











Financial Overview for period ending 30 September 2009

Annual Plan

The DHBNZ 2009/10 Annual Plan includes total revenue of $13.52 million, comprising $9.97 million DHB revenue and
$3.55 million third party revenue. The Annual Plan has been used (o determine the budget for 2009/10 and is made up

as follows:

Goal
W?; | lmprove Service Quality and Effectivenass
Z | Increase Value for Money and Productivity $1.200
: 3 | Future Workforce $1.610
A | Information and Capital 30 $0
5_ : BHEB Collaction $1,450 30
. TOTAL DHBNZ $9,97¢ $3,550

Statement of Financial Performance

A surplus of $83k has been achieved in the year to date as at 30 September.

for the period ending September 2009

Actual Budget  Variance

e
Income SEE) o :
Membership Levies COUBEE00 B D
Facilitation Revenue 154,387 S isas SR
Project Revenue 2215195 22706 1441,367)
Services Revenue CRsaes o 155:418)
Interest Income L 8849 o :_ L (2871
Rental income 5081 10041 - . 5020
Other Income [ 0 il vl o
Total Income 2904936 3,399,561  (494,625)
Expenses LI i IR
Chairs’ Support 74584 1075147 562
CEO Group Support 56,098 . 59.005 3,807
Portfolio Facilitation 82,014 . 129758 47,744
Projects/Services/Admin Costs - 2,608,786 2979872 . 270,785
Total Expenses 2,821,483 3,244,381 422,898
Net Profit / (Loss) 83,453 155,180  (71,727)




V-é,——’

Projects and Programmes

The net result specifically for project activity as at 30 September is a surplus of $656k.

DHB Revenue
Tre total Annual Plan budget for DHEB revenue for 2008/10 is $9.97 millien, including levies. DHB revenusa is tracking to budgst
vear 10 date.

Third Party Revenue

The budget for third party revenue is $3.58 million. To date savings of $72k have baen achieved against third party contracts.
Additional third party revenue of $741k has been carried over from 2008/09 for prolect activity in 2069/10.

Cashfiow

The cash position in September recorded & closing balance of $1.1 million. Mornthiy payments have been received from
18 DHBs. Ths receipt of these payments has had a positive effect on cash flow and will heip to ensure the cash position is
maintained throughout 2008/10. Third-party contract revenue received has also impacted favourably on the cash position.

Invoicing
Invoices Tor quarter one billing against the 20009/10 annual plan will be issued in November,




'HEALTH COMMITTEE

8 January 2010

Mr Murray Georgel

Chief Executive Officer
MidCentral District Health Board
PO Box 2056 '
PALMERSTON NORTH

Dear Mr Georgel

2008/09 ﬁnancial review of the MidCentral District Health Board

I am writing:to confirm current arrangements being made for the Health Committee regarding
the financial review of the 2008/09 performance and current operations of the MidCentral
District Health Board.

Background

The Finance and Expenditure Committee is empowered by the Standing Orders to allocate to
any select committee (or decide to retain for itself) the task of conducting a financial review
of the performance of each Crown entity. The annual report of each Crown entity stands
referred to the select committee allocated the task of conducting a financial review of that
Crown entity. Standing Orders prescribe that each select committee must then conduct, and
finally report to the House on, the financial reviews for Crown entities. The Finance and
Expenditure Committee has allocated the 2008/09 financial review of the MidCentral District

Health Board.
Financial review questionnaire

The Health Committee has developed a financial review questionnaire as the financial review
examination for MidCentral District Health Board. At this stage you may be required to
attend a hearing of evidence. I will confirm this in early February. The committee’s
questionnaire is attached as an appendix and a response to the questionnaire is required by
Spm Friday, 5 February. Your responses will be released publicly, either by the committee .
or whern the committee reports to the House. You may apply for any or all of your evidence to
be received in private or in secret, however committees normally require reasons before
agreeing to such requests. Please contact me if you wish to make such an application.

Where material is already included in the MidCeﬁtraI_ District Health Board
annual report and financial statements, the information should not be duplicated in the
response to the questionnaire. A cross-reference to the page and paragraph or table should

normally be sufficient: | | -
Reply due. 5-2-1d . .
Lo ezl
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Administrative matters
You are asked to:
1. Forward the response to the questionnaire to:

Fenella Bovett

Clerk of the Committee
Health Committee

Room 9.12, Bowen House
Parliament Buildings
WELLINGTON

2. Follow the instructions below in responding to the questionnaire:

Identify your organisation on all review information;
Number each question;
State each question before the answer;

Number all pages;
Please provide two hard copies, and one Word or Adobe pdf copy, of your written
responses.

It is not generally necessary to provide additional copiés of your annual report unless
you are specifically requested to do so. Further, it is preferable for any material sent
to be stapled, rather than ring-bound.

3. Provide a contact name, address, and phone number.

If you have any enquirie‘s about the financial review process please contact me by email on
fenella.bovett@parliament.govt.nz or phone (04) 817 9549,

Yours sincerely :

Fenella Bovett
Clerk of the Committee



10.

11.

12.
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Health Select Committee

FINANCIAL REVIEW QUESTIONNAIRE FOR YEAR ENDED 30 JUNE 2009

for District Health Boards

QOutline the measures for efficient delivery of services. Have these measures .
changed since the 2008/09 financial year, or are there any plans to change these? If
$0, provide details and explanations on why.

What new services, functions or outputs were introduced in the 2008/09 financial year
and what is their purpose‘? Describe these and provide details of all associated
costs.

“Are there any plans to cut, amend or curtail services, functions or cutputs provided in

the 2008/09 financial year'? If so, provide details and an explanation of the reasons
for any changes.

What were the major projects or policy development areas given priority in the
2008/09 financial year and why? Has there been or are there any plans to change
these priorities, if so, provide details and an explanation of the reasons for any
changes. : )

Provide a copy of the work programme and a brief explanation of each project or -
policy area to be addressed during 2009/10 compared to 2008/09. Provide details of
timelines and milestones for each project or policy area.

Were there any restructuring or redundancies in 2008/09 and how does this compare
to current expectations for the 2009/10 financial year? Please give an explanation for
any projected differences.

How many credit cérds does the DHB have, broken dowh by credit limit on the card?

How much was allocated o be spent on overseas travel in 2008/09 and how does
that compare with the allocation for 2009/10? Provide details of proposed travel.

How does the DHB differentiate between “front-line” staff and other staff?

What was the proportion of “front-line” staff as a percentage of the overall staff
employed in the 2008/09 financial year? How does that proportion compare to the
previous five financial years and are there any plans to change this proportion?

What was the baseline number of staff employed at the DHB in the 2008/09 financial
year and is this the figure that will be used as the basis for the government’s plan to
halt the growth in the government bureaucracy?

Did the DHB use any measures in the past financial year to ensure staff numbers
were maintained at a particular level? If so, what measures, and are there any plans
to change those measures?



13.

14.

19.
16.
17.
18.
19.
20.
21.
22.
23.
24.
25.
26.
27.

28.

29.

30.

31.

Has the DHB made any changes to its operations since 1 July 2008 either in
anticipation of or as a resuit of the economic recession? If not, does the DHB intend
to make any such changes?

What changes, if any, have been made to the threshold for eligibility for subsidised
rest home care?

How many complaints have been received in relation to aged care facilities?
How many quality audits of aged care facilities have been undertaken?
What were the findings of the quality audits of aged care facilities?

How many aged care facilities are presently in a failed audit state, how iong has that
been their staius, and what timeframe is the facility working under to move to a pass
audit state?

What changes, if any, have been made to the criteria for accessing funded home
support?

What is the total funding allocated for providing home support services, how does that
compare to previous years, and what is the forecast budget for next year?

How does any increase in funding for home support services compare to the increase
in population of those over 65 years of age?

How many primary care organisations are in your district and how does that number
compare to last year?

What changes, if any, are-proposed for the number and/or structure of primary health
care organisations in your district?

What contract changes have been made in relation to contracts between the DHB
and primary health care organisations?

What changes have been made in any contracts between the DHB and any Maori
health providers?

What changes have been made in any contracts between the DHB and any Pacific
health providers? .

How will the DHB ensure that health care in primary settings is delivered in a
culturally appropriate way?

What changes, if any, have occurred in the employment of community mental heatlth
workers and the delivery of community mental health support?

Has the DHB accessed any funding from the Pacific Provider development fund?

What level of funding was used as part of the response to the H1N1 outbreak and
was that funding from the emergency management pool or out of existing baselines?

What changes are anticipated as a result of the establishment of the National Health
Board?



32.

33.
34.
35.
36.

37.

38.

47
What response is the DHB making to the changed criteria for ACC funded surgery
and what changes is the DHB making to ensure that the additional number of people

needing to access surgery through the health funded system doesn’t cause huge
waiting lists?

What impact will the reduction in funding through ACC funded surgery have on the
DHB? . ‘

Has the DHB been able to meet the Minister's expectation in terms of waiting times at
emergency departments? '

What are the waiting times at emergency departments currently, and how does the
waiting time compare to previous years? '

What proportion of people is not seen at emergency departiments within the maximum
triage time and how does that proportion compare to previous years?

What is the status/progress of your DHB violence intervention screening programme?

What is the étatuslprogress of your youth health plan?

Greenhouse Gases

39.
40.
41.
42.
4-3.

44,

What is the best estimate of any reductions in greenhouse gas emissions the DHB
will be able to achieve in the 2009/10 financial year (in tonnes co2 equivalent) and
how does this compare to last year's emissions?"

What steps will the DHB take this year to reduce greenhouse gas emissions below
any amount emitted last year; and which of these are new initiatives in the 2009/10

financial year?

Does the DHB intend to offset any greenhouse gas emissions from the 2009/10
financial year (e.g. through purchasing carbon credits); if so, what amount will be
offset, how will this be done, and at what estimated financial cost?

What financial provision has been made specifically to monitor and run any projects
to reduce the DHB'’s greenhouse gas emissions in the 2009/10 financial year; how is

this broken down?

What financial provision has the DHB made specifically on capital expenditure for
projects to reduce the DHB’s greenhouse gas emissions in the 2009/10 financial
year; how is this broken down?

How many full time equivalent positions will be assigned in the 2009/10 financial year
to monitor or run any projects to reduce the DHB's greenhouse gas emissions; how
many of these positions require the hiring of additional staff?

Adverse events and Antibiotic Resistance

45.

46.

What percentage of the DHB’s total budget is spent dealing with adverse events?

What percentage of the DHB’s hospital budget is spent dealing with adverse events?



47. What was the total cost of adverse events in the year ended 30 June 2009 and how

48.

49,
50.

51.

52.

53.

54.

55.

56.

does this cost compare to previous financial years?

What new initiatives are underway to reduce adverse events and what success have
such initiatives had?

How many adverse events took place in the year ended 30 June 20097
Please provide a breakdown of adverse events by category and severity.

What percentage of the DHB's total budget is spent dealing with antibiotic
resistance?

What percentage of the DHB's hospital budget is spent dealing with antibiotic
resistance?

What was the total cost of antibiotic resistance in the year ended 30 June 2009 and
how does this cost compare to previous financial years?

What new initiatives are underway to reduce antibiotic resistance and what success
have such initiatives had?

How many cases of antibiotic resistance took place in the year ended 30 June 20097

Please provide a breakdown of cases of antibiotic resistance by category and
severity.

Preventative Healthcare

57,
58,
59.
60.
B1.
62,
63.

64.

65.

What is the DHB doing to promote healthy eating?
How much is the DHB spending on promoting healthy eating?
What percentage of the DHBs budget is being spent promoting healthy eating?

Has the DHB made any steps towards a healthy food procurement policy covering
onsite food providers and vending machines, and if so, what steps have been taken

and what future steps are planned?

What work is being done to promote preventative healthcare strategies, and what
percentage of total expenditure does such work comprise?

What work is being done to promote the use of Green Prescriptions and what
percentage of total expenditure does such work comprise?

What work is being done to promote the use of complementary healthcare and what
percentage of total expenditure does such work comprise?

What analysis is being done into the efficacy or otherwise of preventative healthcare
and what outcomes have been achieved?

What analysis is being done into the efficacy or otherwise of Green Prescriptions and
what cutcomes have been achieved?



66.

67.

K

What analysis is being done into the efficacy or otherwise of 'complementary
healthcare and what outcomes have been achieved?

Have any preventative, complementary or Green Prescriptions programmes been cut
or amended in the year to 30 June 2009, if so please provide details of cuts and
amendments?

Govt3 and Sustamable Procurement

88.

69.

70.

-\I
—

72,

73.

74.

75.

What is the DHB doing to implement the Govt3 programme'?

Does the DHB have a sustainable procurement policy; and if so, what percentage of
the procurement budget is spent on products which have an ‘Environmental Choice’
tick or equivalent standard? .

Please provide a breakdown of sustainable procurement (‘Environmental Choice’ tick
or equivalent standard) as a percentage of tetal procurement spending on the
following:

Office papers/printing papers
Sanitary paper products

Copying machines, fax machines, printers
Cleaners and detergents
Recycled plastic products

Paints

Flooring

Laminate and wood panel
Thermal (resistive-type) insulants
Mulch mats

Catering supplies

Writing instrumenis

Soaps and cleaning products

. What is the DHB doing to promote and facilitate the use of public transport, car

pooling, or more sustainable transport options to staff?
What is the DHB doing to promote waste minimisation and recycling?

Has the DHB taken any steps in the last year to increase its energy efficiency; if so,
what steps and what were energy savings if any?

What building programmes has the DHB signed off on, and did what role did energy
efficiency of design play in decision-making regarding building plans?

What involvement does the DHB have in the Quality Improvement Committee
projects?
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RCSP REGIONAL COMMITTEE

Appendix F
Terms of Reference (DRAFT)

Purpose

The RCSP Regional Committee (RRC) will provide regional governance and decision making
on behalf of the Central Region DHBs (Wairarapa, Whanganui, MidCentral, Hawke’s Bay,
Hutt Valley, and Capital & Coast) to promote the achievement of the RCSP viston, namely:

By 2020 there will be a regionally coordinated system of health service planning' and
delivery that will lead to ongoing improvements in the sustainability, quality and
accessibility of clinical services.

Principles

Commitment to regional collaboration and the RCSP

1. All Central Region DHBs will participate and share in an enduring, joint effort to achieve
the vision of the RCSP.

2. Each Central Region DHB will ensure that their local planning and decision making is
aligned with the direction, aims and objectives of the RCSP.

3. All decisions of regional importance will be made by consensus, using an agreed regional
decision making process and structures. '

Four principles underpin the RCSP work programme.
1. Regional (and national) collaboration across the continuum of care.

Choosing to work together in order to find new innovative ways of better organising,
funding, delivering and continuously improving health services in the region.

2. Reducing health inequalities across the Central Region.

Working together to ensure equity in access, utilisation and outcomes of health services in
the region. In particular, high priority should be accorded to solutions that contribute to
reducing disparities for Maori and Pacific Peoples and rural communities.

3. Within regional resources, providing sustainable quality health services and an optimal
health service which is sustainable (clinical and financial), innovative and accessible.”

¢ People of the region will have health services provided locally as long as services are
safe, affordable and sustainable, and of high quality. Need to ensure that “local
ownership” vs “local service provision” is not mixed up. Constant evaluation and
continued development of a system that will deliver quality care while maintaining

value for money.
¢ Workforce issues dominate regional collaboration and underpin concepts relating to
sustainability, quality and access, and are therefore recognised here.”
4. Need to look at the future in the context of the future whilst learning from the past.

Solutions of the past may not be appropriate to solving the challenges that are currently
being faced.

‘Health service planning includes disability suppot planning as appropriate
* Not constrained by the population needs of the region (i.e. recognising national service linkages and priorities)
* Need to note that alternative service models could lead to alternative employment relationships
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Membership
The RRC will be composed of the following seven members:
e  An Independent Chair (paid an honorarium)

e  Either the Chair or the CEO, nominated from each DHB. The other is able to attend as
the alternate. In the absence of the Chair or CEO a person acting in the formal capacity
of Board Chair or CEO may attend as the alternate

CEMNTRAL REGION DISTRICY HEALTH BOARDS

meetlngs but w111 not be a member of the comm1ttee

RRC Responsibilities and Decision Making
The RRC will make decisions that have material regional implications including:

e infrastructure investment
» changes to clinical services including workforce alignment.

DHB Chairs and CEOs have an obligation to take any matters arising for discussion and
debate to their Boards within an agreed timeframe (usually the next Board meeting following
agreement to a RRC recommendation) and to report back to the RRC Wlthln the agreed

The RRC will take overall responsibility for
the implementation of the RCSP. DHB
Chairs and CEOs will have delegated
authority from their Board to act (where
permitted in law) and an obligation to
regularly report progress against the plan.
(As' at December 2009, ‘each. DHB. Board
hoIds the legal obllgatlon to make. de(:lsmns
on'service delivery for their. dlstnct )

Decisions will be informed by expert
recommendations from the RCSP Leadershlp

Committee (RLC), a group chai by:
clinician, and representative of diﬁ'erent . T
disciplines and DHBs. The RLC is a clinical { Expett working parties, for example

and managerial partnership that will provide
direction to the programme and ensure i | Transport _' .Netwh:(]s services || foous. i
regional proposals are of the highest quality L SR SR i
and have undergone rigorous review. As well :
as clinicians the RLC will include people with expertise in Maori and Pacific Peoples health
and health inequalities.

: Vulnerabie Inequailtles

Decisions will be made by consensus, facilitated by the Independent Chair, to reach a decision
for the collect;ve good of the Central Regl,on populatlon A process for what happens if
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Meetings
* The RRC will meet a minimum of once every two months.

e A quorum will be a minimum of five members.

® A record of each meeting will be provided along with monthly progress reports, draft
reports and/or other materials as required. Support will be provided by the RCSP
programme team through TAS. The agenda will be circulated one week ahead of each

meeting.
The terms of reference will be ratified by the Boards of the six Central Region DHBs and
confirmed at the inaugural meeting.
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RCSP LEADERSHIP COMMITTEE
Terms of Reference (DRAFT)

Purpose

The RCSP Leadership Committee (RLC) will provide regional leadership, making recommendations
and providing information to the RCSP Regional Committee (RRC, Figure 1) on behalf of the Central
Region DHBs (Wairarapa, Whanganui, MidCentral, Hawke’s Bay, Hutt Valley, and Capital & Coast)
to promote the achievement of the RCSP vision, namely:

By 2020 there will be a regionally coordinated system of Figure 1: Regional Decision Making Structure

health service planning and delivery that will lead to

ongoing improvements in the sustainability, quality and
accessibility of clinical services.

Principles

Commitment to regional collaboration and the RCSP

[. All Central Region DHBs will participate and share in
an enduring, joint effort to achieve the vision of the RCSP. T

2. Each Central Region DHB will ensure that their local Emenwkmgpamesfmxampl& R | e
planning and decision making is aligned with the direction, | | e || “Serv | oo
aims and objectives of the RCSP. -

3. All decisions of regional importance will be made by
consensus, using an agreed regional decision making process and structures.

Four principles underpin the RCSP work programme.
1. Regional (and national) collaboration across the continuum of care.

Choosing to work together in order to find new innovative ways of better organising, funding,
delivering and continuously improving health services in the region.

2. Reducing health inequalities across the Central Region.

Working together to ensure equity in access, utilisation and outcomes of health services in the
region. In particular, high priority should be accorded to solutions that contribute to reducing
disparities for Maori and Pacific Peoples and rural communities.

3. Within regional resources, providing sustainable quality health services and an optimal health
service which is sustainable (clinical and financial), innovative and accessible.'

e  People of the region will have health services provided locally as long as services are safe,
affordable and sustainable, and of high quality. Need to ensure that “local ownership” vs
“local service provision™ is not mixed up. Constant evaluation and continued development of a
system that will deliver quality care while maintaining value for money.

o  Workforce issues dominate regional collaboration and underpin concepts relating to
sustainability, quality and access, and are therefore recognised here.”

4. Need to look at the future in the context of the future whilst learning from the past.

Solutions of the past may not be appropriate to solving the challenges that are currently being
faced.

! Not constrained by the population needs of the region (i.e. recognising national service linkages and priorities)
* Need to note that alternative service models could lead to alternative employment relationships
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Membership

The RLC will be composed of the folowing members {or those with an appropriate range of skills and
clinical background from across the health care settings):

lo Six Chinteians- clinicians tore-efwhom-will-be-the Chaizperson)

» A Chief Operating Officer

» A General Manager Planning & Funding
e A Chief Financial Officer

e A Chief Information Officer

¢ A Primary Health Organisation (PHO) Manager
ES A person w1th experuse in Maori health-ne

. A person Wlth expertlse in Pac1ﬁc Peoples health
* A person with expertise in Reptiastien-population Health health and health inequalities

s A Censumercopsuiier representative
# National Health Board (sx-effcienon voting member)
e A Central Region DHB CEQ sponsor (non voting member)

The RLC members will be selected on merit, appointed by the RRC following an open nomination and
sflection process. The process will be led through DHB CEOs, and nominees will need to demonstrate
ljnks to an appropriate regional exeeutive-group. Each appointed RLC member will have an appointed
alternate member and be from across the region (i.e. DHBs). Clinician members are nominated from
the RCSP Clinical Leadership Group and are expected to include clinicians from the hospital and non-
hosp1ta1 settings, from across professional disciplines, and from across the region (i.e. DHBs). The

-onsumer member will be drawn from the RCSP Consumer Network, when formed, with
an interim member appointed until then. The person with expertise in Maori health will be nominated
by the Central Region DHB Maori Relationship Board Forum. Additional members may be co-opted
to provide specialist advice on an as needed basis.

'li'he RLC Chairperson will be a clinician selected by the RRC.-fremrone-ofthe 6 Clinician-membess,

RLC Responsibilities and Decision Making
The RLC 1s a clinical and managerial partnership, accountable to the RRC. It will provide integrated
leadership and direction to the programme with delegated functions from the RRC to develop and
recommend:
* A work programme to implement the Regional Clinical Services Plan, including the monitoring of
progress and evaluation;
* Overview of the work of the regional clinical networks;
* Regional proposals and business cases e.g. models of carer, services changes— infrastructure
development, investment and re-investment; -
» An effective communication strategy to inform DHB communities, key stakeholder groups and the
I general publics-; and
» Sirategies to address emerging issues with regional impact.

RLC members contribute in their own capacity taking a regional perspective rather than being
representatives of a particular discipline, professional group or DHB. The value of members taking
advice from a network of peers to assist them to form a view on a particular matter is encouraged.
Decisions will be made by consensus, facilitated by the Chair, to reach a decision to improve the
alth outcomes for the population of the Central Region. The Chairperson will be invited to attend
HRC mestings to ensure good hinkages between the 2 commitiees,

Meetings
e The RLC will meet a minimum of once every two months,
* A quorum will be 2 minimum of 8 members.
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e A record of each meeting will be provided along with regular progress reports, draft reports
and/or other materials as required. Support will be provided by the RCSP programme team
through TAS. The agenda will be circulated one week ahead of each meeting.

The terms of reference will be ratified by the RRC and confirmed at the inaugural meeting. An
annual review of the terms of reference will occur o ensure they remain current.
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Appendix G

CARDIAC NETWORK ANNUAL STATUS REPORT

| Project Name:- . " -] Central Region Cardiac Network

.| Beth Tester Project Sponsor: .. | Murray Georgel

Project Manager:::

Overall objective & 2009 achievements:

The goal of the Cardiac Network is to enhance the collaboration and integration of cardiac services throughout the Central
Region by improving equity of access and quality of services, reducing service inefficiencies, ensuring service sustainability
both clinical and financial, providing the opportunity for innovation and shared learning, and to influence policy decisions
at a national level for cardiac issues.

In 2009 the Cardiac Network has:

* Completed the development of a Model of Integrated Care for Heart Failure

s Completed a strategy document for Cardiac Rehabilitation

e Incarporated cardiac surgery into the Network to cover the entire continuum of care

» Gained regional agreement on a scoring tool for access to cardiac procedures

¢ Gained funding for 11 Cardiac Physiologist positions and employed a Regional Cardiac Physiology Trainer

e Gained a 100% pass rate in cardiac physiology exams

» Gained acceptance by Hawke's Bay, Whanganui and MidCentral to implement Pre Hospital Thrombolysis

e Granted two cardiac scholarships to enhance ongoing professional and service development within the region

e Worked with the Renal Network to enhance the pathway for individuals requiring cardiac diagnostics prior to renai
transplantation

» Collected standardised cardiac data for the Central Region to inform regional benchmarking

* Held two successful multidisciplinary regional forums which covered shared learning’s, planned future direction,
regional audit activity, workforce development and sharing, and cost containment

e Developed strong links with the National Cardiac Surgery Network

Focus for 2010/11

# | Project/ Initiative Goal Qutputs/ Measurements {including timeline)

1 | Cardiac Technicians/ To increase and sustain the Complete continuing professional development
Technologist Workforce number of appropriately programme for Cardiac Physiology staff within the
Project - Phase Two trained cardiac technicians/ | Central Region.

ziﬁr;?log'Sts and enhance Implement the recommendations from the
’ evaluation report (2010} on the regional trainer
position.
100% pass rate of all Cardiac Physiology students by
Nov 2010.

2 | Community Based To ensure cardiovascular Monitor and report on CVD uptake within the region
Cardiovascular {CVD] Risk Disease {CVD) risk and build on the opportunistic screening currently
assessment Programme assessment, is undertaken being undertaken by September 2010.

and measure and track
clinical management in
those patients identified
with high cardiovascular risk.
3 | Expanding Pre Hospital To ensure equity of access to | Implementation of pre hospital thrombolysis
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Thrombolysis Initiatives

pre hospital thrombolytic
therapy in rural areas
throughout the Centrai
Region.

throughout the region by June 2011.

Access to care

To work towards providing
equity of access to cardiac
procedures.

Review and monitor waiting times for cardiac
procedures and implement corrective action plans as
reguired.

Ethnic Disparities in Cardiac
Revascularisation

To undertake analysis of
ethnic disparities in
accessing cardiac
revascularisation within the
Central Region and compare
nationally.

Complete research and produce report on findings
with Te Ropii Rangahau Hauora a Eru Pdmare
{wellington School of Medicine and Health Sciences)
by April 2011.

Cardiac Rehabilitation

To reduce the inequalities
and disparities of access to
cardiac rehabilitation within
the Central Region.

Ensure over time 95% of eligible patients access this
service through:

- developing and implementing self management
programmes by August 2020.

- developing and implementing a cardiac rehab at
home model by June 2011.

- develop and implement a heart manual that is
culturally appropriate and acceptable to Maori and
Pacific peoples by June 2011.

Establish links on all DHB websites to cardiac
rehabilitation directory by july 2010,

Complete regional audit of people who have
suffered acute coronary syndrome and number who
have attended some form of cardiac rehabilitation
by December 2010.

Regional Development Plan
for cardiology and cardio
thoracic services

To gain regional agreement
of scope of service provision
within each CRDHB for
cardiology and
cardiothoracic services.

Complete a strategic vision document of cardiac
service provision within the Central Region including
local versus regional provision, staffing levels and
ratios per 100,000 population etc by November
2010.

Heart Failure

Improving equity of access
to heart failure services and
moving the focus to primary
care.

Delivery of community based services to people with
heart failure throughout urban and rural areas by
June 2011.

Develop and implement a region wide heart failure
education plan for health professionals in
partnership with General Practice and relevant NGOs
by May 2011,

Standardise information, education and resource
materials for people with heart failure.

Gain regional agreement and report quarterly on
standardised key performance indicators for heart
failure such as:

- 100% of DHB areas have HF pathways in place.
- acute hospital bed days reduction target 20% by
June 2011 and further 10% by June 2012.

- reduce 30 day readmission rates by 40% by June
2011 and 60% by June 2012,
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9 | Treatment of STEMI's To investigate the Develop summary report and if appropriate develop
establishment of a second business case by December 2010.

centre within the Central
Region for PCI.

10 | Document Clinical Pathways To gain standardisation of Investigate the use of the map of medicine pathway
cardiac clinical pathways to technology to support regional cardiac initiatives and
enhance quality of service, if appropriate implement across the region by March
improve patient outcomes 2011.
and increase productivity.

11 | ECG's in Primary Care To move primary referred Identify gaps in current primary care ECG services
ECG’s to the community to through a survey and identify training needs by
reduce waiting times and September 2010.
allow earlier appropriate Develop and implement a training programme by

intervention, May 2011.




REGIONAL

CENTRAL REGION DISTRICT HEALTH BCARDS

1'“ RENAL NETWORK ANNUAL STATUS REPORT

Project Name: "* ...~ { Central Region Renal Network

Project Manager:::> . Shona Henderson Projec_t_Sponsp_r:_ "1 Reguired

Overall objective & 2009 achievements:

The goal of the Renal Network is to recommend, communicate and give effect to the initiatives outlined in Renal Services
in the Central Region: Strategic direction and opportunities for regional action (Nov 2007} across the Central Region and
Nelson Marlborough DHBs. In so doing it will enhance the integration of renal services throughout the region by improving
equity of access and quality of services, reducing service inefficiencies, ensuring service sustainability and provide the
opportunity for innovation. The Renal Network commenced in May 2008 and had its implementation pian {five project
scopes) agreed in November 2008.
In 2009 the Renal Network:
* Produced an integrated care strategy for renal patients and joint implementation plan with the Cardiac Network
e Undertook a national and international review of renal dialysis service models to inform its recommendations
about the service model for providing renal dialysis services (finalised February 2010}
» Developed a clinical needs and requirements paper to demaonstrate the need for a renal information system and
have worked collaboratively with ClOs to define the business needs and technical capabilities

¢ Held a number of focus groups across the region, including with Maori and Pacific communities, to more
adequately understand the views of patients and families on non-clinical supports

Central Region renal units agreed on acceptable time frames for the assessment of transplantation patients and live
donors, further to the increase in live donor transplantations at Capital & Coast in 2008. These timeframes include timely
assessment of cardiac status and required cardiac investigations. Collaboration is taking place with the Cardiac Network to
discuss and agree on possible solutions for access of renal patients within the cardiac pathway. In 2009 the Cardiac

Network has:

Focus for 2010/11

| Outputs/ Measurements (including timeline)

1 | Renal Integrated Care Support the implementation of | KPIs are currently being developed and will be
Strategy the integrated care strategy — discussed at the network meeting, 16 February
developing KPIs to monitor the | 2010.
successful uptake of guidance,
working in DHB projects
{integrated care, long term
conditions, and

primary/secondary}.

2 | Service Models and The goal of this project is to Recommended priorities and service options for

Workforce develop an overarching regional | renal dialysis services in the region. Subsequent

renal dialysis service model feasibility studies may occur {jointly by DHBs} for
{Phase 1) and workforce plan satellite units in Whanganui, the Hutt Vailey and
{Phase 2). The February Levin/ Kapiti Coast.
meeting will finalise th‘_a service | a plan identifying the type and number of
model document for wider workforce to ensure renal services is sustainable.

engagement. A workforce plan
will be developed in 2010 to
support renal service
sustainability.

3 | Regional Renal Information The goal of this project is to A business case for a regional renal IT solution,
Technology System — phase investigate and recommend a containing business reguirements analysis,
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one

regional renal IT solution for the
Central Region.

evaluation and costings. Monitor the ]

implementation later in 2010, once approved.

Support for Patients and
Families

The goal of this project is to
identify improvements in
service or policies designed to
provide support for patients
and their families that will
enhance a renal patients’
experience across the
continuum of care, and improve
their ability to live as normal a
life as possible, attaining
whanau ora, while
appropriately managing their
renal disease.

A report is being finalised in February 2010

outlining:

» What is done now to provide non-ciinical or
non-medical support for patients and their
families?

» What is working well in supporting patients
and their families, and where there are gaps
and/or room for improvement?

e Opportunities for improving the support
offered to renal patients and their families,
and the relative priority of each of those
opportunities.

Support measures that do not have financial
impacts to be progressed to implementation.

Transplantation

The goal of this project is to

improve access to renal

transplantation in the Central

Region. The objectives of this

project are to:

1. Increase the number of live
donor transplantations per
annum.

2. Streamline and quicken the
donor / recipient matching
process through identifying
ways to reduce the time to
access donor and recipient
tests.

Work with the Cardiac Network to implement a
more streamiined process for transplant patients
and donors.

Increase the number of live donor
transplantations per annum.

Monitor the time it takes for donor / recipient
matching.

Procurement

To explore opportunities for
regional procurement

* Reduce the cost of
consumables for renal
centres and alignment of
contracts

¢ Enhanced regional service
collaboration.

A detailed report assessing joint procurement
opportunities and the alignment of supplier
contracts.
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q "‘ PLASTICS SURGERY SERVICES NETWORK ANNUAL STATUS REPORT

Project Name:' - .111_" ©'| Central Region Renal Network

Project Manager: ;. ... Andrew Campbell-Stokes | Project Sponsor: " { Required

Overall objective & 2009 achievements:

The goal of the Plastic Surgery Services Network is to enhance regional collaboration where it has the potential to improve
patient outcomes, in particular to achieve equity of access and consistent quality of service throughout the region.
In 2009 the Plastic Surgery Services Network:

» Completed a business case for addressing the unmet need for delayed breast reconstructive surgery.

“Iin February 2009 General Managers of Planning and Funding approved the accessing of additional elective
funding to provide surgery to 25 patients who were removed from active review in 2006. There are also an
unknown (but significantly large) number of patients expected to want this surgery due to referrals not being
accepted by Hutt Valley DHB. The surgery can toke 6-8 hours per operation and can require up to 10-day hospital
admission, and there is g national shortage of surgeons performing these operations. HYDHB has committed to
providing the operations for the 25 patients from October 2009 when its new temporary theatres becomes
available. Hutt Valley DHB is also working on a plan to address the wider backlog and provide a sustainable
service in the future.” Update to Chairs & CFOs, May 2009

*  Built surgeon capacity in Nelson/Marlborough with general/breast surgeons working with plastic surgeons to
develop their scope of practice.

#*  Produced an information leaflet for reconstructive breast surgery, which the Cancer Society will oversee its
printing and distribution costs.
* Developed a strategic service plan.

The purpose of the Strategic Plan is to provide direction for the region’s Plastic Surgery Services over the short term
{2009/10), medium term {2015} and longer term {2020} and to propose further development of the hub and spoke service

delivery model to build regional capacity and access.

Focus for 2010/11

1 | Complete a ‘Best Value’ To determine the cost vs. Clarify less complex procedures that can be
analysis of developing focal benefit to support business undertaken in a smaller plastic surgery unit
plastic surgery services at case preparation. {spoke).

MidCeniral, Hawke’s Bay and Prepare a business case to build further capacity
Nelson-Marlborough in the region and closer access to plastic surgery

services for Whanganui, MidCentral and Hawke’s
Bay DHB residents.
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CENTRAL CANCER NETWORK ANNUAL STATUS REPORT

Project Name: ... | Central Cancer Network (CCN)

Network Manager:. - | Jo Anson | Project Sponsor:” | Murray Georgel, CCN Sponsor

Overall objective

Regional cancer networks have been developed across New Zealand to facilitate the implementation of the NZ Cancer
Control Action Plan 2005-2010. The Central Cancer Network {CCN) undertakes leadership, facilitation and co-ordination
activities to support planners and providers of cancer services within the region to:

s reduce the incidence and impact of cancer

+ reduce inequalities with respect to cancer

* improve the experience and outcomes for people with cancer.

The Network’s vision Is improved cancer prevention and control through increased regional collaboration not
constrained by organisational, service or professional boundaries.

The key activities and outputs for 2009 include:

Collaboration in action
» Facilitating regional stakeholder meetings to progress cancer control planning and service development. These
groups include:
s CCN Governance Group
¢ Central Region Palliative Care Network
* Consumer Representatives Forum
« DHB Cancer Managers Group

Care Coordinators Forum
Turmour Stream Steering Groups — currently Lung, Bowel and Head & Neck functioning.

+ Attending local cancer network meetings, as requested and able, to provide updates on CCN activity and to
support the work of these groups.

* Working with the other regional cancer networks, Ministry of Health and Cancer Control NZ (formerly Cancer
Contre! Council) to support cancer control planning at a national level.

Infrastructure

+ Completing a Regional Cancer Health Needs Assessment Report to assist with regional and district prioritisation
and planning on cancer control.

+ Completing the CCN Strategic Plan 2009-2014 which will direct the work of the network and guide wider
stakeholder planning for the next five years.

* Securing 583K additional funding via the MOH Cancer Services Development Fund to support four projects
identified in the 2009/10 CCN work plan.

+ Developing a Consumer Representation Framework to support increased participation by consumers in cancer
control service development.

* Developing a website www.centralcancernetwork.org.nz to enhance communication processes.

Specific projects

e Completing a project piloting a resource and training programme for GPs to support informed decision making
on early detection testing for prostate cancer.

* Continuing to work with DHBs to implement the Multi-Disciplinary Meeting (MDM) Framework to support the
efficient and effective functioning of these meetings. Commencing a sub-project to support the development of
lung and bowel MDMs across the region.

» Completing Cancer Medical Imaging Guidelines for the region to provide best practice advice on the diagnosis,
staging and surveillance of specific cancers.
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¢ Compleling a competitive funding process which identified three addressing inequalities projects, totaliing
S81K, to be undertaken by providers during 2009/10.

¢ Commencing a process to fund each district $10K to support the local cancer network {LCN) to identify specific
activities to address inequalities. CCN will facilitate workshops with LCNs to support this process.

» Completing a review of the lung cancer pathway across the region to identify barriers and service improvement
opportunities. Implementation plans to be developed with stakeholders.

e Commencing work in the Bowel Tumour Stream including the establishment of a regional steering committee
and mapping the bowel cancer pathway across the region.

e Involvement with the development of Maori responsiveness plans and frameworks for the Cancer Society.

» Woarking with stakeholders in Hawkes Bay to identify opportunities to address inequalities with respect to
iwi/Maori for their district. Similar work is underway in Whanganui and Taranaki.

* Working with stakeholders in Taranaki, Whanganui and MidCentral to implement the Regional Palliative Care
Medical Specialist Model to support specizlist palliative care services,

¢ Commencing the Cancer Centre Collaboration Project which aims to identify opportunities for the two specialist
cancer centres to work more collaboratively to better meet the needs of the region.

* Completing the Pacific Communities Stocktake Report and draft implementation plan which identifies the
current situation with respect to Pacific Communities and cancer control across our region and recommends
activities targeted to addressing inequalities.

+ Commencing the development of the Demystifying Cancer for Maori Programme toolkit and Care Coordination
Resources Stocktake toolkit.

e Contracting Centrai TAS to provide analytical support for the network. Activities include the developing a six
monthly regional cancer control indicator report and processes to monitor tumour stream indicators.

+ Planning is underway for a regional hui to be held in March 2010 to:

o progress the development of the Maori leadership model for CCN and identify the process for
managing requests for representation at a national level

o share learnings on cancer control activities across the region with a particular focus on addressing
inequalities
enable Local Cancer Network members to meet and discuss challenges and opportunities
support the development of the addressing inequalities programme for the 2010/11 CCN work plan.

Focus areas for 2010/2011

The Ministry of Health, endorsed by the Cancer Control Steering Group, expects DHBs and cancer networks to focus on
the following priorities for 2010/11:

¢ Meeting the Cancer Health Target for radiotherapy {by the end of July 2010 everyone needing radiation
treatment will have this within 6 weeks, and by December 2010 within 4 weeks)

+ Improving medical oncology reporting via the Indicator of DHB Performance (IDP)
* Developing lung and bowel cancer tumour streams
e Supporting national and regional work to standardise a range of models of care and treatment pathways

The following table indicates the major project areas for CCN 2010/11. Please note that this information is indicative
only at this time. A detailed work plan will be completed by March 2010 and signed off by the CCN Governance Group

and Sponsor.

# | Project/ Initiative Goal Outputs/ Measurements (including timeline)
1 Lung Tumour Stream | Implementation of Prioritised implementation plan to be developed to support the
best practice in the recommendations from the Regional Lung Report {released April

total management of | 2009} by March 2010.
lung cancer across
the region.

Focus areas will include:
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» High impact change areas: referral, diagnosis, treatment
planning and follow-up

+ Data to monitor the pathway and to support clinical audit
e Care coordination

*  Guideline implementation.

Measures include (to be reported by fune 2010):

*  Proportion of lung cancer patients accessing an MDM — by

DHB

e Wait times from referral to first treatment for lung cancer
patients (excludes inpatients and acute admissions) - by
DHB, by ethnicity.

O'?S

&

Bowel Tumour
Stream

Implementation of
best practice in the
total management of
bowel cancer across
the region.

Prioritised implementation plan to be developed to support the
recommendations from the Regional Bowe! Report (due for
release by March 2010) by March 2010.

Focus areas will include:

* High impact change areas: referral, diagnosis, treatment
planning and follow-up

s Data to monitor the pathway and to support clinical audit

e Care coordination

* Guideline implementation.
Measures include (to be reported by June 2010):

* Proportion of bowel cancer patients accessing an MDM — by
DHB

»  Wait times from referral to first treatment for howel cancer
patients (excludes inpatients and acute admissions and
those people not diagnosed with bowel cancer) - by DHB, by
ethnicity.

Cancer Centre
Collaboration Project

To develop seamless
specialist cancer
services in the
central region to
effectively and
efficiently meet the
demands for the
region’s population.

2-3 year prioritised work plan to be developed and
implementation commenced by May 2010.

Focus areas will include:

& (linical leadership

e  Operational infrastructure
*  Medical Oncology (MO}

* Radiation Oncology (RO).

Measures include:

* RO wait time target
* MO reporting.

Cancer Medical
Imaging Guidelines

Guidelines support
consistent practice
across the region for
the diagnosis, staging
and surveillance of
specific cancers.

Implementation activities continue including:

*  Providers to audit their practice / protocols against the
guideline

»  Review of guideline.

Measures include: Audit results.
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5 Muiti-Disciplinary MDMs are supported | Implementation activities continue including:
Meeting (MDM to function efficient! . . .
el ) . Yie Taking the learnings from the work with the lung and bowel
Framework and effectively. .
MDMs and transferring these across to support other MDMs
e Auditing MDMs in the region against the MDM framework
Equitable access to e  Reviewing the MDM framework.
MDMs across the include:
region. Measures include:
e  Proportion of patients accessing MDMs
¢ Audit results.

6 | Supportive Care Patients and their MOH currently undertaking an RFP process to contract a
whanau have access provider to develop an implementation plan for the Supportive
to timely and Care Guidance. Regional cancer networks are discussing
appropriate submitting a joint proposal.
supportive care .. . .
sefvpi)ces As a minimurmn CCN will contribute to the development of the

’ implementation plan and undertake activities identified at a
network level.
CCN to work with providers in the region to incorporate
initiatives relevant to their organisations into their future work
plans.

7 Maori Inequalities Continuing to engage with Maori and service providers to
experienced by identify and progress specific activities to address inequalities.
Maori are addressed. .

Focus areas to include:

#»  Maori leadership / participation

s  Demystifying cancer for Maori programmes

+  Monitoring progress with respect to addressing inegualities
for Maori.

Measures include: Monitoring results.

8 Pacific Communities | Inequalities Implementation activities identified in the Pacific Communities

experienced by Stocktake Report (released Dec03) continue.
Pacific Communities .
Focus areas to include:
are addressed.
»  Pacific leadership / participation
*  Demystifying cancer for Pacific Communities programmes
*  Monitoring progress with respect to addressing inequalities
for Pacific Communities.
Measures include: Monitoring results.
9 Indicator Monitoring | Timely, accurate data | CCN contracts Central TAS to provide analytical support for the
supports the network.
lanning and .
P & Focus areas to include:
performance
monitoring of cancer | «  Production of 6monthly regional cancer control indicator
services across the reports
region. + Development of systems to report on tumour stream
indicators.

CENTRAL REGION DISTRICT HEALTH BOARDS
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10 | NZGG Guideline Service providers are | NZGG is leading a consortium of organisations including the
Implementation supported to cancer networks, to develop Implementation plans for the
plans implement clinical following clinical guidelines by early 2010:

guidelines.

e Early Breast Cancer Guidelines

* Melanoma Guidelines

* Suspected Cancer in Primary Guidelines.

CCN to incorporate regional cancer network assigned initiatives
into its 2010/11 work plan.

CCN to work with providers in the region to incorporate
initiatives relevant to their organisations into their 2010/11 work

plans.
11 | Evaluation of the Cancer Control NZ will be undertaking an evaluation of the
Regional Cancer regional cancer networks mid-2010.

Netwaorks




Office of Hon Tony Ryall

Minister of Health
Minister of State Services

22 January 2010

Mr Phil Sunderfand

Chair

MidCeniral District Health Board
PO Box 2056

Palmerston North Central
PALMERSTON NORTH 4440

Dear Mr Sunderland

The financial performance of District Health Boards has my full attention, as it should yours.
The release of the 2010/11 funding package will have also given you a strong signal of the
tight fiscal environment that we are all working in.

The Ministry advises me that your DHB has provided a new forecast for the 2009/10
financial year. Your Board is now tracking to complete the year worse than budget, and that
your current year to date performance is poor. This is not what your Board undertook and is
not acceptable.

Boards can serve their communities best when their finances are in a stable and strong
position.

By 5 February 2010, please provide a detailed recovery plan outlining the drivers of your
result and the actions that your DHB will take to achieve the approved year end resuit. |
expect monthly progress on an improving path to be reported to the National Health Board
as a part of the monthly financial information. | have also requested that officials meet with
you and management to discuss the position and corrective actions.

| also want to take this opportunity to reiterate to your Board the Government's expectation
that the draft District Annual Plan to be submitted to the Ministry on 12 March 2010 will
continue to meet the expectation agreed with your board for the 2010/11 year and bayond.

This is critical given the priority health funding has been given despite the fact this
Government is borrowing $250M a week. No additional provision had been made to support
poorer than expected financial performance. Please do all you can to meet your

undertakings. lﬁmg&gﬁs_&,m@\mm E

£ Hio-B342 |
Yours sincerely 7 rss—ii' - *;_
/ / @W Cc?;:sm  Ceo |

CencORE

PR
Hon Tony Ryall
Minister of Health
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133 Molesworth St
P.Q. Box 3013
Wellington 6145
New Zeatand
Phone (04) 496 20C
Fax (04) 496 2340

1 - FEB 2010

Mr Murray George! Ref. No

Chief Executive Officer
MidCentral District Health board .
PO Box 2056 .
PALMERSTON NORTH 4440

Dear Mr G_eorgel
Capit_al Charge
Thahk you for your correspondence dated 16 December 2009 requesﬁng;

e Information on the Capital charge review process and the likely level of

- future Capital charge, and;
3 Waiver of the Capital charge on the June 2009 revaluatlon of MidCentral
' District Health Board's Land and Buildings. :

The Minister of Finance has commissioned Treasury to under take a review of the
Capital charge regime for the total State Sector, including the District Health Boards.

The Mmlstry of Health has made a submission to this review, taking into account
information prowded by the District Health Board Chief Financial Officers.

Currently there is no indication of the cutcomes of this review.
The results of the review are planned to be implemented for the 2010/11 year.

The Ministry of Health has no authority to wavier the additional Capital charge impact
of the June 2009 revaluation on Land and BUIfdlngS as the regime is governed by

Treasury.

| will endeavour to update and keep you informed of the progress on this Capital
charge policy review.

o A - 0\563
\hO b2y :
Li0-20

Yours sincerely

Director-General of Heaith o

R A Y Y Gt ETE Bt far g e AR bt



Appendix J

Statement of Financial Performance (Consolidated)

Dec-09

Revenue
Govt. & Crown Agency
Patient/Consumer Sourced
Other Income
Total Revenue

Expenditure
Personnel
Qutsourced Services
Clinical Supplies
Infrastructure & Non-Clinical
Provider Payments
Total Expenditure

Operating Surplus/(Deficit)

YTD Actual YTD Variance Variance
Budget
$oo00 $000 $000 %
248,701 247,480 1,221 0%
426 330 g6 29%
3,928 4,192 (264) {6%)
253,055 252,002 1,053 0%
85,679 83,857 (1,822) (2%)
10,470 8,390 (2,080) (25%)
22,492 21,372 (1,120} (5%)
33,736 35,584 1,848 5%
107,234 107,501 267 0%
259,611 256,704 (2,907) {(1%)
{6,556} (4,702} (1,854} 39%
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Appendix K
Statement of Financial Position

Actual
Jun-08 Jun-09 Dec-09 Change
$o00 $000 $o00 $000
ASSETS EMPLOYED

. Current Assels 48,911 44,727 72,147 27,420

Bank/Cash 1,244 766 1,359 593

i Investments < 3 rnonths (Trusts) 416 313 381 68

{ Investments < 3 months 23,955 16,545 54,770 38,225

! Investments > 3 months 10,000 8,500 o (8,500)

i Other Current Assets 13,296 18,603 15,637 (2,966)

Current Liabilities (47.498) _ (54.841) (85,031 _ (30,190)

{ Capital Charge (614) (1.334) (1,631) (297)

i Employee Entitlement Provisions (15,406) (17,668) (17,746) (+8)

i GST (1,062) (1,513) {7.630) (6,117)

i Other Current Liabilities (30,416} (34,326) (58,024) (23,698}

Fixed Assets & Investments 144.480 170.827 161,637 {9,190)

Total Fixed Assets (refer to note) 142,230 168,327 159,137 (9,190}

i Restricted Investments 1,500 1,750 1,750 4]

i Investments 750 750 750 0

Net Assets Employed 145,893 160,713 148,753 (11,960)
FUNDS EMPLOYED
Share Capital 63,817 63,693 63,386 193
Revaluation Reserve 35,941 60,723 54,644 (6,079)
Trust and Special Funds 1,916 2,064 2,131 67
Retained Earnings (12,054) (21,880) (28,503) (6,623)
89,620 104,600 92,158 {12,442)
Term Loans 54,943 54,867 55,349 482
Long Term Liabilities 1,330 1,246 1,246 0
Total Funds Employed 145,893 160,713 148,753 (11,060)
Note:

i Land 9,825 16,545 16,545 o
Buildings (including fitout) 105,486 121,851 112,581 (9,270)§
Plant & Equipment 23,667 28,615 27,089 (626);
Work in Progress 3,252 1,316 2,022 706§
Total 142,230 168,327 159,137 (9,190)'




Appendix L

Statement of Cash Flows

Dec-09 Qra Oct Nov Dec Qtir=z ot 3 Qtrq Fuoll Year
($'000’s) Actual Actual Actual Actual Actual  Forecast  Forecast Forecast
Cash From Operating -853 1,567 -4,238 37,955 35284  -30,029 2,912 7,314
Cash from Investing -8%0 -237 -1,312 -484 -2,033 -5,996 -5,993 -14,502
Cash From Financing -894 -200 -84 46 -238 -300 1,549 1y
Increase (Decrease) in Cash Held -2,627 1,130 -5,634 37,517 33,013 -36,325 -1,532 7471
Add Opening Cash Balance 26,184 23,407 24,627 15,993 23,49 56,510 20,185 26,124
Closing Cash Balance 23497 24,627 18,993 56,510 56,510 20185 18.653 18,653
fNet Debt Position:
;  Funds Utilised 3,355 30,225 36,015 -1,161 1,161 34,515 36,047 36,047;
Useable Facility 71,867 71,867 71,867 71,867 71,867 71,867 7L867 71,867
Surplus / (Shortfall) 40,512 43,642 35852 73,028 73,028 37352 35820 35,820;
Reserved Funds 18,700 18,700 18,700 18,700 18,700 18,700 18,700 18,700
Available Facility 21,812 22,042 17,152 54,328 54.328 18,652 17,120 17,120

Note: Under NZ IFRS, the cash balance is deemed to be the total of cash / bank balances
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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Te Poe Hauora ¢ Rushine o Tararug

TO Board

FROM Chief Executive Officer

DATE 8 February 2010

MEMORANDUM

SUBJECT Board’s Work Programme, 2009/10

1. Purpose

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

2. Current Position
Three matters remain outside the target timeline.

o District Strategic Plan Timeline: an update has been provided however we are still to
determine a local timeline. This will be driven by national requirements which are to be
issued in March.

o District Strategic Plan — Long Term Measures Update: the annual update of MidCentral
DHB’s progress against the long term measures contained in its District Strategic Plan was
due this month. As advised previously, this information is now been sought and it is
anticipated a report will be furnished in March 2010.

e Long Term Systems Framework: this project, which is driven by the Ministry of Health,
remains on hold while Cabinet considers the Ministerial Review Group’s recommendations.
As members will recall, Cabinet made decisions regarding certain MRG recommendations.
The others are still to be determined. When the long term planning project re-commences,
we will advise the Board.

At the Board’s next meeting, the draft 2010/11 District Annual Plan and Statement of Intent will
be the key items. The regular review of the Delegations Policy is also scheduled.

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.

CEOQ's Department
MidCentral DHB
Heretaunga Street

PO Box 2056

Pafrmerston North

Phone +64 (6) 350 8910
Fax +64 (6) 355 0616
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- MipCENTRAL DISTRICT HEALTH BOARD

Te Pae Hauort o Ruotine o Torevua

TO Board

FROM Chief Executive Officer

DATE 8 February 2010

SUBJECT Training Policy MEMORADUM

The Board’s Training Policy is scheduled for review this month. Inline with the principles of
the centralAlliance, it is considered that we should widen this review to include alignment with

Whanganui DHB where possible.

We will also look to align other governance policies which are due this year, being the Expense
Policy and Standing Orders.

It is considered that if we can align our supporting policies this will assist the establishment and
operation of joint statutory committees.

There have been no issues raised regarding MDHB’s Board Members’ Expense and Training
Policies and Standing Orders over the past 12 months. Therefore, it is considered a longer
review time will not cause any issues for MDHB.

Once we have been able to review Whanganui DHB’s documents we will have a better idea of
the work and time involved in aligning policies. I will report back to the Board next month with
details of the indicative time frame.

Recommendation

It is recommended:

that the report be received.

COPY TO: CEQ’s Department
MidCentral DHB
Heretaunga Street
PO Box 2056
Palmerston North
Phone +64 (6) 350 8910
Fax +64 (6) 355 0616





