by a nurse who determined whether or not 
leave was appropriate for the client at that time. The key considerations taken into 
account in this process were risk and safety. If the nurse considered the client should 
not go on leave due to safety reasons and the client was instant leave should be 
granted, the nurse could invoke the provisions of the Mental Health Act. 
 
It was recommended: 
 

that the Mental Health & Addictions Service Acute Care Continuum 
Development Plan be noted 

 
3.4 National Elective Services Programme 
 
This report sets out for the committees’ information the National Elective 
Programme and how it is applied at MidCentral Health, particularly around First 
Specialist Assessments (FSAs).  It also provided an update on the Theatre 
Improvement Programme of work.  
 
The Medical Head, Orthopaedic Service provided an overview of the referral process, 
including how referrals were declined, how often they were declined, what happens 
to a patient when their referral was declined and who was then responsible for the 
patient. 
 
The Operations Director, Hospital Services advised that one of the challenges  for the 
clinicians moving from the six to five and then to a four month wait time, in clinics 
across the organisation was the triaging of referrals.  With the previous target of 6 
months, clinicians were able to triage referrals within their clinic time. Clinicians 
now dedicated one to two sessions per week to triaging referrals. 
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It was recommended: 
 

that the National Elective Services Programme report be noted 
 

 
3.5 MidCentral Health Maternity Review Report 
 
The Committees’ noted Karen Naylor’s conflict with this report. 
 
The Operations Director, Women’s Health Service introduced this report. This report 
was a progress update on the implementation of the programme of work within the 
Women’s Health Service and set out the progress against the work programme which 
includes safe staffing, facilities, governance and quality & outcomes.  
 
A member raised concerns about appointment of Clinical Directors and how these 
appointments would not be put in place until the Cluster Model was confirmed. The 
CEO advised that the DHB currently had Acting Clinical Directors in place and in 
Women’s Health, the Acting Clinical Director had been in place for quite some time.  
 
The DHB had tried to appoint a Clinical Director to the role permanently however 
this had not been successful. In the meantime work on the Integrated Service Models 
had progressed. Consultation was currently occurring regarding the job descriptions 
for two critical roles - Clinical Executive and Operations Executive.  
 
A member expressed concern around the ratio of nurses to midwives. The Midwifery 
Director advised that this was a challenging space at present due to the shortage of 
midwives. The DHB was actively recruiting for Charge Midwives with no response. 
To help this, nurses had been employed on temporary yearly contacts.  
 
It was recommended: 
 

that the Maternity Review report be noted 
 
4. PARTNERHIPS & CONSUMER 
 
4.1 Disability Support System Transformation Update 
 
The General Manager, Enable New Zealand introduced this report.  
 
Minister Wagner (Associate Health & Disability Issues) had announced a three 
month co-design process of transformation of the disability support system. The 
announcement identified that the initial region to be transformed would be the 
MidCentral Region. 
 
The co-design process was facilitated and lead by disabled people and family 
representatives. It focused on a transformation of the system. There had been a 
number of demonstrations and pilots around the country over the years. There is 
now a genuine commitment to look at what changes needed to occur. 
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The new system at a high level completely inverts the way in which disability support 
services were provided. Rather than the system dictating to people, people would 
have choice and flexibility and control over how they wanted to design their own 
services and the system would then be put the services in place to support them. 
 
There were some key changes and key focuses around early intervention, working up 
front, walking alongside disabled people. 
 
A member sought clarification around which government agencies were working 
with the Ministry of Health and Ministry of Social Development on this initiative. 
The General Manager, Enable New Zealand advised the other main agency would be 
the Ministry of Education and there were times that ACC would also be involved.   
 
A member sought more information regarding Tuhono walking alongside to provide 
crisis support, particularly what was the meaning behind crisis support and whether 
it included vocational support within the funding model. Management advised this 
service was for people who were in crisis and dealing with situations in front of them.  
There was a strong recognition and intent to have a wraparound intensive case 
management or facilitation service to support the disabled person and their family 
move out of crisis. 
 
It was recommended: 
 
 that the Disability Support System Transformation Update be noted 
 
4.2 Update on the Roll out of the St John 111 Clinical Hub 
 
It was recommended: 
 
 that this report be noted. 
 
 
5. INTEGRATION 
 
5.1 Tararua Forum re Manawatu Gorge Closure 
 
Member advised the report provided a good overview of the situation for the Tararua 
residents with the closure of the Manawatu Gorge.  It was proving challenging for all 
staff and health providers in Tararua and for the residents.  Members supported the 
collaborative approach being taken and the good relationships and partnerships 
being built to overcome the challenges that residents faced.  
 
The problems in the Tararua region around Primary Care, including GP recruitment, 
were discussed.  The Portfolio Manager, Primary Health Care advised that Tararua 
Health Group required support in terms of their GP numbers.  In the short term the 
Central PHO had provided Dr Paul Cooper to assist. In the long term, as it was with 
most rural areas, new models of care in terms of using telehealth for example, were 
required.   
 
The Chair acknowledged the solutions that had been put in almost instantly showed 
that there was some will there. 
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A member noted the pressure on the shuttle service and was pleased to see that there 
would be easier access to air ambulance services, particularly those in hard to access 
places.   
 
It was recommended: 
 
 that this report be noted. 
 
 
6. PERFORMANCE REPORTING 
 
6.1 Non-Financial Monitoring Framework & Performance Measures 

Including Health Gargets – Summary Report for Quarter 4, 2016/17 
 
The CEO highlighted the work that had been done around productive theatre. She 
advised that there was another piece of work currently being under taken by the 
Francis Group called Patient Flow. This was around the medical model of care and 
aimed to support improved performance around the ix hour shorter stays in 
Emergency Department target. The DHB’s performance was unacceptable in that 
area, however this new piece of work flowed on from quite a considerable focus on 
medical staff and medical rostering.  
 
Management advised there were three annual indicators this quarter which were 
different from the usual report. These were HPV for girls which continued to be 
achieved, the whanau ora programme of work, and the adolescent utilisation rate. 
For the first time, MidCentral DHB had achieved the smoking cessation target. 
 
In regards to the faster cancer treatment target, the DHB was continuing on a 
positive trajectory.  There was a robust governance group in place. The real reason 
for this target is individual pathways and to make long term improvements.   
 
The General Manager, Strategy, Planning and Performance commented on the two 
child health indicators, being the immunisation indicator and raising healthy kids.  
In relation to the immunisation results, the DHB was currently behind compared to 
what it had been historically.   The DHB had been working extremely hard, doing 
intensive work with the team to try and increase the rates. The anti-immunisation 
controversy has had an impact. There has been a slight increase in the number of 
decliners. 
 
In relation to the healthy kid’s target, the team was doing this properly and so when 
it stated children had been referred for appropriate services this did not mean just 
referred back to their general practice team.  They were being referred to the 
appropriate services.   
 
Management advised that while the colonoscopy surveillance had not been achieved 
for quarter 3, it had been achieved for quarter 4, 2016/17. 
 
It was recommended: 
 
 that this report be noted 
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6.2 Regional Service Plan Implementation Update – Report for 

Quarter 4, 2016/17 
 
The Manager, DHB Planning and Accountability introduced this report.  
 
This was the final report for 2016/17. The priorities that had formed the focus of the 
plan of the year were; cancer, cardiac, mental health and complex care. MidCentral 
DHB had reshaped the way in which the DHB approached the plan which would in 
turn impact the DHB’s reporting as well. 
 
Support for Whanganui DHB in respect of ophthalmology workforce issues was 
raised. Management confirmed that MidCentral was currently working very closely 
with Whanganui regarding ophthalmology service, in particular regarding workforce 
shortages and on call arrangements for acute care.  
 
It was recommended: 
 
 that this report be noted. 
 
 
7. COMMITTEES’ WORK PROGRAMME 
 
The General Manager, Strategy, Planning and Performance introduced this 
reporting, noting that October would be a very busy month. 
 
A member sought clarification as to when the next Q&EAC report on the progress of 
the clusters development and implementation. It was noted that this report would go 
directly to the Board.  
 
A member noted that there was no update against the 2017/18 Annual Plan.  It was 
agreed this report would be provided for the Committees’ next meeting. 
 
Members noted that the Star 4 report had been delayed to accommodate an 
extension of the consultation timeline. The report would be provided at the October 
meeting.   
 
It was recommended: 
 

that progress against the 2016/17 work programmes, and, the Committees’ 
work programme for 2017/18 be noted. 

 
 
8. DATE OF NEXT MEETING 
 
17 October 2017 
28 November 2017 (Shared matters of interest) 
 
 
QUALITY & EXCELLENCE MATTERS 

361



 

(Information only for Healthy Communities Advisory Committee) 
 
9. STRATEGIC & ANNUAL PLANNING 
 
9.1 Options Paper – Ward 21 Redesign 
 
The Service Director, Mental Health & Addiction Services introduced this report.  
 
The proposal was fully discussed.  
 
Members supported the need to create an environment which meets the needs of 
consumers and family/whanau, and addressed all the other things that were essential 
in an acute and intensive care unit for therapeutic care. The importance of providing 
a culturally appropriate environment was emphasised, ie, having an environment 
suitable for the needs of individual groups within the DHB’s population base.  
 
It was noted that seclusion rooms needed to be different from bedrooms.  
 
It was further noted that the needs assessment was silent on people who identified 
with a gender other than male and female. What provision would be provided for 
transgender people? It was considered than in an environment of this type, there 
should be flexibility create separate but not isolated areas where individuals could be 
grouped based on their needs. 
 
The CEO advised that if the Board endorsed option D “New Build”, this would need 
approval from the government.  That approval would require the DHB to ensure all 
options have been looked at. The CEO agreed that it is important that the DHB 
created a welcoming, safe environment contusive to healing.  
 
The General Manager Finance and Corporate Services endorsed the CEO’s comments 
and noted that the focus was on a safe and therapeutic environment for all users but 
getting there expeditiously as the DHB can.   
 
It was recommended: 
 

that the committee endorse to the Board the proposed development of a 
business case for Ward 21 comparing the alternatives of Option C “Extend & 
Refurbish” with Option D “New Build” against the Option “A” Counterfactual 
“Minimal Change” 

 
10. PERFORMANCE REPORTING 
 
10.1 MidCentral Health Operations Report for June/July 2017 
 
The CEO introduced this report and highlighted the draft balanced score card which 
had been provided  to give an indication to the Committees’ of the work the DHB was 
starting to do now that it had access to new business intelligence tools and systems 
which had been in the design phase for some time. This was still work in progress. 
 
The CEO confirmed that the health target champions were national roles. 
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In respect of the contract with Crest, the likely range of additional costs was sought. 
The CEO advised that this was not the same contractual approach that had been used 
in the past. It was more a virtual theatre arrangement for the DHB together with 
Crest. The Operations Director advised that the Crest arrangement was for two 
surgical lists a week for three months. It was a lease arrangement with a mix of 
staffing arrangements across MidCentral and Crest. 
 
The CEO advised that the DHB had partnered up with Central PHO around acute 
demand.  The DHB was also implementing the ”Choosing Wisely” programme, which 
would help the DHB with some of the conversations around what tests and other 
things clinicians and patients chose. However there was still more work to be done in 
that space. There were a number of other projects, the details of which would be 
provided in full detail at the next FRAC meeting to try and support the budget going 
forward. 
 
Members noted the failure to meet the target on annual leave which had a huge 
amount of focus on it. It was suggested that perhaps it was timely to look at a new 
piece of work to why the DHB was not achieving this. 
 
Management undertook to provide an update on capital expenditure for the Quality 
& Excellence Advisory Committee as it related to hospital and associated health 
services. 
 
It was recommended: 
 

That the Operations Report for June/July 2017 be noted 
 
 
11. MEETINGS 
 
11.1 Minutes 
 
It was recommended: 
 

that the minutes of the previous meeting held on 25 July 2017 be confirmed 
as a true and correct record. 

 
 
11.2 Recommendations to Board  

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

 
11.3 Matters Arising from the Minutes 

 
A member requested more information regarding the delay in issuing clinical letters 
as highlighted in the recent Diabetes Report.   
 
The Operations Director advised that at times certain clinics that had longer than 
desired typing wait times.  The Professional Advisor, Clinical Clerical reported daily 
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on typing wait times to the Operations Director.. They also reported to the Clinical 
Board.  
 
Ms Horgan advised the DHB had been undertaking a significant piece of work, in and 
around clinic letters. Voice recognition was being trialled, and the DHB was currently 
consulting with medical secretaries regarding a proposed medical transcription 
service which would automatically ensure the letter with the longest wait time was 
delivered first.   The lack of a medical typing career pathway from school was also 
proving challenging.  When recruiting, the DHB looked for clerical staff that had 
good keyboard skills and would then providing training in medical typing..  
MidCentral DHB had explored online training options, particularly for medical 
terminology, with UCOL .  Two permanent, casual medical secretaries were 
employed to provide cover for medical secretaries leave. 
 
The CEO advised on the broader IT context the regional clinical portal had been 
implemented.  The next deliverable was the Regional Radiology Information System 
which would go live on 11 September 2017. 
 
The DHB now had a road map of priorities to build on the current regional IT 
infrastructure.  This was the pathway to full digitalisation which was where 
MidCentral DHB needs to be, particularly to address some of the concerns/issues 
raised.    
 
A member advised in regards to Te Hongonga (Maori Cancer Advisory Group to the 
Local Cancer Network) that they had been invited to attend the next meeting.  The 
member had also been asked to provide wording around Manage my Health.          
 
 
12. EXCLUSION OF THE PUBLIC 
 
It was recommended: 
  

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

Item  Reason Reference 
“In Committee” minutes of previous 
meeting 

For reasons stated in the 
previous agenda 

 

UCOL Contract Contract Negotiations 9(2)(j) 
Operations Report: Potential Serious 
Adverse Events and Complaints and 
litigation 

 
To protect personal privacy  

 
9(2)(a) 
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MIDCENTRAL DISTRICT HEALTH BOARD 
 
 
Minutes of the Meeting of the Enable New Zealand Governance Group, 
Held on Tuesday, 5 September 2017 at 3.45 pm 
In the Meeting Room, Enable New Zealand, Upstairs 585 Main Street,   
Palmerston North 
 
 
 
PRESENT 
 
Diane Anderson (Chair) 
Adrian Broad (Deputy Chair) 
Kathryn Cook 
 
IN ATTENDANCE: 
 
David Andrews (Operations Director, Enable New Zealand) 
Eileen Downing (Business Services and Information Systems Manager, Enable New 
Zealand) 
Neil Wanden (General Manager Finance and Corporate Services) 
Di Traynor (Committee Secretary) 
 
The Chair began the meeting by congratulating Enable New Zealand management and 
staff on the organisation’s successful 2016/17 year, culminating in the development of 
the new office space at 585 Main Street. 
 
 
1. ADMINISTRATIVE MATTERS 
 
1.1 Apologies 
 
 Brendan Duffy 

Ewen Kirkcaldie 
  
1.2 Late Items 
 
 There were no late items identified. 
 
1.3 Conflict and/or Register of Interest 

 There were no conflicts or amendments to the Register of Interest declared. 
  
2. MINUTES OF THE PREVIOUS MEETING  

2.1 Minutes 

It was recommended: 
 

that the minutes of the previous meeting held on 13 June 2017 be 
confirmed as a true and correct record. 
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2.2 Recommendations to Board 

The Governance Group noted all recommendations contained in the minutes 
had been approved by the Board. 

 
 
3.  MATTERS ARISING FROM THE MINUTES 

There were no matters arising from the minutes. 
 
  
4.  WORK PROGRAMME 

 
The General Manager, Enable New Zealand, spoke briefly to the report on the 
2017/18 work programme.  He noted that a quarterly update on 
recommendations resulting from the evaluation of the EASIE Living and 
Demonstration Centre would be included in the quarterly General Manager’s 
Operational Report, the first planned for February 2018. 
 
The General Manager also noted the intention to present a draft report on 
governance and ownership options for Enable New Zealand to the next meeting 
of the Governance Group on 29 November 2017. 
 
It was recommended: 
   

that the Committee’s work programme be noted. 
  
 

5. STRATEGIC REPORTS 
 
5.1 Annual Plan Implementation - Update 5 

The General Manager, Enable New Zealand, spoke to this report which included 
an update on activity during the period May to June 2017. 
 
Key initiatives during the period included the mobile van service, the retail fit 
out and involvement in the disability support services transformation.  Visits to 
General Practitioners have continued throughout this period, and will do so over 
coming months. 
 
Following the evaluation of the EASIE Living and Demonstration Centre, an 
outcomes based framework will be developed which will facilitate enhanced 
future reporting. 
 
It was recommended: 

  
   that the 2016/17 Annual Plan Implementation Update 5 be noted. 
 
5.2 EASIE Living and Demonstration Centre Evaluation Report 
 

 The General Manager, Enable New Zealand, spoke to this report which updated 
the Governance Group on the final findings and recommendations resulting 
from the independent evaluation of the EASIE Living and Demonstration Centre 
following its first full year of operation. 
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The General Manager highlighted a number of high level observations that came 
out of the independent evaluation, which were noted by the Committee. 

 
 The General Manager also noted that a quarterly report on progress against the 
report’s recommendations will be provided to the Governance Group. 

 
 It was recommended: 
 

 that the EASIE Living and Demonstration Centre Final Evaluation 
report be endorsed. 

 
 
6. OPERATIONAL REPORTS 
 
6.1 General Manager’s Operational Report 5 
 

 The General Manager, Enable New Zealand, summarised the final report for 
2016/17, which updated the Governance Group on key strategic and operational 
activities for the year. 
 
The General Manager noted a number of areas that had contributed to the 
successful result achieved, and highlighted a number of activities the 
organisation will be focusing on in the coming year, including continuing the 
investment in technology, the move to new premises, the ownership and 
governance options analysis and, last but not least, the disability support 
services transformation prototype being developed in the MidCentral region. 
 
Further work is planned in respect of Future Foresight to refine the ‘techno- 
broker’ scenario, which will take into account the disability support services 
transformation.    
 
A discussion ensued in relation to health and safety matters, specifically the 
hazard identified around the exposure of staff and contractors to contamination 
from Methanphetamine when visiting client homes. The Operations Director, 
Enable New Zealand, confirmed that guidelines had recently been developed in 
collaboration with ACC relating to the ACC housing modification service, and 
that a provider has been engaged to undertake testing of homes where 
Methanphetamine use is known or suspected.  The discussion moved to the 
broader issue about the social responsibilities for Enable New Zealand and the 
District Health Board around children living in contaminated houses. 
 

 It was recommended: 
 
  that the General Manager’s Operational Report 5 be noted. 
 

6.2 Enable New Zealand – Risk Report 
 

 The Programme Manager ISSP, Enable New Zealand, spoke to this report which 
updates the Governance Group on the organisation’s strategic risks.  
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The Governance Group noted the risk activity, and further to the discussion 
around potential exposure to contaminants when entering client homes, a new 
strategic risk will be added to the report. 

 
It was recommended:  
 
  that the Enable New Zealand Risk Report be noted. 
 

 
7. LATE ITEMS 

There were no late items. 
 
 

8. DATE OF NEXT MEETING 

Tuesday, 29 November 2017. 
Venue:   Meeting Room, Upstairs, 585 Main Street, Palmerston North. 

 
 
9. EXCLUSION OF PUBLIC  

 
It was recommended: 
 

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

 
Item Reason Ref 

“In Committee” minutes of the 
previous meeting  

For reasons stated in the previous 
agenda 

 

General Manager’s Operational 
Report 5:  Disability Support 
Services System Transformation 

  

Subject of negotiation 9 (2) (j) 

 
 
 
 
 
…………………………………………………….. 
Chairperson 
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