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a. amajority of the other members of the Board and the Chair wish the member to do so and
b. wherever and in whatever form such permission is given, this action must be reported via the Y'%
minutes.

36. In such a case, the HWNZ Board must record in its minutes:

a. the permission and the majority’s reason for giving it
b. what a member said in any deliberation or discussion relating to the transaction concerned.

37. Every member of the HWNZ Board must ensure that:

a. the statement completed by the member is incorporated in the Conflicts of Interests register,

and
b. any relevant change in the member's circumstances affecting a matter disclosed in that

statement is also entered in the Conflicts of Interests register as soon as practicable after the
change occurs.

38. Failure to comply with these requirements however, does not affect the validity of any action
taken, or arrangement, or agreement, or contract made by the Ministry of Health subsequent to the
resolutions made by the HWNZ Board.

Media and Communications
39. The HWNZ Board will develop a media and communications strategy.

40. Media statements about HWNZ recommendations will be directed to the Chair. The Chair will
provide the Minister of Health or the Minister's office with advance notice of any media statements.

Confidentiality

41, All HWNZ Board meetings will be held "in committee", and minutes of proceedings will not be
circulated outside the Board membership or the Ministry of Health. It is expected that official reports
to the Minister of Health will be released into the Public Domain once the Minister of Health has
agreed. The Board's proceedings and advice are covered by the Official Information Act 1982.

© 2010 Health Workforce New Zealand
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Hon Tony Ryall

DISTRICT HEALTH BOARD (DHB) SECTOR FINANCIAL PERFORMANCE FOR THE
PERIOD ENDED 28 FEBRUARY 2010

Purpose

1. This report presents an overview of the financial performance of the District Health Board
(DHB) sector for the period ended 28 February 2010 based on data provided by the DHBs in
monthly financial templates.

2. The report highlights where the sector or an individual DHB reporis a signiﬁcant variance
against plan or against comparable performance within the sector.

3. Interpretation of the data provided by the DHBs enables identification of areas of financial i
pressure and risk as well as best practice within the DHB sector, :

4. Tables and schedules included in the report have been compiled from rounded data and may
not necessarily cross add.

5. This report is to be read in conjunction with the supportang schedules and the DHB ‘one-
page’ summary reports. :

Executive Summary

6. The DHB sector financial pen‘om':ance for the period ended 28 February 2010 resulted in a
sector deficit of $51.6M that was $20.9M favourable to plan. A sector surpius of $24.5M was
reported for the month of February 2010 against a planned surplus of $12.6M.

R Mo-adza

| Ak WUPEER E FSS -4S _
Recommendations - ~ ACTION R N e
The Ministry recommends that you: ' SODIES ,o E P .
. CooneoR P P
(a) pote the report on DHB sector financial performance for th& Famod ended 28 Yes/No
February 2010, showing a net deficit of $51.6M that was $20.9M favourable
to plan.
(b) E&iar this report to the Minister of Finance for his information. . Yes/No
(c) Hote the schedules are forwarded to DHB Chief Financial Officers (CFO) who Yes/No

utifise the information to analyse their performance and benchmark their DHB
against the sector.
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(d) Hbfé once this report has been signed by the Minster of Health, the Yes/No

schedules to the report (not inciuding the one page reports on individual
DHBs) wilt be posted on the Ministry of Health (the Ministry) website. The

 website address for the report will be hitp:/mww.moh.govt.nz/dhbfp and filed
under DHB Performance Reports.

YeslNo

{e) ﬁsﬁ the Health Report is copied to the Department of Prime Minister and
Cabinet, Deputy Commissioner of the State Services Commission, Director-
General of Health, Deputy Director-General Corporate Services, the Treasury
(State Sector Performance Branch), Crown Health Financing Agency, DHB
Chairs and DHB Chief Executives.

John Hazeldine _
Manager, Finance
National Health Board

MINISTER’S SIGNATURE:
DATE:

el 2 T

John Hazeldine

Bridget Hesketh Bill Peterson

(04) 496 2409 (04) 496 2445

021 802 418

027 271 3218
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REPORT ON DISTRICT HEALTH BOARD (DHB) SECTOR FINANCIAL

Heaith Report Number: 20100501

g

PERFORMANCE FOR THE PERIOD ENDED 28 FEBRUARY 2010

OVERVIEW

TOTAL REVENUE 8,186,533 8,186,102 12,327,591
Operating Costs ,
Personnel Costs 2,975,160 2,984,736 4,515,648
Outsourced Services 273,722 235,233 [ 353,169
Clinical Supplies 714,228 701,638 1,056,422
Infrasiructure/Other Supplies 797,087 825,080 1,240,961
Subiotal 4,760,196 4,746,697 7,166,199
Payments to Providers
Personal Health 2,402,671 2,404,969 | 3,615,859
Mental Health 273,369 205,421 443,079
Public Health 13,434 14,812 22,267
Disability Support Services - 760,921 760,138 1,140,985
Maori Health B 27,520 36,476 54,750
Subtotal 3,477,916 3,511,917 5,276,940
TOTAL EXPENSES 8,238,112 8,258,614 12,443,130
NET RESULT {51,579) {72.511) (115,548)
Average FTEs YTD 55,211 55,240 29 0.1% 55,875
Avge Annual Cost Per FTE ($)* 80,836 81,048 212 0.3% 81,490
Note:

* The % column shows the year fo date variance as a percentage of phased plan.
** The cost per FTE is calculated by annualising YTD Personnel Costs divided by the average YTD FTEs .

1. Asnoted in the table above, the DHB sector financial performance for the period ended 28
February 2010 resulted in a sector surplus of $51.6M that was $20.9M favourable to plan. A
sector surplus of $24.5M was reported for the month of February 2010 against a planned

surplus of $12.6M.

Expenditure on Personnel was $9.6M (0.3%) favourable to plan. Average accrued Year fo

Date (YTD) Full Time Equivalent (FTE) personnel as at 28 February 2010 was 0.1% below
plan, with the average consolidated cost per FTE 0.3% below plan. Of particular nofe were
nursing FTEs (525 above plan) offset mainly by medical FTEs (268 below plan) Refer. to

paragraphs 11 fo 16 for further detail.

3. Outsourced Services reflect an unfavourable variance to plan of $38.5M (16.4%). The
majority of this unfavourable variance ($25.5M) was attributable to outsourced clinical staff
(Medical, Nursing, Allied Health) which is indicative of the difficulties facing the sector in
recruiting and retaining permanent staff. Outsourced management costs (persorinel and
contracted services) were unfavourable by $5.2M whilst outsourced clinical services were

$7.8M unfavourable to plan.
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Clinical supplies show an unfavourable variance of $12.6M (1.8%), a continuing
improvement since the December report when the variance was $21.6M (4.1%). The
change is contributed to by the lower activity during the holiday period.

Infrastructure costs were $28.0M favourable to plan, driven mainly by lower than pianned'
interest/financing charges (relating to the timing of capital injections) and operating
expenses.

INDIVIDUAL DHB FINANCIAL PERFORMANCE IMPACTING ON THE SECTOR FOR
THE PERIOD ENDED 28 FEBRUARY 2010

District Health Board (DHB) Net Results (refer schedule one)

6.

The foliowing DHBs reported the most significant year to date consolidated variances to plan:

e _ Capital and Coast DHB reported a deficit of $37.4M that was $4.9M favourable to plan
driven mainly by the timing of payments to providers ,

. Hawke's Bay DHB's deficit of $0.4M was $3.0M favourable to plan
. Lakes DHB with a surplus of $3.9M was $3.4M favourable to plan,

. MidCentraI DHB reported a deficit of $6.5M. The unfavourable variance to plan
($3.6M) continues to deteriorate, driven mainly by lower than expected YTD savings

. Waikato DHB reported a surplus of $22.3M that was $9.1M favourable to plan. The
variance resulted mainly from reduced theatre hours and leave taken in the holiday

period
A number of DHBs reported consolidated results with a $1M to $2M variance to plan:

e For the following the variance was unfavourable — Bay of Plenty Nelson Marlborough,
Northiand, Wairarapa and Waltemata DHBs

» With favourable variances reported by Auckland, Canterbury, Counties Manukau, Hutt,
Otago, Southland and Whanganui DHBs. ‘

Some of these variances are due to timing drfferences and the NHB will continue to closely

_ mon[tor monthly trends.

DHB Funder Arm Revenue Allocation (refer schedule two)

7.

Total revenue was favourable to plan by $26.0M (0.3%). Payments made by the Funder arm
to the DHBs’ own Provider were $51.7M (1.3%) above plan, while payments to other
providers were $34.0M (1.0%) below plan.

Of the $34.0M unfavourable to plan payments made by the Funder arm to the DHB's own
Provider, $19.7M was contributed by Counties Manukau DHB due fo the timing of payments
against phased plan.

A further $12.5M of the variance was confributed to by Waikato DHB as a result of its
Provider arm performing high volumes of procedures. The DHB is reviewing Funder arm
payments to NGOs for value for money and the prioritisation is progressing slower than
planned.

DHB Provider Arm Results (refer schedule three)
10. Net results in relation to Provider arm revenue range from West Coast DHB with the highest

- deficit at 19.9% of revenue to Otago DHB with the highest surplus at 6.5% of revenue. In
dollar terms Capital & Coast DHB reports the highest deficit at $39.3M ($3.5M unfavourable
to plan) and Otago DHB the highest surplus at $13.7M ($1.8M favourable 1o plar).
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or

Average Year to Date (YTD) Consolidated Accrued Full Time Equivalents (FTE) (refer
schedule four)

11.

12.

13.

14.

15.

The YTD average accrued FTEs for the sector were 29 FTEs below plan. This was driven
mainly by medical FTEs (268 below plan - highlighting the difficulties facing the sector in the
recruitment and retention of permanent medical staff) and management/administration FTEs

(228 below plan), offset by nursing FTEs (525 above plan). The following DHBs reported

material variances on total FTEs:

. Bay of Plenty DHB reported FTEs 78 (3.4%) above plan, predominantly in nursing,
driven by higher than planned acute demand

» Capital and Coast DHB reporied FTEs 201 (4.9%) above plan predomihantly in the
- areas of nursing and management/administration personnel, driven by the inclusion of
HIQ Lid staif in actuals and adjustments {o sick leave accruals

. Hutt Valley DHB reported FTEs 125 (6.7%) below plan predominantly in nursing and
Allied Health, driven by high levels of leave taken and is being reviewed by the DHB

. Waitemata DHB reporied FTEs 95 (1.8%) below plan predomlnanﬂy in medtcal
personnel driven by recruitment difficulties.

Three of the twenty-one DHBs {Auckland, Counties Manukau and Waitemata) continue to
contribute to the below plan medical personnel FTEs (73.8%). This is driven by recruitment

difficulties.
Five of the twenty-one DHBs (Auckland, Bay of Plenty, Capital & Coast, Counties Manukau

and MidCentral) contributed to 85.3% of the above plan nursing FTEs. This was driven by
higher than planned acute volumes and the February intake not being fully absorbed

' because of low staff turnover.

The difficulties in recruitment and retention have driven the unfavourable to plan outsourced
costs as shown in the following personnel categories:

’ Medical personnel FTEs were 268 (3.6%) below plan while medical personnel costs
were $12.0M favourable to plan and outsourced medical personnel costs were $19.5M

unfavourable fo plan

*  Nursing personnel costs at $33.9M unfavourable to plan {both personnel and
“outsourced costs) with nursing FTEs 525 (2.2%) above plan

. Allied health personnel FTEs were 126 (1.1%) below plan while allied health personnel
~ costs were $8.6M favourable fo plan and outsourced allied health personnel costs were
$0.4M unfavourable to plan. This indicates a shortage of allied health personnel in the

market at present

. Management/administration personnel FTES were 228 (2.2%) below plan while
management/administration personnel costs were $18.8M favourable to plan and
outsourced management/administration personnel costs were $4.6M unfavourable to

‘plan

. A Ministerial CAP is in place on the number of management/administration FTEs for
~each DHB. -Though the number of management/administration FTEs is materially
unfavourable for Auckland and Capital & Coast DHBs, they and all other DHBs are
adhering to the CAP. In regard to Capital & Coast DHB see paragraph 11 above.

At the end of February Provider arm personnel expenditure (including outsourced)
represented 65.2% of the total Provider arm spend YTD and the YTD variances around FTE
numbers, personnel and outsourced personnel expenditure. The NHB is concentratmg on
this area in its current review of the draft 2010/11District Annual Plans.
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Annualised Average Consolidated Cost per FTEs (refer schedule five)
16. The consolidated cost per FTE was materially in line with plan. There continues to be an

unfavourable variance in cost per Medical FTEs. Given that FTEs are below plan by a far
greater margin than costs, this unfavourable variance is reflecting leave not being taken and
the need for overtime to be worked. The majority of DHBs report total average cost per FTE

within $3,000 of plan.

Capital and Coast DHB reported a variance that was $5,000 less than plan and Hutt Valley
$6,000 more than plan, both driven by personnel mix variations from plan.

DHB Balance Sheet (refer schedule six)

17.

18.

19.

Net cash held by the sector at 28 February 2010 was $358.1M, with debtors of $411.6M and
creditors of $867.2M. This indicates that if all the debtors and cash were utilised to pay
creditors, the sector would be left with a $97.5M cash shortfall (compared with a $113.1M
shortfall at the end of January 2010). Employee entitlements reduced by $10.5M between
December 2009 and January 2010 reflecting the level of annual leave taken but the provision™
is already trending back to December levels. ' '

Working capital for most DHBs was negative and at a sector level was negative $1,016.4M.
Only Lakes, Northland and Taranaki DHBs have materially positive working capital and they
have all started or are about to invest heavily i in major capital projects.

The position reflected by the Balance Sheet at the end of a month will always show the worst
working capital position for DHBs as the sector receives one twelfth of its annual funding on
the fourth day of each month. The Current Ratio is also strongly influenced by the level of
the current provision for employee entitlements. The removal of the provision for employee
entitlements gives a Current Ratio for the sector of 0.80:1 which is below the norm of 1:1.

Capital Expenditure (refer schedule seven})

20.

21,

The capital expenditure for the sector was below plan by $71.7M. This variance was largely
reflective of DHBs’ lack of accurate phasing of planned capital expenditure and delays in
commencing projects, notably Waikato ($23.9M) and Lakes DHB ($11.9M). Itis now
anticipated that capital expenditure will not met planned levels by year end as:

. the delays in building projects will be a permanent variance,

. expenditure on Information Technology (IT) has slowed or been stopped while the
newly formed IT Board the prioritises work and

. DHBs are putting capital expenditure on hold until the implications of the taght financial
position are fully understood.

Five DHBs are currently undertaking major capital works — Bay of Plenty, Counties Manukau,
Hutt Valley, Lakes and Waikato DHBs.

Outstanding Capital Charges (refer schedule eight)

22.

Overdue charges as identified in schedule eight have been discussed with the DHBs.
Taranaki, Mid Central and Tairawhiti DHBs have disputed the capital charge on land
revaluations and as such have withheld the portion of capital charge considered by these
DHBs to be unfunded. Capital & Coast DHB will be paying ouistanding charges in April
given that deficit support has been released. Some DHBs missed the January payment date
due to the timing of the receipt of invoices. If imely payments are not made next month the
NHB will be following up outstanding monies.



; MidCentral DHB ' %(’)

- Financial Performance Summary
- Monitoring Level : Standard Monitoring

For the period ended : 28 February 2010

Year-fo-Date (YTD) Annual
Actual Plan B Vam| Flan 3000 - Monthiy Net Results _
Net Result : Surplus / (Deficit) $'000 7 $ ‘000 2000
Govemance : ' (768) (492 | (623)]
Provider (7,177) (24145 ; 4 f oo
Funder | 1,405 (75} (2,820) o
DHB Consoclidation ~ (6,540) (2,981)E(3.659)  (3,539)
Capital : $ 000 $°000 | | ™
Total Capital Expenditure 4,731 11,072 Ei652 15,608 | |..z0m0
Net Equity Movement . {488) ] {1,549) om0 _ | _ e _
KeyPerformanc‘elndicators ] ) ’ 8838883838838 s8 83
YTD Avérage Full Time Equivalents 2125 2,119 ¢ 2,103 2232223532 86238 3¢8
[ EMonthly Actuals B Phased Business Plans |

M:dCentra] DHB reported a c:onsolldated deficit of $6.5M, that was $3.6M unfavourabie io plan YTD.
The consolidated result for the month of February was a surplus of $0.7M, that was $0.9M unfavourable to plan.

The principal driver of the unfavourable YTD result was unattained savings and unplanned personnel costs (including outsourced).

Capital expenditure YTD was $6.3M below plan. The NHB understands expenditure is being delayed while financial sustainabiiity options are

considered.

The DHB contmues fo work on xts plan to fin nanc:al sustainability assnsted by a external support team of experts seEected from the Health Sector
There has been no revision (improvement) in the DHBs full year forecast to that calculated at 31 December 2009, which at $9.9M was $6.3M

unfavourable fo plan.

Frormn & March MidCentral DHB's monitoring level has moved from Sfandard Moenitoring fo Performance Watch.
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20 DHB Collective Priorities 2010/11

Summary for CEOs to discuss with Boards

Development of the 20 DHB Annual Plan for 2010/11

This document provides an update on progress in developing the 2010/11 Annual Plan and to signal
that timeframes will extend into May due to the further engagement required with new agencies to
ensure effective transition and/or no duplication of effort..

2010/11 Priorities

We have taken initial feedback on priorities from the CEQ Group meeting 22 February, the Chairs
meeting 8 March, and CEC Group meeting 26 April to identify priorities for DHB Collective work in

2010/11.

DHBs have confirmed that 2010/11 is a transition year, and that they want to be pragmatic about
moving existing functions so as to improve delivery for DHBs and the wider sector, and not
constrained by structures. DHBs also want to ensure that changes maintain momentum, and
enhance DHB ability to deliver on their accountability to the public and the Government without

undue risk.

DHBs have significant change programmes under way to meet service and fiscal challenges in
2010/11 and 2011/12. The focus is on transformational change, and it is critical that the new
agencies integrate our programme with their objectives. Close working relationships are required.

A single workplan (Sector Annual Plan) is being promoted as the mechanism for capturing both 20
DHB and joint work with new agencies. This will be supported by existing DHB networks and DHBNZ.

The legislative changes that have been introduced to the House bring important changes to the DHB
environment. The legislation proposes strengthening central authority (expectations and direction)
and a new DHB objective and function to collaborate with other organisations to plan and
coordinate at local, regional, and national levels. The legislation is enabling and detailed
requirements will be by Regulation following consultation with DHBs. DHBs will need to ensure they
engage effectively with this process and it will be ongoing.

The Ministry has requested DHB input on the impact of the proposed legislation and the setting of
regulation via the Chairs Executive and CEO Executive. Wider DHB engagement will be required as
part of this, particularly with DHB Boards. The objective is to ensure that the proposed changes
deliver their intended purpose and are workable operationally.

Changes in DHB accountability arrangements are unlikely to change the goals and strategies, but will
change the agency tasked with delivery, and the capability of that delivery. The challenge is to build
on work done to date to deliver stronger gain, and not repeat and re-learn.

Engagement with New Agencies

Throughout, we have maintained active engagement with the Ministry of Health via the Director
General Stephen McKernan and Chai Chuah, National Director of NHB.

Progress to date engaging on 2010/11 priorities and joint work with the new agencies follows:

* NHB discussion has been the most active, focusing on DAP Assumptions and now moving to
discuss the national initiatives, and the development of a new streamlined Accountability
Frarmework reflecting the new legislative arrangements. A series of teleconferences and a face

30 April 2010
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20 DHB Collective Priorities 2010/11

Summary for CEOs to discuss with Boards

to face workshop is scheduled for 21 May (halif day) to progress this and documentation is being

shared prior;

* There has also been active engagement with NHEB units as foilows:

o Heafth Workforce NZ — recognised roie as the strategic leader in sector workforce activity.
Discussion has focused on how to ensure that the range of roles and networks reguired to
deliver workforce sustainability is understood and defined into the new arrangements.
HWNZ recognises that its task is accountability for strategic direction. Operationalising
these arrangements is expected over the next month, and this will clarify the content of the
2010/11 Annual Plan;

o Health IT Board — The decision to evolve the existing HISAC committee into the Health IT
Board has been well received. The group is active in confirming strategic direction and sees
a commissioning mode! whereby change projects in line with the strategy are delivered by
agents in the sector. DHBs have re-formed the Information Portfolio, lead by CEQs, so as to
ensure strong 20 DHB collective input to the Health IT Board and an ability to coordinate
DHB delivery as required by the Board; \

o Health CapitalBoard — the Capital Board has not yet been formed and Chairs have asked
CEQs for advice how DHBs expect the new Board to operate — the goal being to ensure
sustainable attention to all capital issues;

e SSEB has held several workshops to identify opportunities in shared services. Your joint
Executives met with SSEB on 8 April and outlined concerns about the need for greater strategic
interface with DHBs. This has resulted in sharing of some information on direction and priorities,
and a commitment to closer engagement with DHBs (as customers) over the coming weeks,
including a face to face session on 21 May (half day) and updates in forthcoming Chair and CEQ

meetings.
* As the new Quality Agency is formed and the role of the National Health Committee is
confirmed, there will be discussions with these agencies to confirm priorities, way of working

and potential joint activity.

Delivering Value to DHBs - Collaboration

DHBs have built a collective and have collaborative mechanisms in place. 20 DHB networks cover
the Chairs, CEOs, portfolio groups {muliidisciplinary), professional groups (both clinical and
management), and wider sector networks. DHBs have seen the 20 DHB collective step up to
respond to the hew Government, the Ministerial Review Group, and engage the new agencies.

Collaboration plays an important role in the new environment, ensuring that the new arrangements
and accountabilities are effectively connected and efficient, and that DHB business requirements are
delivered.

DHBs have agreed that it Is important to maintain the collzborative function developed across 20
DHBs and use it as the single interface across 20 DHBs, regions, new agencies and MCH to ensure
that activity remains ‘joined up’. This requirement existed with the MOH, but is accentuated by the
establishment of the new agencies — particularly because the new agencies will deliver a component
of DHB business. Coordination across regional activity will also be important, particularly as regions
receive accountability for decision-making in areas such as service planning.

The task is to ensure that the collaboration is appropriate to the new accountabilities and structures,
and that arrangements are streamiined and do not duplicate or confuse.

30 April 2010
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150
20 DHB Collective Priorities 2010/11

Summary for CEOs to discuss with Boards

Collaborative functions are listed in Appendix 1 for reference and comment,

Delivering Value to DHBs — Core Business

DHBs have a range of National transactions and collective work supported by DHBNZ. High value,
essential deliverables will be retained, but exploratory or developmental work cannot be afforded in
a tight funding year. Collective effort will need to meet this test, including the work undertaken by

new agencies, and by regions.

The core business items include:

* National Services strategy and contracting — Strategy and contract negotiation on behalf of DHBs
for national services funded by DHBs remains part of collective 20 DHB activity through DHBNZ,
including heatth of older people, pharmacy, laboratory;

* Employment Relations national capability — Maintain national capability for strategy and MECA
negotiation on behalf of DHBs for workforces employed by DHBs, plus assistance with local
implementation and advice. Work to respond to and implement agreed workforce strategies.

* Health Workforce Information — Continue to deliver health workforce information (HWIP)
including workforce scheduling, forecasting and decision support. HWNZ support has been
gained for this work to continue as core DHB business as it is closely related to DHB business and
employment of staff. Work is under way to ensure that the work covers the range of activity
required by HWNZ and that HWNZ has ready access.

* Operational Workforce delivery DHB collective workforce activity as appropriate to ensure
delivery of the HWNZ strategic workforce role, with aligned delivery across DHBs, Ministry,
providers, tertiary education, councils and colleges and other sector groups. Continue to
coordinate 20 DHB input to HWNZ direction, and deliver activity on workforce as appropriate
and valuable within the overall direction set by HWNZ. Focus on operational delivery of
workforce attraction/recruitment, workforce innovations, workforce scheduling/heaithy
workplace and productivity, oversight of implementation of the workforce commitments and
deliverables agreed in the National Terms of Settlement (NToS) with Health Unions, and support
local operational DHB activity so as to remove duplication of effort.

The following national initiatives have been identified as part of core business to be progressed

jointly {or lead by) the new entities:

1. National services location — Work with the NHB on national services location so as to deliver a
tighter, more defensible service pattern nationally for tertiary and above. Work needs to build
on and be consistent with regional service planning;

2. Low-evidence activities and treatments — Work with the NHB on services with poor evidence
&/or low value. An initial list of these needs to be developed drawing from earlier MOH work in
this area and services identified locally by DHBs. The expectation is that benefit can be
identified in collective agreement to service changes, rather than DHBs driving the changes
locally; ,

3. High cost treatments — Work with the NHB on addressing equity issues across DHBs in high cost
treatments;

4. Health procurement — Work with the SSEB to ensure that Health Procurement delivers on its
four key areas of: Strategy, Project 45, Single Infrastructure, and Centre of Expertise, through to
30 June 2010, and that the approach and roles and responsibilities for 2010/11 are clear. The

30 April 2010
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20 DHB Collective Priorities 2010/11

Summary for CEOs to discuss with Boards

timing of SSEB taking accountability for strategy and project savings needs to defined and agreed
so that DHBs can be clear on which agency or agencies are accountable for delivery of this
compenent of 2010/11 DAPs;

5. Support Services — Work with SSEB to ensure effective alignment between DHB business
requirements and political priority for SSEB to deliver. Promote ongoing engagement and joint
work with 20 DHB networks to ensure that the SSEB approach (including accountability changes)
is clearly defined and delivers for DHBs without unacceptable risk to DHBs — management of
DHB risk is of prime importance to DHBs. Develop a statement of approach to explain and
promote activity to other stakeholders and garner support. Work should also clarify transfer of
the information and payment functions from the MOH to the SSEB hosted structure;

6. Hospital Quality & Productivity — Work with the Director General, COO Group and Health
Roundtable NZ Chapter to continue to deliver DHB gains in service quality, utilisation and
process efficiency, through a focus on patient flow and workforce scheduling, and appropriate
performance indicators, benchmarking, and change management tools. Align with MOH activity
to ensure one programme of work and clarity between DHB operational delivery and (a small
set) of accountability and reporting requirements.

DHBNZ Budget and Staffing

The 2010/11 budget is being built from a zero base according to the priorities identified and
confirmed by DHBs. The CEQ Management Board will continue to work with DHBNZ Management to
ensure that the resources are right-sized for the 2010/11 Annual Plan once finalised.

Third party funding of some 54 million was received in 2009/10 and this funding off-set the cost to
DHBs for the collective work. Engagement with the new agencies will confirm third party revenue
available in 2010/11 and will therefore impact on the cost to DHBs for the agreed priorities.

30 April 2010
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Summary for CEOs to discuss with Boards

Appendix 1 - Collaborative Functions

Coliaboration, of itself, provides a number of benefits to DHBs individuaily and collectively. The
Collaborative functions include:

* Common direction, single workplan — agreed strategic direction, priorities and alignment of
effort. This includes consistent methodology to identify and prioritise activity via driver
diagrams;

+» Effective sector relationships — purposeful engagement and networks across the full set of
stakeholders able to assist delivery of collective strategies and objectives;

¢ Portfolio leadership & management ~ oversight of each goal, lead roles, representation,
dedicated support. This includes portfolio management resource to ensure 20 DHB
engagement is effective and collective advice and position developed. This includes access

to current expertise and engagement through clinical and management networks to ensure
relevant and timely input, and real time access to high quality DHB expertise and

information;

e Risk Management across the collective, including maintenance of an issues and risk register
and action on key items;

e Collective advice and position — development of strategies, position on issues, front foot
advice into the Minister and policy processes. Examples include: 20 DHB submissions to the
Ministerial Review Group last year; current work to communicate DHB expectations to the
new agencies; and input to proposed regulations under the new Health legislation;

e Communication mechanisms for the collective connected with all DHBs — to keep DHBs up to
date on current activity and direction;

» |epislation & Accountability framework — coordinated attention to ensure arrangements are
effective for DHBs and issues and suggested improvements are raised and addressed;

¢ Flexibility — ability to re-direct resources in response to changes in priorities.
30 April 2010

District Health Boards New Zealand
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New Zealand
Phone (04) 496 2(
' Fax (04) 496 2340
Mr Phil Sunderland
Chair ' _ Ref. No
MidCentral District Health Board :
Corporate Office, PO Box 2056 Palmerston North Central

PALMERSTON NORTH 4440

Dear Wd Pl

DHB District Strategic Plans

FLzrther to my letter of 23 December 2009 to you cohceming District Strategic
Plans (DSP), | am writing to keep you informed of developments in the current
national planning work. This work includes the future accountability

framework.

Decisions taken last year by government clearly signalled an environment - -
with greater regional and national planning. Since then, work has been
progressing on legislative, regulatory, planning, funding and accountability
mechanisms to support this intent.

The government wants a planning and accountability environment that is
more streamlined, and that drives effective action to improve health services
for New Zealanders. The new environment is thus likely to impact
considerably on the planning and reporting documents you are required to
produce and the processes needed to support them. '

In the next few weeks, the NHB will be in contact with the DHB Chairs and
CEOs Executive Group to provide input into documents that will inform
recommendations to Cabinet in May/June 2010.

We anticipate that we will be able to provide updated planning guidance in
October this year, which will include information on the future of DSPs. In the
meantime, the factors relating to DSPs, as outlzned in my letter of 23
December 2009, remain unchanged.

: DOC NUMBER Mo . orwf
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. | .
? 's’ If you have any questions or comments, please contact your DHB
Relationship Manager.

Yours sincerely

" Chai Chuah
National Director
National Health Board Business Unit

~ cc CEO MidCentral DHB,
Funding and Planning Manager MtdCentral DHB
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EXTRACT FROM OPERATIONAL POLICY FRAMEWORK

Regional service planning

Overview

1.1.1

Subsequent to decisions made by Cabinet (CAB Min (09) 37/13-15) there is
a requirement for DHBs to develop regional service plans (RSPs). ltis
envisaged that when fully developed, the RSP will:

a. have a 10-year focus, within a 20-year horizon

b. include a financial impact analysis of overall regional operational and
capital cost changes from the current to the proposed service
configuration

c. be comprehensive and cover the continuum of service delivery (from
primary prevention through to highly specialised care)
have a consistent scope of content

e. form the basis for the description in the District Strategic Plan (DSP) of
the services to be delivered to achieve the DSP’s stated outcomes and
their contribution to the RSP, and to any National Service Plans (NSPs)

f. provide a basis for the development of disfrict, regional and national
asset management plans and capital investment strategy.

Focus for 2010/11

1.1.2 Each region is under way with development of their initial RSP, but the
regions are at different stages of development. For 2010/11, regions are
uniikely to be in a position to complete a comprehensive RSP. Priority
should be given to ensuring that initial regional service plan development
addresses:

a. services that are currently vulnerable, or that can be expected to
become so during the period of the plan because of workforce
shortages, demand growth and/or funding issues

b. services related to significant capital investment proposals that are
expected in the next three years

c. service configuration changes that will contribute to financial viability.

1.1.3 The Ministry is seeking draft RSPs to be submitted by each region to the

Ministry by 30 September 2010 (or earlier if that is possible).

1.1.4  This timing will allow the RSPs to inform each DHB’s DSP. It will also

mean that 2010/11 DAPs will have been informed by the early phases of
RSP development, and 2011/12 DAPs to be fully informed by the RSP.



1.1.5 The Ministry will review the draft RSPs fo ensure consistency with current
and emerging Government policy and strategic direction. The review wil
involve consideration across a range of parameters including:

a. fit with emerging national / regional / district service planning and
configuration

reflection of demographic and epidemiology trends

reflection of new models of care

contribution to clinical viability (including workforce and safety)
contribution to financial viability

contribution to quality improvement

contribution to asset management planning in respect of facilities and
technology.

@ * 9 ao o

1.1.6 Feedback will be provided to DHB regions by the Ministry in a timely
manner.

Regional decision-making

1.1.7 There is ongoing work about whether change is required at the policy and
legislative level around national, regional and local decision making.
Further advice will be provided as this becomes available. For the purpose
of the 2010/11 year, RSPs should be developed as outiined in the Focus

for 2010/11 above.

Service change

1.1.8 Any service change issues outlined in RSPs will be expected to follow the
service change process as outlined in section 4.16 of the OPF.

Funding

1.1.9 Section 7.3 of the OPF outlines the options available and these
arrangements should be used unless the RSP articulates an alternative,

regionally agreed way of funding.

National service planning

1.1.10 A National Service Plan (NSPs) will be developed where such a plan will
enhance the viability of highly specialised services or nationwide services
that meet criteria to be determined by Government during 2009/10. Prior to
these decisions, DHBs should assume that services will be planned at
regional and district levels as described above.



1.1.11

1.1.12

12

An NSP will set long term direction for nationwide provision of selected
services, and inform both regional and district plans. Its content will be
similar in scope of content to RSPs, but will be more focused on the clinical
evidence for a specialty area, and take greater consideration of specifics
related to clinical efficacy and outcomes, patient flow mapping, and health
technology horizon scanning.

For the 2010/11 year the theme is a positive use of national services (see
OPF 7.3), and during the year further work will be done to develop national
service planning.
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Memorandum MANAT HAUGRA
Ministry Of Health

To: DHB Chief Executive Offices

From: Dr Ashley Bloomfield

Subject: Bowel Screening Pilot

Date: Wednesday, 5 May 2010

Bowel cancer screening pilot announced

The Minister of Health has announced a four year pilot will begin next year to assess
whether New Zealand should infroduce a population based bowel cancer screening
programme. The pilot will be carried out in one or two DHBs which have a minimum
sample population of 60,000 people aged 50 to 74 years, including at least 6000

Ma&ori.

The Ministry of Health will shortly call for Expressions of Interest from DHBs wishing
to submit a proposal to establish and operate the pilot. Detailed information on the
EQO! process will be sent to you within a month.

The main objectives of the pilot are to determine the level of participation, the number
of people who tested positive, the number of cancers that were identified, the stage
at diagnosis, the number of resulting colonoscopies performed, the impact on health
services and the costs involved.

No decision will be made on whether to roll out a national bowel screening
programme until the pilot is completed in 2015 and all monitoring and evaluation data

has been analysed.

Bowel Cancer in New Zealand

Bowel cancer is the most commonly diagnosed cancer in New Zealand, and our
death rate from it is one of the highest in the developed world. In 2007, 2890 people
were diagnosed with bowel cancer, and 1252 people died from the disease.

In New Zealand, there are clear inequities in bowel cancer diagnosis and treatment
between Maori, non-Maori, Pacific and non-Pacific people. Evidence shows that
Maori are less likely to develop bowel cancer, but those that do are diagnosed at a
later stage and are more likely to die from the disease.

Screening programmes for bowel cancer

International evidence shows that a bowel screening programme can save lives
through early diagnosis and interventions. Modeling from Ireland indicates that after
10 years of a national screening programme for those aged 50 to 74 years, using the
iIFOBT test, 36 percent of bowel cancer deaths could be avoided.
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In Ireland, where the sample population is a similar size to New Zealand’s, this
equates to about 270 lives saved every year.

Bowel screening programmes are either running or are being piloted in many
developed countries including Australia, the United Kingdom, most countries in the
European Union, parts of Canada, Japan and Israel.

The screening pilot will follow the most common model used for population-based
screening programmes overseas. Eligible people aged 50 to 74 years living in the
pilot DHB area/s will be invited to participate by their primary care provider and then
mailed a faecal occult blood test which they can complete in their own home and post
to a laboratory for assessment. A person with a negative result will be recalled in two
years for a repeat test. A person with a positive result will be followed up and offered

a diagnostic colonoscopy.

Improving existing bowel cancer services

A key focus of the national Cancer Control Programme in 2010 is to improve existing
bowel cancer services. This includes progressing a number of initiatives at a
national, regional and local level.

e The Ministry will shortly announce the appointment of a National Clinical Lead,
Gastrointestinal Endoscopy. This sector based position includes working with
DHBs to implement colonoscopy service quality initiatives.

* The Ministry is supporting national initiatives including the development of training
for colonoscopists and endoscopy nurses.

¢ All four regional cancer networks are working with DHBs to identify and establish
opportunities for service improvement in bowel cancer at both a regional and local
level. This will inform work being undertaken at a national level.

o Regional Cancer Networks are also working on bowel cancer tumour streams
which will inform the development of a national bowel cancer patient management
framework.

¢« Some DHBs are undertaking colonoscopy improvement initiatives.

If you would like further information please contact Mhairi Porteous, Bowel Cancer
Programme Manager on Mhairi Porteocus@moh.govt.nz or 04 8164359 or Dr Carol
Atmore, Bowel Cancer Programme Clinical Director on Carol_Atmore@moh.govt.nz

or 021 2429477.

Yours sincerely

Dr Ashley Bloomfield

Deputy Director General (Acting)

Sector Capability and Innovation Directorate
and Co-Chair Cancer Conirol Steering Group
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Report date: 16 April 2010

2009/10 HEALTH TARGETAPPEndixJ 9,

Data collection period: March 2010

Emergency Department lengths of stay

Target: 95% of patients admitted, transferred or discharged from the ED within 6 hours of presentation

Percentage of patients admitted, transferred or ] Month YTD
discharged from Emergency Department within Numerator: 2,740 22,485
. 6 Hours of Presentation Denominator: 3,401 28,873
s 80.6% 77.9%
80%
70:‘{: Progress toward target: Resultis a slight
gguf improvement on last month’s result.
40%
30% . .
20% Comment: There continues to be high
102& numbers of presentations to the
0% . | " department.
il R R R BT T R . SR &
i 1?:“:"\’}' 4.}‘? {f}' .\_:x‘f: 0-:..} = QQ-F';\ '@‘é “F} \ﬂ#\ ol
BB < 6 hours Target
Elective surgery
Target: 5,451 elective surgery discharges by 30 June 2010
Hective Surgery Discharges against Target per ) Month YTD
month {excludes Cardiology and Dental) Numerator: 505 3,841
Jun-10 = e 503 Denominator: 503 3,954
May-10 = 541 100% 97.1%
- Apr-10
Mar-10 E Progress toward target: Target achieved
Feb-10 [ in March; 113 discharges hehind target
Jan-10 year to date (general surgery, orthopaedics,

Dec-09
Nov-09
Oct-09
Sep-09
Aug-09
Jul-09

503
m 465 B Target
= 552 | O Discharges

ENT and gynaecology).

Comment: Excludes cardiology and dental
services. Result includes discharges of
MidCentral residents from all hospitals.

Radiation oncology wait times

Target: 100% of patients wait less than 6 weeks between their FSA and start of radiation oncology treatment

{excluding Category D)

Percentage of patients (treatments)
commencing radiation oncology treatment

Sl I R S SR P ;> %

»F ) v o N P - .
- N APT L & X
¥ o 1,';;? F o g F o oF g
<6 weeks Target

Excludes those people who choose to defer treatrment for personal reasons, or who

are delayed for clinical reasons

Month YTD
Numerator: 101 817
Denominator: 101 856

100% 95.4%

Progress toward target: Target achieved.

Comment: Volumes remain high. No
facility / capacity constraints impeding
achievement of target.




$¢1—
7 unisation
Target: 85% of 2 yr olds fully immunised

Percentage of 2 year olds fully immunised

. rolling three months March Target
188 V/D Numerator: 544
80% Denominator: 619
gg:f 88% 85%

50%
40%
30%
20%
10%

0%

Progress toward target: Target exceeded
for the second month running, with a further
increase on last month's result. Target
result also being achieved for Maori.

Comment: Result reflects ouicome of
sustained targeted activity in the primary
health sector.

\}QQ DQ) Q& & qu D@ ,\Q ,\Q ,\Q Q ‘\;\Q ,\Q
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—Target

Coverage rate

Help to quit smoking
' Target: 80% of hospitalised patients aged 15 plus who are smokers provided with advice and help to quit

70%
60%
50%
40%
30%
20%
10%

0%

— Advised

(¢]

B P PP NI
PP o F O ¢ (F @

29

,\Q .\Q ,\0

Target

Hospitalised current smokers aged 15 plus ] Month YTD
offered assistance to quit Numera_tor. 184 791
90% Denominator: 345 2,828
80% 53.3% 27.9%

Progress toward target: Results continue
to improve. Quarter three result is 48%
which is twice that recorded in quarter two.

Comment: The number being offered brief
advice increased at a greater rate than the
number being asked about (and confirming)
their smoking status.

Diabetes detection
Target: 62% of population expected {o have diabetes access their free annual checks

Progress toward target: Result for
guarter ending December 2009 (data
Total 27 29, 15 5% 62%, lagged by 3 months) is well above target for
Maori 27.0% 13.5% 54% the quarter.
Pacific 23.9% 14.3% 57% Comment: Strong performance for the first
Other 27.4% 15.8% £63% & months; if annualised, the quarter result is

well in excess of the annual target.

Diabetes management
Target: 78% of people on the diabetes register have an HBA1c that is < 8%

Progress toward target: Result for the
quarter ending December 2009 (data
lagged by 3 months) is close to target.

Total 76%

Maori 64% 70% Comment: Result for Macri and Pacific
Pacific 50% 70% groups need improvement although
Other 78% 79% concerns comparatively fewer absolute

numbers.




g
Diabetes risk recognition q
Target: 78.5% of eligible population have had their faboratory blood tests for absolute CVD risk in the last 5 years

Total 82.0% > 78.5%
Maori 73.2% > 70.3%
Other 84.4% >81.1%

Progress toward target: Result reported
for quarter ending December 2009 (data
lagged by 3 months). Targets continue to
be achieved.

Comment: No further update to data for
this month.




Appendix K
Statement of Financial Performance (Consolidated)

Mar-10 Actual Budget Variance Variance
Year to Date $000 $000 $000 %
Revenue
Govt. & Crown Agency 372,022 371,103 829 0%
Patient/Consumer Sourced 649 495 154 31%
Other Income 5,930 6,277 {347) (6%)
Total Revenue 378,601 377,905 636 0%
Expenditure
Personnel 127,191 123,441 {3,750) (3%)
Outsourced Services 15,746 12,581 {(3,165) (25%)
Clinical Supplies 33,463 32,058 {1,405} (4%)
Infrastructure & Non-Clinical 50,216 53,224 3,008 6%
Provider Payments 159,391 160,253 862 1%
Total Expenditure 386,007 381,557 (4,450) (1%)
Operating Surplus/(Deficit) {7,406} (3,592) {3,814) 106%
Mar-10 Actual Budget Variance Variance
Monthly Result $000 $000 $o00 %
Revenue
Govt. & Crown Agency 42,143 41,253 890 2%
Patient/Consumer Sourced 101 55 46 84%
Other Income Q07 695 212 31%
Total Revenue 43,151 42,003 1,148 3%
Expenditure
Personnel 14,416 13,660 {756) (6%)
Qutsourced Services 2,000 1,397 {612) (44%)
Clinical Supplies 4,181 3,608 (573} {16%)
Infrastructure & Non-Clinical 5,648 5,884 236 4%
Provider Payments 17,763 18,065 302 2%
Total Expenditure 44,017 42,614 {(1,.403) (3%)

Operating Surplus/{Deficit) {866} {(611) (255) 42%
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Appendix L

Financial Performance by Division

Mar-10 DHB Funding Division Provider Governance Eliminations
[Monthly Result Actual Budget | Actizal Budget] Actual Budget | Actual Budget | Actual Budget
$m $m $m $m $m $m $m $m $m $m
Revenue 43.2 42.0 38.3 37.4 25.2 24.4 0.4 0.4 {20.7) (20.2)
Expenditure 44.0 427 38.5 38.3 25.8 24.1 0.4 0.5 (20.7) (20.2)
Net Result (0.8) (0.7) (0.2) {0.9) (0.6) 0.3 0.0 (0.1} 0.0 0.0
[Mar-10 DHE Funding Division Provider Governance Eliminations
Year to Date Actual Budget] Actmal Budget| Actuzai Budget | Actual Budget| Actual Budget
$m $m $m $m $m $m $m $m $m $m
Revenue 378.6 377.9 338.6 336.5 214.7 215.0 3.2 3.6 (177.9) (177.2)
Expenditure 386. 381.5 337.3 337-4 2226 217.1 4.1 4.2 (177.9) (177.2)
Net Result (7-5) (3.6} 1.3 (0.9) (7.9) {2.1) (0.9) (0.6) 0.0 0.0




Appendix M
Statement of Financial Position

Actual
Jun-o08 Jun-o9 Mar-10 Change
$000 $000 $000 $o000
ASSETS EMPLOYED
Current Assets 48,911 44,727 41,187 (3,540)
{ Bank/Cash 1,244 766 1,664 898
! Investments < 3 months (Trusts) 416 313 166 (147
{ Investments < 3 months 28,955 16,545 29,950 6,705
Investments > 3 months 10,000 8,500 o (8,500)
Other Current Assets 13,296 18,603 16,107 (2,496)
Current Liabilities {47,498) (54,841 (53,309) 1,532
Capital Charge (614) (1,334) (1,632) (298)
Employee Entitlement Provisions (15,406) {17,668) (17,836) (168)
GST (1,062) (1,513) 211 1,724
Other Current Liabilities (30,416) (34,326) (34,052) 274
Fixed Assels & Investments 144,480 164,748 160,313 (4,435)
Total Fixed Assets (refer to note) 142,230 162,248 157,563 (4,685)
Restricted Invesiments 1,500 1,750 2,000 250
Investments 750 750 750 o
Net Assets Employed 145,893 154,634 148,191 {6,443)
FUNDS EMPLOYED
Share Capital 63,817 63,693 64,180 487
Revaluation Reserve 35,941 54,644 54,644 0
Trust and Special Funds 1,016 2,064 2,166 102
Retained Earnings (12,054) (21,880) (29,388) {7,508)
89,620 98,521 091,602 (6,919)
Term Loans 54,943 54,867 55,343 476
Long Term Liabilities 1,330 1,246 1,246 0
Total Funds Employed 145,893 154,634 148,191 (6,443)
Note:
Land 9,825 16,545 16,545 o}
Buildings (including fitout) 105,486 115,772 111,202 (4,480);
Plant & Equipment 23,667 28,615 27,125 (1,490)i
Work in Progress 3,252 1,316 2,601 1,285¢
Total 142,230 162,248 157,563 (4,685):
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Appendix N
Statement of Cash Flows

Mar-10 Qur: Qirz Jan Feb Mar Qirs Qir4 Full Year
(%'000's) Actual Artual Actual Actual Actrzal Actual  Forecast Forecast
Cash From Operating -853 15,284 41,777 8,803 3,766 ~29,118 -2,088 3,225
Cash from Investing -880 -2,033 -g314 -818 -582 -1,714 -5.993 ~10,620
Cash From Financing -804 -238 ~306 -7 -285 -598 1,549 ~181
Increase (Decrease) in Cash Held 2,627 33,013 42,397 8,068 2,800  -31430 -6,532 -7,576
Add Opening Cash Balance 26,124 23,497 56,510 14,133 22,181 56,510 25,080 26,124
Closing Cash Balance 23,497 56,510 14,113 22181 25.080 25,080 18,548 18,548

?Net Debt Position:

Funds Uhilised 31,355 -1,161 41,236 33,145 30,263 30,263 36,152 36,152§
Useable Facility 71,867 71867 867 71867 7,867 7867 71867 71,867
Surplus / (Shortfall) 40,512 73,028 30,631 38,722 41,604 41,604 35,715 35,715}
Reserved Funds 18 700 18,700 183,700 18,700 18,700 18,700 18,700 18,700
Available Facility 23,812 54,328 11,031 20,022 22,004 22,004 17,015 17,015

Note: Under NZ IFRS, the cash balance is deemed to be the total of cash f bank baiances and investments < 3
months. In the table above, investments > 3 months have been included to give the whole picture of cash and

investments.
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TO The Board

CentRAL Distercr Heatrd Boarp

fe Pae Houor a Ruaiine o Tararua

FROM Acting General Manager
Corporate Services

DATE 6 May 2010

MEMORANDUM

SUBJECT Treasury Management

Purpose of Report

Further to previous reports that have been prepared on treasury management, this
paper provides an update on the position. It seeks a Board decision on the appropriate
treatment of cash balances.

Executive Summary

The DHB has previously taken decisions on the appropriate treatment of cash and
investments in relation to long term debt and equity. Given the ongoing financial
situation of low interest rates, it is necessary to review the situation again. The current
interest rates mean that there is still a cost attached to holding cash, and this paper

explores options to address this.

The advantage of repaying equity is an improvement to the DHB’s operating position,
while the disadvantage is a reduction in the availability of cash to finance the capital
programme, and a risk that the DHB will not be able to access debt or equity when

required.

Recommendation
It is recommended:

that the cash balance should not be used to repay equity or debt;
that MidCentral Health be recapitalised based on the cash position at the end of

June 2010.

Background

MidCentral DHB has two sources of long term funding, namely equity from the
Ministry of Health and debt from the Crown Health Financing Agency (CHFA).
Members may recall that MidCentral DHB recently made financial surpluses for a

Corporate Services
MidCentral DHB

Heretaunga Street

P O Box 2056 Palmerston
North

Phone +64(6) 350 8350 Fax
GB4AAY IGE N6TA
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number of years, which resulted in an increase in retained earnings and cash balances.
The Board decided that these balances should not be used to repay equity or debt. A
Treasury Division was set up within the DHB to manage these cash balances.
Investment income is earned on the cash balances, and a capital charge is paid to the
Ministry of Health on the retained earnings. A summary of the accumulation and use of
the cash balances is shown below.

S000

Transfers from Funding (Sep o5 - Mar 10) 42,566
Transfers out:

MCH recapitalisation (Sep 06) (11,000)

MCH recapitalisation (Feb 09} {10,000)

Enable (Dec 06) (1,289}

Horowhenua Capital Contribution (Nov 07) {(1,500)
Balance (31 Mar 2010) 18,777

The intention behind retaining the cash instead of repaying equity or long term debt
was to give the DHB ready access to funds for its capital plan. As can be seen from the
table above, contributions have been made to two capital projects, namely the Enable
New Zealand integrated business system and the construction of the Horowhenua
Health Centre. Unfortunately $21m has been used to fund the recent years’ deficits of
MCH. Based on the current cash position of MidCentral Health, it is proposed a further
recapitalisation of $10m take place at the end of June. (Any significant improvement or
deterioration in the cash position will be taken into account as necessary.)

The capital charge rate is 8%, and in previous years the interest rate earned on
investments was around that level, and was actually slightly higher for a period of time.
During those periods there was little or no cost to the DHB for holding the cash and
retained earnings, and at times there was in fact a financial benefit from so doing.

In the second half of 2008 interest rates started to fall, as detailed in the table below.
This has continued, to the extent that there is now a clear cost to the DHB of holding
cash and retained earnings, as the capital charge rate has remained at 8%. This is
impacting the 2009/10 financial position, particularly in the Treasury Division but also
in Funding Administration, where investment income is a key source of revenue.

Average Interest Rates on Investments
Dec-07 8.77%
Mar-08 8.70%
Jun-08 8.62%
Sep-08 8.31%
Dec-08 523%
Mar-09 4.34%
Jun-09 4.13%
Sep-09 3.78%
Dec-09 2.85%
Mar-10 3.58%
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Interest rates are expected to rise in the near future, with some predictions being that
the rises will commence in June 2010.

Capital Expenditure

As part of the District Annual Plan, the Board approves the capital program each year.
This is largely derived from the Asset Management Plan. The cash required for capital
expenditure in any year is likely to be different from the program total, as there will
always be some portion of the expenditure that slips into future years. A summary of
estimated capital expenditure is shown in the table below. The projected capital
expenditure requirements are as included in the draft District Annual Plan for 2010/11.
These requirements are continually kept under review, and it may be that the 2009/10
capital expenditure will come in below forecast, in which case the cash requirement will
simply move to a future year.

Capex Requirements

2009/10 2010/11 2011/12

ISSP 1,996 1,390 2,255
Other 12,628 12,828 13,645
Total 14,524 14,218 15,900
External Funding 2,852 285

Net Cash Requirement 11,672 13,933 15,800

The capex requirements shown above include expenditure on schemes approved in
previous years. In addition to the above, there is likely to be around $5m in approved
but not yet spent capex at the end of 2011/12.

The sources of funding for capital expenditure are internally generated funds (discussed
in the section on cash flow, below), and funds from external sources, either equity from
the Ministry of Health or debt from the CHFA. Where new equity or debt is required for
a capital investment, joint approval is required from the Ministers of Health and

Finance.

Cash Flow

Looking at the cash flow position over a period of time, the main influences on the
balance are the level of capital expenditure and the operating result for the year. If we
work on the basis that any cash generated in a year is available for capital expenditure,
then the capital funding available in any one year will equate to the depreciation which
is charged to expenditure, plus any operating surplus or less any operating deficit, on
the assumption that there are no significant movements in working capital on the
balance sheet. Any capital expenditure in excess of the available funding will consume
existing cash resources. A summary of cash flows for the last three years is shown
below.



Cash Flow
2006/07 2007/08 2008/09
Actual Actual Actual
$000 $000 $000
Opening Cash Balance 35,218 37,321 35615
Cash from Operating 13,042 (1,271) 877
Cash from Investing:
Interest Received 4,620 4696 2,844
Capital Expenditure {19,105) {10,250) (12,836)
Sale of Fixed Assets 4] 0 15
{Increase) / Reduction in Investments 0 0 {102)
Total Cash from Investing: (14,485) (5,554) {10,079)
Cash from Financing 3,546 5,119 (289)
Closing Cash Balance 37,321 35615 26124

The above table highlights a significant reduction in cash during 2008/09 — this is
consistent with the DHB incurring a deficit of $9.9m in that year.

Looking into the future, the forecast for 2009/10 is a deficit of $9.9m, followed by a
deficit of $2.7m in 2010/11 and breakeven in 2011/12 and future years. Any adverse
deviation from these positions will have a negative impact on the available capital
funding. As included in the District Annual Plan, a projected cash flow is shown below,
based on the DHB achieving the forecast for 2009/10 and the budget in the future

years.

Projected Cash Flow
2009/10 201011 2011112
Plan Plan Pian
$000 $000 $000
Opening Cash Balance 26,124 15676 14,189
Cash from Operating 5,122 13,769 17,246
Cash from Investing:
Interest Received 1,404 1496 1,550
Capital Expenditure (14,524) (14,418) (15,177}
Sale of Fixed Assets 0 0 0
(Increase)/ Reduction in Investments 0 ¢ 0]
Total Cash from Investing: (13,120) (12,822} (13.627)
Cash from Financing (2,450) (2,334) (4,221)
Closing Cash Balance 15,676 14,189 13,587
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Investments and Debt

At the end of March, the DHB had cash balances of $25.1m earning around 3.6% p.a. in
interest income. At the same time, the DHB had long term debt with the Crown Health
Financing Agency (CHFA) of $54.7m, and Crown Equity from the Ministry of Health of
$64.2m. The debt has a spread of maturities over the next ten years, and is all at fixed
interest rates, with the current average rate being 6.10%. Options continually available

to the DHB are:

1. Continue to invest at current rates (an average of 3.6%) and pay 8% in capital
charge to the Govt.
2. Repay equity, thereby reducing the capital charge and the interest receivable.

3. Repay debt to the CHFA.

In order to maximise investment returns, quotes are received from a number of banks,
and efforts are made to invest for as long a period as possible where this is beneficial.

Given that cash balances are largely earmarked to fund the capital programme, the
possibility has been raised of aligning the terms of deposits with the projected cash
requirements of the capital programme.

This is not recommended at this point in time for two reasons. Firstly, as part of the
financial recovery programme, the capital programme has been restricted to urgent and
essential items only, and so the timing of cash requirements is less certain than would
normally be the case. Secondly, as noted above, interest rates are expected to rise in the
near future, and as such placing deposits for a longer period at present could result in
locking in relatively low interest rates. It is proposed to look again at this option when
there is more certainty around the capital programme.

From a DHB wide perspective, the most effective means of improving the financial
position would be to repay equity, as this would save capital charges at 8% while losing
interest receivable at around 4%.

If debt is repaid to the CHFA, the facility would remain, hence it would be possible to
access the funds in the future. In order to do so, it would be necessary to demonstrate
the need for the funds by providing the CHFA with cash flow projections and any other
information that they may require. The CHFA are monitoring the DHB’s financial
position at present, and are aware of the risks around the financial performance of

MidCentral Health.

However, the option of repaying debt to the CHFA has been explored previously and
discounted due to the penal charges for repaying fixed term loans early.

Although the DHB currently has around $25m in cash, the cash flow projections show
that dropping to under $14m by 2011/12, on the assumption that the DHB achieves
forecast or budget in each of these three years. The DHB could therefore consider
repaying up to $10m equity and in so doing improve the bottom line by around $40k
p.a. for each $1m repaid. However, the repayment of equity could have a serious impact
on the DHB's ability to fund its capital programme in future. If equity were to be repaid,
the DHB would have no guarantee of being able to access the funds when required in

future.
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The repayment of equity would have an impact on the DHB’s debt / equity ratio. As
Board members will be aware, banking covenants are no longer monitored by the
CHFA, but are reported for internal purposes. The covenant relating to the debt / equity

ratio states that it should be below 55%, and at the end of March, the ratio was 24.7%. If

$10m of equity was repaid, the ratio would rise to 32.9%, and as such would still be
comfortably inside the limit.

L3

ike Grant
Acting General Manager
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TO The Board

FROM Acting General Manager
Corporate Services

DATE 6 May 2010

MEMORANDUM

SUBJECT Delegations

Purpose

This report is in response to the points raised at the March Board meeting when the
Delegations Policy was considered. Approval is sought for the inclusion of a statement
in the schedule of delegations covering the situation where the DHB is incurring an
adverse variance to budget.

Executive Summary
The Delegations Policy states that :

‘All delegations of financial matters are to be undertaken within the limits of the
approved District Annual Plan and approved operational budget, or as otherwise
expressly written in the terms and conditions of a delegation.’

As the DHB has been incurring adverse variances to budget, the view was expressed that
this aspect of the policy should be strengthened.

Recommendation
It is recommended:

that the schedule of delegations be amended to include a statement covering
adverse variances fo budget.

Commentary

As has been previously reported, changes to the main Delegations Policy require the
approval of the Board, and also of the Minister of Health, while changes to the schedule
of delegations require only the approval of the Board. It is therefore proposed that the
schedule of delegations be amended to include a statement covering adverse variances

to budget.

Corporate Services
MidCentral DHB
Heretaunga Street

P O Box 2056
Palmerston North
Phone +64(6} 350 8350
Fax +64(6) 355 0616
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It should be noted that adverse variances to budget refer to the net position of any
particular area, such that it is acceptable for additional expenditure to be incurred in
order to generate additional revenue of an equal or greater amount.

As there is a hierarchy of delegations throughout the DHB, it is proposed that in the
event of any holder of delegated authority being responsible for a cost centre or line that
shows an adverse variance to budget, then financial delegations will be transferred to
the appropriate line manager, and a plan will require to be put in place to address the
adverse variance to budget. If it is not possible to bring the particular cost centre back
within budget, then offsetting savings should be identified elsewhere in the line
manager's area of responsibility. In the event that such savings cannot be identified
within the line manager’s area of responsibility, further escalation will be required.

It is proposed that the schedule of delegations be amended to include the following
statement, and that the statement be included in all notifications of delegated authority:

'All financial delegations must be exercised within the approved net operating
budget for the responsibility centre. In the event that the net budget is exceeded,
financial delegations will transfer to the appropriate line manager, and a plan
must be put in place to bring the responsibility centre back within budget. This
plan could involve reducing expenditure or increasing revenue. Should this not
be possible, offsetting savings must be identified elsewhere in the line manager's

area of responsibility.’

In any event, MidCentral’s consolidated position must be within the approved budget as
set out in the District Annual Plan (DAP), acknowledging that the DAP may contain an

approved deficit.

Mike Grant
Acting General Manager
Corporate Services
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_MipCenTRAL DISTRICT HEALTH BOARL
- Te Pae Hauora o Ruohine o Tarani

FROM Mike Grant

Acting General Manager SN
Corporate Services M E M 0 RAN DU M
DATE 5 May 2010

SUBJECT Sponsorship Policy Updated

1. SUMMARY

Purpose

The Sponsorship Policy has been updated to take into consideration the
Board’s feedback from the March Board meeting and is now submitted for

formal Board approval.

Policy Amendments

5.6 Paragraph added regarding timeliness.

6.1 Gender aspects adjusted.

6.2 Paragraph changed to align approval levels for contracts as per the

delegations framework.
7.0 A comment has been made about the collection of the sponsorship

funds.

A copy of the amended policy is attached and the policy amendments have
been highlighted.

Recommendation
It is recommended:

that this policy be approved by the Board.
Mike Grant

Acting General Manager
Corporate Services
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Policy for Capital Expenditure

SPONSORSHIP

Applicable to: MidCentral DHB Issued by: Board

Contact: Corporate Services Manager

PURPOSE

To ensure that the approach to accepting sponsorship and donation opportunities are systematic,
disciplined and defines the circumstances in which MidCentral District Health Board (MDHB)
will accept sponsorships/donations without necessarily hindering .or. restrlctmg any source of
funding. '

This policy will ensure that any offers made by a commercia ty or other entity is carefully
reviewed and that any financial, legal or probity risk to MPHB in accepting an offer is minimised
and that the processes are transparent, proper and conducted in a- manner that will meet the
expectations of stakeholders and the public sector. -

POLICY

The sponsorship/donation process must: o

+ Ensure all sponsorship/donation proceeds for capltal expenditure fit w1thm the Central
Region’s & MDHB Asset Management Plan whlch aligns with the Regional Clinical
Services Plan.

e The goals of the sponsor a
strategic direction of MDHB. ..

s Avoid circumstances that would gwe ri
sponsorships/donations. .t

» Ensure that no one within MDHB or related
sponsorshlp/ donatlon i

consmtent wﬂh vmon mission, guiding principles and

bhc ‘concern over the soliciting of

sponsorshlp/donatlon
e Must respect and suppi
wit '11_ the Dlstrlct

SCOPE

Refers to ail sponsorshlp/donatlon arrangements with regard to capital expenditure and applies
to (MDHB). (Note all conditional Donations or Testamentary Bequests are excluded as they are
covered by MDHB Policy 2013)

DEFINITIOi\.;T_S:__ o

Sponsorship

Is a mutually beneficial business arrangement with an external party, who contributes funds for
assets or the assets themselves. In return the sponsor receives recognition, acknowledgement and
or other promotional considerations which include naming rights. It is not a donation.

Donation
Is a voluntary gift of money or assets. The gift is philanthropic in nature and the
acknowledgement is nominal in nature and there is not an expectation of a business benefit and

the associated requirements.

Document No.: Page 1 of 3
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Policy for Capital Exg -V e

Exclusive Sponsorship
The sponsor is the only sponsor or the only sponsor from its industry.

Unlimited Sponsorship
Where there are a large numbers of sponsors.

5. PROCEDURES

5.1 Sponsorship Selection Criteria
» Ensures the goals of the Spobsor are consistent with MDHB so that any
e Accepting of sponsorship must allow MDHB to I_nal_ntaln professional
independence and not impact on its statutory obiigations

to be made with MDHB.
Where a sponsor is in or does come 1nt g’

e No sponsorship shall be accepteo “___tll it has héer 35fﬁ11y evaluated and-.'é:i:pproved.

5.2 Costs to MDHB .
 Costs of undertaking-any sponsorship IIlllS---_:bB carefully assessed and evaluated
before entering into any agreenient. S
»  Where assets are to be donated all associated cos need to be reviewed to ensure
they are covered within the operatlonai budget .

5.3 Sponsorshlp:Levels

sponsorship arrangements Each level shall have its own benefits and rewards
aﬁgmng to the dlfferent levels of sponsorshlp and fundlng streams.

. All sponsorshlp income which is tied to specific assets shall be accounted as
sponsorship incomie in the respective responsibility cost centre that will incur the
depreciation cost of the asset.

e  Where the: sponsorshlp income is not spec1ﬁc it shall be accounted as general

5.5 Tools' i

. Standardlsed assessment and agreement forms shall be used to assist staff through
the sponsorship process.

o All sponsorship agreements shall be maintained within an appropriate database so
all details are maintained of any MDHB sponsorship arrangements.

5.6 Tlrnelmess _
o Al sponsorshlp arrangements must allgn to the st:rateglc direction of :
- theé: Board andbe a part of the Chmcai Semces Asset Management o

E arrangement

Document No.; Page 2 of 3
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6. ROLES & RESPONSIBILITIES

Policy for Capital Expenditure

6.1 Overseemg of Sponsorshlp Actlwtles

The General Manager Corporate Services (GMCS}Wlll be respons1ble for monitoring the
collection of sponsorship and the associated capital spend and for providing reports to the
board and other MHDB managers as req .

7. PROCUREMENT PROCESSES

All related sponsorship income spend;on capital expend;ture is governed by the Procurement
[Policy] MDHB-5705 and associated guideli

MDHB-2019 Hxper Ie
MDHB- 2013 . Trust & Spe’ ial Funds :
MDHB- ‘705 ::--Procurement [Policy] and Gu1dehnes

MDHB-2022 Delegations [Policy]

MDHB-2723 Delegatrons Pohcy Attachment 1 - Schedule of Delegations [Policy]

Document No.: Page 3 of 3
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TO Mike Grant
Acting General Manager
Corporate Services

FROM Chris Stevenson-Wright

Risk Manager
DATE 5 May 2010 _
SUBJECT 2010/2011 Insurance Programme M E M 0 RAN DU M
Purpose

To update the Board on the annual insurance renewal. A decision is also sought regarding the
delegated authority to approve the estimated 2010/2011 annual insurance premium.
Executive Summary

A collective DHB insurance programme has been in place since 2004. This role was undertaken by a
‘Placement’ Broker. Most DHB’s also retained their original Broker as a Servicing Broker providing
advice and undertaking the claims management process.

A new Broker, Marsh, has been appointed this year. The role of Placement and Servicing has been
combined resulting in a saving of approximately $30k to MDHB.

Policy Structures are expected to remain the same as previous although it is anticipated that there
will be more flexibility for MDHB to accept a greater level of risk transfer via increased deductibles.

Marsh has indicated that they do not expect and increase in premiums for 2010 — 2011, based on
current policy information

An increase in MDHB'’s property valuations, currently being undertaken may however impact
premium.
Recommendation
That the CEO be delegated the authority to approve the estimated 2010/2011 premium of
$293,015.
Background

In 2004 a District Health Boards collective insurance programme was commenced. The purpose of
this approach was to obtain a more competitive premium from the insurance market.

Since the commencement of this programme DHB’s have experienced savings year on year. The
current expectation for savings is diminishing. This is due to both the maximising of the economies
of scale and a hardening insurance market. !

Initially the insurance programme consisted of two parts:

* Placement and
e Brokering Services

Risk Management

MidCentral District Health Board
Heretaunga Street

P O Box 2056 Palmerston North
Phone {06) 350 8974

Fax {06) 350 8970
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The Placement Broker undertook the interview and selection of insurers, the placement of cover and
the administration of that cover and management of claims. The payment for this service was paid
via a collective fee being divided between the DHB’s on a Population based funding criteria.

The servicing Broker’s role provided DHB’s with advice independent to that of the placement broker.
They also placed other minor insurances not covered in the Placement Broker’s portfolio. These

services were paid for individually by each DHB.

With the expiry of the current Broker’s contract, a renewal process was commenced to either
reaffirm the existing Broker or to appoint a new Broker.

A Request for Proposal (RFP) was developed and placed on the Government Electronic Tendering
Service (GETS). While this attracted a large amount of interest only six proposals were finally
received. All parties have a Standard & Poors rating.

An evaluation team was established and the proposals assessed. Evaluation consisted of individual
and collective ratings of financial and service provision criteria.

The successful Broker was Marsh. Marsh’s presentation satisfied all criteria including the flexibility
and innovation that was being sought and demonstrated an increase in savings to the DHB’s. Their

appointment was unanimous.

The Brokering contract is a three year contract subject to annual review.

Current Situation

This year has seen a review of the overall Brokering process.

As mentioned above the Brokering programme consisted of two parts. This situation no longer
exists. The appointed Brokers is now responsible for the total DHB collective programme both

placement and servicing. .

The previous Broker Aon has now been replaced by Marsh. Marsh contract period commences 1
June 2010 until 31 May 2013.

The combining of these roles has resulted in a savings of approximately $30k for MDHB. This has
been factored into the 2010/2011 budget.

Any additional premium saving is unknown at this stage due to the fact that Marsh is presently in
the selection and negotiation process with insurers.

Savings have been achieved above from the combination of the brokering role and an expectation of
further saving from premium negotiations. The current premium is related to the current building
valuation. Any revaluation of the buildings will impact on future premiums.

MDHB Policy requires a revaluation of its plant and buildings every three years. At the same time a
separate valuation is undertaken for insurance purpose. This valuation is to ensure an appropriate
level of insurance cover is maintained.

Insurers request regular valuations to ensure that under insuring does not occur. To under insure
would incur a percentage averaging to any damage claim. The application of percentage applies
where a building is insured for less than its replacement cost. In the ease of a claim the insurer
would consider what percentage the building has been under insured by and apply that percentage
to the amount of claim paid.

Insurance Market

Insurance markets cycle are between hard and soft.
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Since the adoption of the collective programme a soft market has persisted although present
indications are that the market is static, but hardening.

Future Direction

The appointment of a new Broker for the next three year period heralds the moving into the next
phase of the insurance programme.

The inflexibility of premium and deductible determination is an issued raised by several DHB’s and
is an issue expected to be addressed by Marsh.

MDHB has lonng been an advocate of more flexible insurance programme providing a balance

between
risk and insurance resulting in both a reduction of risk and premium and a more fair and equitable

premium assessment process.

A flexibility of deductibles has already been indicated. This will provide MDHB with an opportunity
to make further savings provided the ratio of risk to reduction is acceptable.

Marsh will also assess the alternatives of risk financing and exploit opportunities including the
establishment of risk pools and captive insurance programmes while delivering a sustainable level of
cover within the Financial restraints of the DHB’s.

Policy Structure

Material Damage: This policy content remains unchanged. Property values will increase once
revaluation has been finalised.

This policy provides cover of $300m for any one loss and in the aggregate. Maximum Probable loss
(MPL) was undertaken and this amount was considered adequate. Premium is not expected to

exceed $188,460.

Liability: This Policy category includes Directors and Officers, Professional Indemnity, Public,
Statutory and Employer liability covers, the structure of the policies remains unchanged.

Policy cover for these Policies varies from $20m Directors and Officers to $1m for Employers
Liability. Premium will not exceed $34910.

Motor Vehicles: Because of the increase in claims for the 2009/2010 year it is likely that this year
will see an increase in premium in this category. This Policy is expected to adopt a more flexible
approach in that a lower claims record will result in premium reduction. This reduction will be in the

form of a reimbursement at the end of the insurance period.

Travel/ Personal Accident: These policies include cover for all MDHB personnel travelling
nationally or internationally. The structure for these policies remains unchanged.

Premium for this policy is assessed on the annual days travelled basis.

Premium
Allocation Process

Currently premiums are assessed by the current placement broker under criteria determined by
DHBNZ as mentioned above.

There is presently no incentive in the form of premium reduction in recognition of a good claims
record.



MDHB’s low claims record of the past is not taken into consideration. Alternatively there has not
been any incentive to reduce claims through good mitigation strategies.

2010 -2011 Premium Expectation

Marsh is anticipating a flat line premium renewal for the 2016/2011 year.

Premiurmn negotiations are yet to be completed.

MDHB’s indicative Premium for the 2010/2011 year is expected to be $293,015.

An overview of premium comparisons is attached. Appendix 1.

Conclusion

The indicative premium for 2010 -2011 will remain within that paid for the 2009/2010 year.

It is anticipated that Marsh will provided some flexibility within this renewal to allow a greater
transfer of risk between MDHB and Insurer.

A saving of approximately $30k has resulted from the restructuring of the Brokering Services.
Material Damage premium will increase once the new valuations for MDHB have been completed.

Any increase of the Material Damage premium has not been allowed for in the 2010 / 2011 budget.

Chris Stevenson-Wright
Risk Management



Premium Forecast for 2009 / 2010

Policy 2009/2010 2010/2011
Actual $ Forecast

Material Damage & Business Interruption 188460

Motor Vehicle Insurance 43,917

Personal Accident 17,736

Travel _

Marine Cargo — MidCentral Property 3,000 Flatline

- Employees Effects

Marine Cargo — Hospital Equipment 5o5|  Renewal

General Liability Insurance

Professional Indemnity

Statutory Liability

Employers Liability 34,910

Directors and Officers Liability

Fidelity

Trustees

Health Professionals Professional Indemnity 4,467

Total excluding GST, & Brokering. 293,015 293,015

Appendix 1
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TO Board

FROM Chief Executive Officer

DATE 10 May 2010

MEMORANDUM

SUBJECT Board’s Work Programme, 2009/10

1. Purpose

This report updates progress against the Board’s 2009/10 work programme as at 10 May. It is
provided for information only.

2, Current Position
The items remain outside the reporting timeline:

District Strategic Plan review timeline

District Strategic Plan: performance against long term measures
Review of specific Governance Policies

Holding Costs for Kimberley Centre

* & 8 »

The strategic planning timeline is linked to national requirements; details of which will now not
be released until October 2010. An update on this has been included in the operations report.

As indicated in last month's report, the annual update to the results for the long term measures
as currently described in the District Strategic Plan has been waiting on raw data being supplied
by the Ministry of Health. This data has now received. The PPU is currently completing the
calculations and analysis of the data. However, there are sufficient dissimilarities in comparing
previous years' results to warrant further investigation and analysis. It is expected that the
completed report for the suite of measures will be provided to the Board next month.

In respect of the review of governance policies, it has been agreed that all policies due for review
this financial year be aligned to Whanganui DHB’s wherever possible and a report is scheduled
for July 2010.

Invoices have been submitted for the holding costs associated with Kimberley Centre and
accruals made.

In terms of the proposed changes to Allied Laudnry Services Limited’s Shareholders Agreement,
Hawke’s Bay, MidCentral and Taranaki DHBs have supported the changes. The outcome of
Whanganui DHB’s deliberations has been still to advised. We will update the Board at its next

meeting.

Next month, the six-monthly update against the infrastructure and regional collaboration
components of the 2009/10 District Annual Plan will be provided. The outcome of the
revaluation exercise will also be reported.

COPY TO: CEO's Department
MidCentral DHB
Heretaunga Street
PO Box 2056
Palmerston North
Phone +64 (6) 350 8910
Fax +64 (6) 355 0616
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If there are any new items which members require, or any issues they would like canvassed in
future reports, please advise.

Recommendation

It is recommended that the updated work programme for 2009/10 be noted.
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