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1. Executive Summary  

 
1.1. Introduction  
 
MidCentral District Health Board  (MDHB) presents this business case for capital funding 
of $5.584 million over 5 years, and operational funding  annually  of $1.291 million  by Year 
3 (2011/12) for proposed child and adolescent oral health service and facility developments 
across the MDHB region.  
 
Increased collaboration between health providers, specifically  between MDHB and 
primary health  providers, and reducing inequalities are fundamental components of this 
business case. 
 
The business case summarises detailed work that identifies: 
 

¶ What oral health services are required for 0 ï 18 year olds in the MDH B region. 

¶ How those services should be provided. 

¶ The model of care to further develop service efficiency. 

¶ The facility features required for the effective and efficient delivery of services and 
model of care. 

¶ Options for facility and service development. 

¶ The service delivery model that offers best value for money, and maintains clinical 
safety and viability . 

¶ Capital funding requirements . 

¶ Management of implementation of the project on acceptance of the Business Case 
by the Ministry of Health . 

 
The investment objective is to provide accessible quality oral health services that are safe, 
clinically viable, and meet the needs of the young people of the MDHB  catchment. The 
investment required  is necessary for the sustainability of services, as well as progressing 
towards achieving the MDHB and Ministry of Health (MoH)  strategic goals. 

 
Reinvestment in a nationwide oral health system for children and adolescents from birth to 
18 years of age, and reducing inequalities in child oral health are government priorities  
within  the ongoing implementation of the New Zealand Health Strategy1. The School 
Dental Services Facility Review2 undertaken in 2004 , and the DHB strategic asset and 
service plans for oral health both identified significant needs in terms of o ral health service 
provision, as well as a need for major upgrade in facilities, configuration and delivery of 
oral health services. 
 
MDHB commenced an asset replacement programme in 2004 with significant  capital 
investment of $5.609 million  by 2024 to update equipment and upgrade facilities. MDHB 
provided revenue of $2.473 million  to the School and Adolescent Dental Service in 
2006/07 which has increased to $2 .545 million  for 2007/08. Projected revenue  from 
MDHB  under status quo for 2009/10 is $2.770 milli on using an annual 3% inflation rate . 
 
This proposal is for a new model of service delivery provided from new relocatable fixed 
and mobile facilities. Co-location with primary health providers is also proposed. New 
facilities are necessary to ensure clinical service sustainability by the oral health sector and 
the health and disability sector , as well as to comply with building legislati on standards. 
 
Implementation of the p referred option  (Option 3 ) will : 
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¶ Meet the strategic direction of MDHB for  oral health status improvement . 

¶ Increase access to service for disadvantaged communities. 

¶ Provide capacity for service provision to meet the needs of current  and future 
populations . 

¶ Enable culturally effective service delivery. 

¶ Promote partnership between health providers. 

¶ Provide for greater operational efficiency. 

¶ Develop the Dental Therapist and Dentist workforce. 
 
1.2.  The Need for Service Change  
 
Currently, o ral health services for children and adolescents are primarily  provided fr om 
small single chair clinics on school sites. The buildings are owned and maintained by the 
Ministry of Education , and are now aged, requiring s ignificant investment to upgrade  to 
current service provision standards. The MoH and Ministry of Education have reached 
agreement that health providers will tenant the buildings in the future for a peppercorn 
rental, with the cost of maintenance and facility development shifting to the health 
provider , if the health provider chooses to use the clinics. 
 

There is a lack of coordinated and consistent oral health messages relating to health 
promotion and health education resulting in at times conflicting or incorrect information 
being provided to children and their families. By introducing a coordinated health 
promotion approach , health benefits across the life course can be expected. 
 
The oral health status of MDHB children as measured by the caries free1 rate is marginally 
better at 53.22% than the national average, however it remains well below the MDHB 
target of 62%. The oral health status for Maori is significantly worse than for other 
populations.  
 
Children are entitled to be enrolled for free oral health services from 2½ years old through 
until the day before they turn 18. Early education and identification of problems is a key to 
improving the ora l health status. Children have teeth erupting from approximately 9 
months old , therefore there is currently two years of early monitoring that is not being 
undertaken. 
 
MDHB oral health services rely on a paper-based system which makes data capture, 
report ing, and monitoring intensive and reliant upon individuals. Recognition of the value 
of appropriate information technology systems has been made by MDHB , which has 
committed  $450,000 in capital expenditure over 2007/08 for development of an oral 
health inf ormation system. The costs of implementing information systems are  excluded as 
part of th is process by the MoH as it is deemed a routine operational cost. 
 
MDHB  is refocussing the health services continuum  to a stronger primar y health, 
community based model. The oral health services have not been part of this development 
to date. 
 
MDHB has invested in oral health services through the implementation of the Ora l Health 
Service Plan. A scholarship programme has been rolled out, an oral health coordinator  
appointed, and school holiday services provided. Funding for these initiatives  has been 

                                                           
1
 Caries free is the percentage of children that have no evidence of tooth decay at age 5 and Year 8 schooling 
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committed for three years. 
 
The seven action areas in the MoH Strategic Vision of ñGood Oral Health  for All, for Lifeò 
2006 3 strengthen the case for changes in service delivery, namely: 
 

¶ Re-orienting child and adolescent oral health services. 

¶ Reducing inequalities in oral health outcomes and access to oral health services. 

¶ Promotion of oral health . 

¶ Building linkages with Primary Health Care . 

¶ Building the oral health workforce . 

¶ Developing oral health policy. 

¶ Research, monitoring, and evaluation. 
 
1.3.  Proposed Solution  
 
Six options were developed and considered through the development phase of the business 
case and were compared with a seventh option, the  status quo (Option 7 in thi s document), 
with the preferred option  (Option 3) meeting MDHB strategic goals. 
 
Option  3 is dependent upon progression of the co-location project of primary health 
providers within Palmerston North and Feilding . The service would be configured in a way 
where oral health examination and treatment is able to be undertaken from chairs co-
located with primary health providers, fixed clinics at school sites, and increased mobile 
services. 
 
Due to the possibility of asbestos within existing clinics,  and dual ownership challenges in 
developing the existing school clinics, it is proposed that three relocatable buildings are 
developed on school sites, with services no longer being provided from existing clinics. The 
actual sites for the clinics are subject to further consultation with key stakeholders 
following commitment from the MoH to support the preferred option . 
  
Analysis of the current population needs and future projections has identified that MDHB 
requires 20 clinic chairs to accommodate the eligible populat ion. Option s 1 and 6 are based 
on 20 chairs with the remainder,  except status quo, being based on 21 chairs. It is proposed 
that Dental Therapist numbers would decrease by 4.5 full time equivalents, with an 
increase of Dental Assistants.  
 
The proposed leadership structure strengthens the support and development available to 
Dental Therapists, and allows consideration of greater service development opportunities 
with other health providers.  The proposed model of care supports greater collaboration 
with prim ary health providers through flexibility in service location  and coordination.  
 
Recognition is given to the efficacy of the Adolescent Oral Health Coordinator role that 
commenced in 2004. The MidCentral DHB Adolescent Utilisation rate has increased from 
61.4% to 76.3% from 2001/02 to 2006, which is the greatest increase nationally. This 
position, along with stronger leadership within the School and Adolescent Dental Service, 
has proven the need to continue to strengthen coordination and leadership in the future. 
The proposed service reconfiguration model incorporates this. 
 
It is proposed that oral health services are available for eight hours per day, 50 weeks of 
the year. This would be a significant change to employment conditions for  Dental 
Therapists and as such would require MidCentral Health to undertake  a formal change 
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management process in line with  Multi Employer Collective Employment Agreement 
(MECA) conditions . Agreement has been reached with the Public Services Association 
(PSA) that formal change management would commence at the point of commitment from 
the MoH to support implementation of Option 3 . 
 
1.4.  Conclusion  
 
This Business Case demonstrates that: 
 

¶ All sensible options for both service delivery and building configuration have been 
evaluated and the evaluation confirms that the preferred solution is the optimum 
choice. 

 

¶ The preferred solution will maximise: 
 

¶ Access to services and has the greatest potential to reduce inequalities. 
¶ Flexibility to alter the service to meet forecast needs. 
¶ A quality  environment for service delivery . 
¶ Partnership and integration  between primary and secondary oral health 

providers. 
¶ Productivity increase that is  achievable and sustainable through greater 

operating efficiencies. 
¶ Service quality and effectiveness. 

 
 

¶ And focuses on: 
 

¶ Re-orienting child and adolescent oral health services. 
¶ Reducing inequalities in oral health outcomes and improving access to oral 

health services. 
¶ Promotion of oral health . 
¶ Building linkages with primary care . 
¶ Building the oral health workforce . 
 

¶ The preferred option will require additional funding from the M oH of $5,584 
million capital expenditure and operational expenditure of $ 1,291 million  by 
2011/12. 

 
2.  Strategic Analysis and B ackground  
 
2.1.  The Need for Service Change  

 

There are a number of key issues for consideration in developing a strategic direction for 
an improved oral health service including:  

 
2.1.1. Child Oral Health Status  

 
The oral health status (caries free rate) of preschoolers across the MDHB region at 53.88% 
remains marginally better than  the national rate of 52.2%, although under the regional 
target of 62%. Trends indicate that the oral health status of Maori children is not 
improving at the same rate as other populations . There is also a growing refugee eg 
Congolese, population within MD HB whom, based on the experience of other DHBs, 
present with poor oral health . 
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2.1.2.  Inequalities in Oral H ealth  

 
There are significant inequalities in oral health status between different population grou ps. 
In particular, Maori and Pas ifi ka children and adolescents have worse oral health than 
non-Maori and non -Pasifi ka children. Within MDHB, Maori children attending school 
dental clinics present with caries at double the rate of non-Maori.   

 
2.1.3.  Oral Health Promotion and Education  

 
There is a need to better coordinate and manage the delivery of oral health promotion and 
education. A planned approach to promoting oral health including greater participation 
from the primary health sector, and a continuing focus in the Dental Therapist/ Hygienist 
training  on prevention  rather than treatment, will deliver improved oral health across the 
life course. 

 
2.1.4.  Uptake of Free Dental S ervices  

 
Free dental services are provided to children and adolescents between the ages of 2 ½ 
years to eighteen years of age.  At December 2007 there were 3,822 preschoolers (2 ½ 
years to day before turning five) enrolled with the School Dental Service, which equates to 
63% of the overall 0 ï 4 year old population.  There is very good uptake of services among 
school age children with 98% enrolled.  

 
Capturing enrolment data for adolescents is difficult due to the contract arrangements for 
private providers which focus on completion  of treatment:  therefore comparative 
completion rates are used. Adolescents (ages 13 - 18) who have dental services provided at 
their school have a very good completion rate of 99%. However the completion rate 
significantly declines to 65% for adolescents who attend off-site dental providers. The Oral 
Health in New Zealand 2006 report 18 indicates that MidCentral DHB has had the greatest 
increase over New Zealand for Adolescent uptake with the rate improving from 42.1% in 
2001/02 to 76.3% in 2006 which relates to the improved service co-ordination and also a 
dedicated position to work with primary providers and secondary schools to ensure 
entitlements are known and access is appropriate. 
 
2.1.5.  Demand for Secondary Dental Services  

 
The hospital dental service is stretched to meet the needs of the increasing number of 
children referred for dental care. There is an average of 18 ódental care with general 
anaestheticô (GA) sessions a month provided for children. The waiting list for First 
Specialist Assessment (FSA) is six weeks. As of June 2007 there were 128 children and 
adolescents on the GA waitlist, and 15 awaiting FSA.   

 
2.1.6.  Oral Health Workforce  

 
Internationally the oral health provider workforce is decreasing.  MDHB has retained a 
stable Dental Therapist workforce for many years although several Dental Therapists are 
now reaching the time where they are considering leaving the workforce, as detailed in 
Section 3.4. Factors adversely affecting recruitment of oral health providers are 
professional isolation, safety issues, and infection control management. The introduction 
of Dental Assistants has assisted in addressing safety and infection control issues, and 
reducing the time taken out of clinical work by practitioners to undertake administrative 
work , however this does not address the professional isolation experienced by sole 
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practitioners. This situation ex ists for Dentists and Dental Therapists in both public and 
private practice. 

 
2.1.7.  School Dental Facilities  

 
School Dental Services are provided by Dental Therapists from single chair facilities based 
on school grounds. The Ministry of Education o wn and maint ain these facilities.  The 
fundin g received by schools is prioritised, resulting in variable investment in school-based 
dental clinics across the region. 

 
There are 41 fixed clinics across MDHB, 39 of which are single chair and two are double, 
although only one chair is operational . Three single chair mobile clinics also provide 
examination and treatment services to the eligible population.  There are a total  of 46 
available chairs. 

 
Few clinics are open for the full 40 week school year, with several open for only two weeks. 
The average chair utilisation rate is 43% over the 40 week school year, and 36% over a 47 
week calendar year, allowing five weeks off for Dental Therapist leave.  

 
No clinic meets the current standards required for infection control, safe egress, and 
disability  access.  

 
2.1.8.  Technological Advancements  

 
Significant advancements have been made in technology, ranging from digital radiography 
to wireless systems. MDHB School and Adolescent Dental Services currently run paper-
based records and plain film radiography. Investment in  modern technology to address 
these issues will improve Dental Therapist non-clinical time utilisation, data collection, 
and x-ray viewing times resulting in the Dental Therapist being able to undertake more 
clinical work.  

 
2.1.9.  Water fluoridation  

 
The two main population bases of MDHB (Palmerston North and Feilding), accounting for 
60% of the MDHB population, have fluoridated water supplies. The remainder of the 
MDHB region is predominantly rural and does not have access to water fluoridation. 
Populations with  fluoridated water have signifi cantly better oral health . 

 
2.2.  Service Planning  

 
MDHB has been proactive in the service planning of the School and Adolescent Dental 
Services, and oral health service provision across the region. 

 
The following surveys and reviews have been undertaken since 2002: 

 
2002  School and Adolescent Dental Service Clinic survey4 

2004  School Dental Service Facilities Review, Dental Clinic Survey 
2005  Child and Adolescent Oral Health Asset review5 

2005  MDHB Health Needs Assessment6 

2006  School and Adolescent Dental Service staff survey 
2007  School and Adolescent Dental service facility review 
2007  School and Adolescent Dental service staff survey 
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The surveys and reviews identified several areas of concern, namely: 
 

¶ Poor oral health status for Maori in particular . 

¶ Low enrolment figures for pre -school aged children. 

¶ Clinician isolation, both physical  and professional. 

¶ Electrical safety, infection control, health and safety, and disability sector 
standards requirements were not consistently met. 

¶ Aging equipment in various sta tes of maintenance. 

¶ Potential anticipated retirement of significant numbers of existing Dental 
Therapists by 2013. 

¶ Low chair utilisation ratios for many existing clinics . 

¶ Service isolation from other health providers . 
 
The results from  the surveys and reviews have been used to inform and develop the 
following strategies and plans: 

 

¶ Hato Paora Oral Health Project, commenced 2003 

¶ MDHB Primary Health Care Strategy, April  2004 7 

¶ Pilot project of provision of mobile clinics o n Maori provider sites , 2004/05  

¶ MDHB Child and Adolescent Oral Health Asset Management Plan, June 20058 

¶ MDHB Child Health Strategy, August 20059 

¶ MDHB Oranga Pumau - Maori Health Strategy, October 200510 

¶ MDHB Oral Health Service Plan, October 200511 

¶ MDHB Di strict Strategic Plan 2005 - 2015 ñPlanning for the Futureò, May 
2006 12 

¶ MDHB District Annual Plan, 2007-0813 
 

2.3.  MDHB  District Strategic Plan 2005 -2015 Planning for the Future  
 

The MDHB District Strategic Plan 2005 - 2015 identifies oral health as one of 10 priority 
areas to be addressed. Appendix 1 identif ies the strategies and initiatives that aim to 
achieve, or contribute to,  good oral health for all in the MDHB community.  

 
2.4.  MD HB District Annual Plan (DAP) 2007/08  

 
MDHB DAP focuses on improving the oral health status of children and adolescents 
through a reduction in the number of dental caries in our districtôs child and youth 
populations . This will be achieved by improving access to oral health services, and 
progression of the Child and Adolescent Oral Health Service Improvement Project in line 
with the Ministry of Healthôs strategic vision, ñGood Oral Health for All , for Lifeò, including 
reorientation of service and a new model of service delivery being introduced over the next 
five yearsò. Initiatives are detailed in Appendix 1. 

 
2.5.  Oranga Pumau - Maori Health Strategy, October 2005  

 
MDHB recognises the inequalities that exist currently for Maori health. To reduce these 
MDHB is committed to adopting whanau ora (Maori families supported to achieve their 
maximum  health and wellbeing). 

 
2.6.  Project Fit w ith MDHB Overall Directions  
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Appendix 1 details actions to support the development of the community oral health 
services plan and the ófitô with the MDHB District Strategic Plan, MDHB DAP, MDHB Oral 
Health Service Plan, and MDHB Maori Health Strategy.  

 
2.7.  Population Profile and Projections  

 
MidCentral District Health Board ôs region covers a large geographical area with many 
small remote rural communities supported by one city (Palmerston North) and four main 
towns (Levin, Feilding, Dannevirke, and Otaki). Levin and Dannevirke are approximately 
50 kilometres (k ms), Feilding 22 kms and Otaki 75 kms from Palmerston North. 
Dannevirke and Feilding both service more remote communities that are up to 90 kms 
distant from them.  

 
There are four  distinct regions within the MidCentral District Health Board, each 
supported by individual  Territorial Local Authorities (TLAs):  

 
i. Palmerston North City Council services the Palmerston North city as far as the 

western railway line.   
ii.  Manawatu District Council services from the Palmerston North western railway 

line, Feilding , and their outlying rural communities. Manawatu has Whanganui 
District Health Board as a neighbour.  

iii.  Horowhenua District Council services Levin and the outlying communities. O taki 
however is covered by the Kapiti District Council but is considered part of 
Horowhenua for health services. Horowhenua has Capital and Coast District 
Health Board as a neighbour. 

iv. Tararua District Council services Dannevirke and its outlying rural comm unities. 
Tararua has Wairarapa District Health Board and Hawkes Bay District Health 
Board as neighbours. 

 
Map 1.   MDHB Region  

 
 
Ethnicity across MDHB for 0 ï19 year olds shows Maori at 25.8%, Pasifika  at 3.1%, and 
Other as 71%16. The southern Horowhenua has the largest percentage of Maori. Maori 



 Page 13 of 89                                                                                                                              

within MDHB are predominantly tangata whenua to five Iwi which have differing 
boundaries to the DHB and TLAs. 

 
Deprivation overall for MDHB was 6.1 (NZDep01 index) 14 however within th e region there 
are significant pockets of high deprivation (9 and 10) which are predominantly coastal and 
rural, resulting in the more remote communities having higher deprivation indicating that 
their ability to travel for health care is low, contributing  to poor health status for those with 
high deprivation ratings.  
 
Table  1. MDHB  Region Deprivation Ratings  

District  Weighted deprivation rating  
Horowhenua 7.6 
Otaki 7.5 
Palmerston North  5.9 
Tararua 5.9 
Manawatu 5.1 
 
 
Map 2.    MDHB Deprivation Ratings  

 
The MDHB population of 0 - 19 year olds (eligible population with the addition of 19 year 
olds due to the age brackets used in Census)16 using statistics from 2001 Census was 
48,430 being evenly spaced over the 0-4, 5-9, 10-14, and 15-19 year age brackets. 

 
The population projection indicates a reduction of 7,580 children and adolescents by 2026 
with significant reductions in the 0 -14 year old brackets.  Note the table does not include 
the Otaki population servic ed by MDHB. 
 
Table  2.   Population P rojections  

 2001 2006 2011 2016 2021 2026 

0 to 14 years 
(incl.) 34300 32300 30000 28100 26800 26300 

Est 15,16,17 6588 6432 6300 6216 6324 6276 

Total 0-17 years 40888 38732 36300 34316 33124 32576 

 
The composition of the 0 -19 year age brackets is predicted to show an increase in Maori 
and Pacific Island groups, with a reduction in ñOtherò. MDHB has a growing Asian and 
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refugee (predominantly Congolese and Myanmar, previously known as Burma) population.  
 
Table 3.  Population Projections by Ethnic Grouping  
                     2001   2006    2007    2008     2009   2010    2011      2016    2021     2026            %change  
MAORI

0-14 9,890 10,020 10,030 10,080 10,120 10,150 10,150 10,300 10,580 10,980 10%

15-19 2,630 3,090 3,140 3,220 3,210 3,200 3,210 3,230 3,240 3,330 8%

0-19 12,520 13,110 13,170 13,300 13,330 13,350 13,360 13,530 13,820 14,310 9%

20+ 13,480 14,990 15,330 15,600 16,070 16,450 16,840 18,670 20,580 22,290 49%

Total 26,000 28,100 28,500 28,900 29,400 29,800 30,200 32,200 34,400 36,600 30%

PI

0-14 1,170 1,240 1,230 1,250 1,260 1,270 1,270 1,280 1,350 1,410 14%

15-19 340 380 400 400 400 410 410 460 430 450 18%

0-19 1,510 1,620 1,630 1,650 1,660 1,680 1,680 1,740 1,780 1,860 15%

20+ 1,840 2,080 2,120 2,150 2,240 2,270 2,320 2,610 2,920 3,190 53%

Total 3,350 3,700 3,750 3,800 3,900 3,950 4,000 4,350 4,700 5,050 36%

OTHER

0-14 25,020 22,700 22,190 21,630 21,150 20,690 20,270 18,470 17,390 16,910 -26%

15-19 9,390 10,700 10,750 10,700 10,570 10,340 10,090 9,120 8,420 7,750 -28%

0-19 34,410 33,400 32,940 32,330 31,720 31,030 30,360 27,590 25,810 24,660 -26%

20+ 96,490 98,500 99,160 99,870 100,680 101,470 102,240 105,310 107,090 107,940 10%

Total 130,900 131,900 132,100 132,200 132,400 132,500 132,600 132,900 132,900 132,600 1%  
 
The prediction is that high numbers of people will move from the small er rural towns to 
Palmerston North and Feilding  by 2026 with those with lower deprivation ratings moving 
to the outskirts of these towns. People with higher deprivation ratings remain  in remote 
rural and coastal communities, and also move into the larger t own centres. Population 
trends also indicate that the 0-14 year old population base shifts within Palmerston North 
predominantly over a 15 year cycle as new families locate in the areas of increased 
development. 

 
The impact on the population as a result of the proposed move of the Royal NZ Airforce 
and Army bases to Linton (Palmerston North), and Ohakea (Manawatu) by 2015 are 
unknown , however this has the potential to provide additional eligible population  not 
captured in the data above. 
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3.  Clinical and Serv ice Analysis  

 
3.1.  Introduction  
 
It is widely recognised that most dental disease is preventable. Improvements in the oral 
health status of children over the past 30 years have been largely due to the introduction of 
preventative medicine, a focus on health promotion, health education, and regular dental 
care, as well as influencing societal conditions. 

 
3.2.  Oral Health Status  
 
3.2.1.  Child Oral Health Status  

 
Overall MDHB does not have a significant trend in either improving or declining oral 
health status of children over the past three years, with annual variations noted.  

 
Table 4.  MDHB Oral Health Status 2004 - 2006  

 2004  2005 2006  

% caries free 5 
year olds 

55.1% 51.4% 53.88% 

% year 8 (12 and 
13 year olds) 
caries free 

45.3% 46.4% 45.36% 

5 year old mean 
DMFT 

2 2.27 2.13 

Year 8 mean 
DMFT 

1.6 1.6 1.63 

 
3.2.2.  Adolescent Oral Health Status  

 
Available data for the oral health status of adolescents is variable due to the number of 
providers delivering this care  however the 2006 Child and Adolescent Oral Health Target 
data indicates that 76.3% of adolescents based on an eligible population of 11925 are 
enrolled to receive treatment . Statistics for private providers are difficult to capture due to 
the independent business nature of these practices.  

 
3.2.3.  Oral Health Inequali ties  

 
Oral health inequalities for the MDHB region were identified using the Health Equity 
Assessment Tool (HEAT), Appendix 2. 

 
The following factors contribute to oral health inequality throughout the MDHB region:  

 
i. Rurality  ï people that live in the remot e rural areas of MDHB have inequitable 

access to oral health services due to the travel involved in attending clinics. 
Compounding this is the availability of technology, as consistent main landline 
phone provision is variable in areas of Manawatu and Horowhenua. Furthermore, 
significant stretches of inland Manawatu and Tararua, and coastal areas of 
Horowhenua and Manawatu do not have cellphone coverage.  

 
 A further complication is the geographic landscape of the region that has several 
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rivers surrounding communities, along with steep hills. High rainfall in the area, 
particularly since 2004, has created major flooding and slips which ha ve 
occasionally blocked access routes for these communities. None of the rural 
communities within MDHB have access to fluo ridated water.  

 
ii.  Deprivation  - as identified in Map 2, MDHB has a high deprivation  rating with 

some pockets of the region being significantly deprived. These people are often 
living in remote rural areas thereby experiencing the factors listed above, with t he 
addition of poor finances resulting in their not having  transport , inability to afford 
a phone, poor housing, and poor nutrition, all of which affect their ability to access 
and prioritise health care.  

 
iii.  Ethnicity  - Maori within the DHB region are predom inantly living in the southern 

catchments (refer Map 1) which presents the issues identified under rurality and 
deprivation stated earlier, with the addition of cultural influences  on health and 
oral health care. Provision of single clinician, non -appointm ent based services is 
not conducive to Maori attend ing care as a whanau. 

 
iv. Employment  - the main employment across MDHB is within the health and 

education sectors, followed by agricultural ventures.  Seasonal work for market 
gardeners and shearers, for example, limits the ability of people to take supported 
time off work to take children to appointments during their work hours.  

 
v. Education ï the MBHB Health Needs Assessment 2005 suggests that people with 

lower educational achievement are more likely to be in lower income employment 
resulting in higher deprivation. Priorities in remote rural areas tend to focus on 
children working on the farm, taking time out of school to assist with shearing, 
calving, and cropping. This reduces the childôs time at school, and their subsequent 
education level, as well as conditioning the belief that education has a lower 
priority.  

 
vi. Funding - a funding model that is based around treatment completion restricts the 

ability to have a flexible service based on consumer need e.g., if a mother attends 
an appointment with her 7 year old and has a baby with her, only the treatment 
provided to the 7 year old attracts funding , and only if the treatment is completed , 
thereby missing an opportunity to attend also to the mother and baby. This 
inequity also ties in with ethnicity factors where Maori are more likely to present in 
a whanau group, or not at all. 

 
3.2.4.  Maori and Pacific Peoples Oral Health  

 
The prevalence of dental caries is greater among Maori, Pasifika and socially 
disadvantaged families, therefore any initiatives undertaken to improve the oral health 
status in the region would have greater health benefits when targeted at these groups. 

 
Services developed must address the needs of these groups to achieve the objective of 
reducing health inequalities. MDHB Oranga Pumau - Maori Health Strategy identifies this 
inequality and provides initiatives for reducing it as identified in Appendix 1.  

 
MDHB has made some headway in addressing this inequality by the provision of mobile 
dental services during school holidays targeting the communities of highest need and co-
locating the mobile clinic next to iwi health providers and marae. This is a pilot p roject that 
will conclude in 20 09/ 10 financial year. 
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3.3.  Current Services  

 
The MidCentral District Hea lth Board has contracts and service level agreements in place 
for the provision of oral health care for children and adolescents including the following:  

 

¶ MidCentral Health School Dental Service provides basic dental examination and 
treatment for children 2 ½ years to the end of school Year 8 (12 and 13 year olds) 
with a target of 22,161 completions contracted for 2007/08.  

¶ MidCentral Health ôs Adolescent Dental Service provides basic dental examination  
and treatment for adolescents from age 13 up to their 18th birthday. This is 
provided through mobile clinics in Otaki and Feilding, and Palmerston North , 
with a target of 2,751 completions for 2007/08.  

¶ Adolescent Dental Care contracts with 14 private dental practices, consisting of 30 
dentists. 

¶ Agreement with Whanganui DHB to provide school dental care to three rural 
communities on the DHB boundary.  

¶ Secondary service level agreement for the provision of dental treatment, including 
general anaesthetics in a hospital setting. 

¶ Adolescent coordination service to imp rove the utilisation of dental services by 
adolescents. 

¶ Community school hol iday programme (piloted  2007 - 2010) utilising a mobile 
clinic and private dental provider.  

¶ Pre-school enrolment project coordinated through a Well Child provider  (piloted 
2007 - 2010) 

 
3.3.1.  Service Provision Locatio ns  

 
The following table identifies the number of primary, intermediate and Kura Kaupapa 
schools within the MDHB region.  Secondary schools are excluded. A contributing school is 
one from which the children travel to another sc hool or dental clinic for their examination 
or treatment.  
 
                Table 5. Service P rovision Locations  

 Number of schools % of total 
Schools 120  
School with clinic 
on site 

41 34% 

School visited by 
mobile 

48 40% 

Contributing 
school 

28 24.4% 

 

Services are provided at fixed school based clinics and through mobile clinics for those 
without a fixed clinic nearby. Some school children travel from their school to another site 
under parental supervision.  Docking facilities with the required  waste and power outlets 
have been installed at five iwi provider sites around the MDHB region. It is anticipated 
that these could be utilised for provision of mobile dental services. Three schools in the 
MDHB region receive a mobile service from Whanganui DHB.  

 
One rural school with an existing dental clinic has indicated it will be closing its clinic in 
2008 due to site remodelling.  Information from the Ministry of Education Network 
Development Office is that one school has signalled that it will close in 2008/09. Up to five 
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schools around the MDHB region are also considering the viability of the ir  contin uance. 
Boards of Trustees are tasked with assessing the continuing viability of schools, rather than 
being directed by the Ministry of Education.  
 
3.3.2.  Pre -sch oolers (2½ to the day before turning age five )  

 
The School Dental Service has historically provided dental care for enrolled children from 
the age of 2 ½. Enrolments are offered through Well Child forums, Well Child providers, 
and primary health providers when the child is 2 ½.  

 
At December 2007 there were 3,822 preschoolers (2 ½ years to day before turning five) 
enrolled with the School Dental Service, which equates to 63% of the overall 0 ï 4 year old 
population.  

 
In May 2007,  MDHB supported a three year project for the coordination of dental 
enrolments through a contract with the Plunket Society. Figures are not available at the 
time of writing as  to the success of this project. The proportion of Maori and Pas ifi ka 
children enrolled prior to age 5 is lower than for ñOthersò. However with engagement of 
Well Child providers and iwi/Maori health providers, it appears this situation is beginning 
to improve, although again, statistics are not available due to the early phase of this 
initiative.  

 
The absence of a regional or national electronic child health information system means 
that the School and Adolescent Dental Service is not able to identify and contact the 
whanau/families of preschool children who are eligible to access the service. The formation 
of networks with Well Child and community providers, along with the enrolment project, 
aims to overcome this. 

 
3.3.3.  Primary School Age ( Five  years through to end of Year 8 schooling)  

 
Enrolment for thi s age group is very high with 98% of the eligible population enrolled with 
the School Dental Service. There are 17,736 primary school aged children enrolled for 
services with the MidCentral Health School Dental Service. 

 
Fixed clinic utilisation averages 43% over a school year (40 weeks), and 36% over a 
calendar year (47 weeks). 

 
As at December 2007 1.129% of the eligible population  were in arrears, which is 253 
children. Annual examinations are undertaken for all children with  the expectation that 14 
months is the longest gap between examinations. Variable recall, i.e. more frequent 
examinations, is available for those in high need with identified oral health risk factors.  

 
Adolescents leaving primary school for secondary school receive a pamphlet which details 
their entitlement to free dental health care, as well as the contact details for providers.   

 
3.3.4.  Adolescents (Year 9 schooling through to the day before turning 18 

years old)  
 

Figures for the services provided to adolescents by MidCentral Healthôs Adolescent Dental 
Service follow: 

 

¶ As of June 2007 there were 3,141 adolescents enrolled with the School and 
Adolescent Dental Service which is 19% of the eligible population. Note that MCH is 
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not the only service provider for adolescent oral health care. 

¶ Currently there are no arrears with the enrolled adolescents. 
 

Capture of information around the enrolled population and treatment rates for adolescents 
that do not att end the MidCentral Health Adolescent Dental Service is difficult due to 
private providers running independent systems. Information is not accessible to MDHB. 
Statistics are available through claims made to HealthPAC by contracted private providers 
for treatments, however defining which claims are for assessment, and how many are the 
same person returning for more treatment, is not able to occur. 

 
3.4.  Workforce  

 
Overall, the School and Adolescent Dental Service employs 35.77 full time equivalent staff 
(FTE). There are 25.5 FTE Dental Therapists, and 7.87 FTE Dental Assistants employed 
within the service. In addition there is 0.6 FTE Clinical Director (CD)/ Principal Dental 
Officer (PDO), 0.8 administrator, and 1 FTE  Service manager. The latter commenced in 
October 2006 and is on a two-year contract. In addition,  0.3 FTE adolescent oral health 
coordinator supported through the Hutt Valley Regional Oral Health Coordinat or is 
employed by MDHB. This position works across the public and private sectors. 

 
FTE relating to Dental Therapists is over a 37.5 hour week, 40 weeks per year. FTE for 
remaining staff is over an 8 hour day, 52 weeks per year. 

 
Staff work predominantly i n single chair clinics in professional isolation . The recruitment 
of Dental Assistants occurred following Dental Therapists highlighting the safety concerns 
of isolation, the revised infection control standards, and Dental Therapist recruitment 
difficultie s. The introduction of Dental Assistants has assisted in resolving some of the 
safety, equipment management, and administrative tasks that Dental Therapists 
undertook, however it does not address the professional isolation and/or peer review that 
is sought by new practitioners.  

 
Acknowledgement is given to the current length of service and ongoing commitment of  the 
Dental Therapists, recognising that this result s in several of the Dental Therapists 
indicating through  a survey completed in May 2007, that they are considering leaving the 
workforce by 2013. 
 
       Table 6.  MDHB Workforce  

 Dental Therapist  Dental Assistant 

Total FTE  25.5* 7.2 

Average length of service 23.4 years 14 months 

Median length of service 30 years 14 months 

Average length of time 
anticipated to stay in role  

8 years 13 years 

Median length of time 
anticipated to stay in role  

7 years 11 years 

     *Five Dental Therapists have clinical coordination responsibilities included in their 
FTE. 
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MidCentral DHB has committed to pr oviding an intern programme to support two new 
Dental Therapists in their first year of practice. The first intake for this pr ogramme is 
2008. Recognition is given to the fact that the experience a new Dental Therapist has in the 
first year of their practi ce can significantly impact on their desire to continue to practice in 
a particular region . As the majority of clinics within the MDHB region are single chair , it 
will be difficult under the current co nfiguration to support the new Dental Therapist while 
having an experienced Dental Therapist working along side them. 

 
3.5.  Hours of Availability  

 
Dental Therapists work a 37.5 hour week during the school term. Relief of pain services are 
available through contracted private dentists over school holiday periods. It  can be difficult 
for those in need of relief of pain to know where to go for this service over the holidays. 
Access for those that are unable to travel to the clinic is  difficult.  
 
A school holiday pilot project supp orted by MDHB to provide mobile dental services 
through a private provider in identified high needs areas commenced in March 2007. Due 
to the early stage of this initiative it is difficult to gauge the success, however anecdotal 
feedback has been positive, with the service being well utilised during the holiday s. It is not 
known at this point whether those that have accessed the service have been seen at the 
school clinics during the term, or whether they are people who have not attended for a 
period of time. The lack of an integrated electronic information system compounds the 
difficulty in having different services treating potentially the same client group.  

 
Scheduling of existing School and Adolescent Dental Service mobile clinics creates 
pressure for Dental Therapists to complete work at a specific site in the identified time 
period before they move to the next clinic, or the mobile clinic moves to another site. This 
pressure results in reduced time to be able to impart oral health education and build 
relationships with individuals and schoo ls. 

 
Professional development opportunities for Dental Therapists tend to be offered during the 
school term which further reduces the availability of a service to the eligible population.  
Hours of professional development undertaken are difficult to ascert ain as this 
information has not been consistently recorded.  

 
3.6.  Workforce Ethnicity  

 
There are two practi sing Dental Therapists within the MDHB region that identify as being 
Maori, and there are no Pasifika Dental Therapists.  

 
A number of scholarships are available to Maori wishing to undertake health studies 
through a variety of providers, e.g. Hauora Maori Scholarships through Te Kete Hauora, a 
directorate of the Ministry of Health. The uptake of these for people wishing to undertake 
Dental Therapy training  is minimal. Of 539 applicants for the Te Kete Hauora scholarships 
in 2006 , 1.1% were from those wishing to undertake oral health undergraduate training, 4 
(0.7%) dentistry and two Dental Therapist/ Hygienist (0.3%).  

 
No oral health providers within the MD HB region are members of Te Ao Marama, a 
national support network for Maori  oral health providers.  
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3.7.  Integration with Primary H ealth Services  
 

Integration with existing primary health services is variable across the region. There is 
recognition that the ha rd to reach groups tend to be hard to reach for all  providers and that 
by working together, the risk of a family falling into the gap is reduced. Integration 
currently tends to focus on health education and enrolment to the School Dental Service 
through th e 2 ½ year old Well Child check. 

 
Initiatives undertaken with primary health during 2 006/2007  include: 
 

i. Primary Health Organisations are notified if someone is discharged from  hospital 
who resides in their area who does not have a general practitioner iden tified. 
These are then followed up through a contracted health provider to engage the 
individual with a primary health provider.  

 
ii.  A contracted iwi provider is notified through the National Immunisation Register 

when a child does not attend for their six week vaccination. The iwi provider then 
follows up with the whanau and engages them with a primary health provider.  

 
3.8.  Regional Service Cooperation  

 
MidCentral Health provides PDO cover for Wairarapa DHB.  

 
There is existing agreement with Whanganui DHB whereby they provide mobile services to 
three schools within the MidCentral DHB region, with opportunities to further develop 
this. 

 
The Adolescent Oral Health Coordinator position  sits within the Regional Oral Health 
network through Hutt Valley DHB.  

 
An inter -regional professional development programme has commenced with Whanganui 
DHB. 

 
There is no agreement with Capital and Coast Health currently regarding adolescents that 
reside in the southern Horowhenua region and commute to Kapiti/Porirua/Wellington 
schools daily. Figures from the Ministry of Education indicate that approximately 100 
adolescents are in this category. 

 
Discussions with neighbouring DHBs and peer review of business cases from DHBs within 
the central region, as well as a benchmarking exercise, has occurred. 

 
4.  Proposed Model of Care for Children and Adolescents  

 
4.1.   Introduction  

 
This section describes the proposed redevelopment in oral health services and introduces 
efficiencies in service delivery, along with an indicative plan to implement a best practice 
model of oral health care. 

 
4.2.   Model of Care G oal  

 
Overall the proposed model of care seeks to improve the oral health status of children and 
adolescents within the MDHB region through:  
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i. Developing a service for those that the current service is not easily accessible to, 

e.g. remote rural, 0ï2 ½ year olds, adolescents, school leavers under the age of 18, 
and socially disadvantaged. 

 
ii.  Provision of oral health care within an environment that is culturally appropriate 

for M aori and Pasifika in particular . 
 
iii.  Collaboration with existing health and education providers to provide consistent 

oral health education to move to a preventative focus rather than treatment focus. 
 
iv. Providing support and professional development for existing and new oral health 

provider s in order to build a solid workforce foundation.  

 
Successful implementation of this model will see: 

 

¶ An improvement in the pre -school enrolment data. 

¶ Service provision driven by patient need . 

¶ Consistent, coordinated oral health messaging throughout the region. 

¶ A continued improvement in the oral health status of the MDHB population . 

¶ A stable oral health workforce with evidence of succession planning. 
 

4.2.1.  Oral Health Service Model  
 
Development of facilities alone will not achieve anticipated oral health outcom es for the 
MDHB region. A reorientation of the way services are provided is required along with 
facility redevelopment to maximi se oral health outcomes for the population. 
 
Key components of the model of care are: 
 

¶ Having the child and their whanau as the focus of care. 

¶ Accessibility in locations and at times that are appropriate to community needs . 

¶ Adopting  a ñtreatment on the basis of needò philosophy. 

¶ Working  with existing services to coordinate care across service boundaries. 

¶ Improving  the physical environment for clients and staff alike . 

¶ Provide flexibility for the future . 

¶ Reorienting the work force to attract and retain staff . 

¶ Reorienting funding to support a pro -active whanau focussed health approach. 

¶ Working  with existing private providers to maximis e client choice and access to 
services. 

 
4.3.  Service Model: Facility Development and Options  
 
In order to identify the way forward the existing situation and a desired future were 
explored. This information was then used at workshops with key stakeholders where 
preferred scenarios were developed. Each scenario was subject to a HEAT analysis and was 
reviewed for sustainability. The following options were identified as a result of this 
process: 
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4.3.2.  Options  
 
Table 7. Configuration Analysis  

 

Options   1 2 3 4 5 
 

6 7 
Total 

number of 
chairs  20 21 21 21 21 

 
 

20 46 

Number of 
mobiles  4 6 8 11 13 

 
 

3 3 
Number of 

fixed 
clinics  8 5 3 0 0 

 
 

17 41 
Number of 
co-located 

clinics 
(note 

these are 
fixed but 

tenanted)  0 2 2 2 0 

 
 
 
 
 
 

0 0 

Hours of 
availability  

50 
weeks, 8 

hours per 
day 

50 
weeks, 8 

hours per 
day 

50 
weeks, 8 

hours 
per day 

50 
weeks, 8 

hours per 
day 

50 
weeks, 

8 hours 
per day 

 
 

47 
weeks, 
8 hour 

day 

40 
weeks, 
7 hour 

35 
minute 

day 

 
 
The following table identifies the number of appointments available to the eligib le 
population from fixed and mobile dental clinics. The greater number of mobile dental 
clinic chairs available directly equates to the number of greater number of appointments 
available. 
 
The calculations are based on an eligible population (0-17 year olds inclusive) of 33,102 
using the StatisticsNZ census data for 0 ï 15 year olds and making a crude calculation for 
16 -17 year olds by taking the 16 ï 19 year old number and dividing it by 4, the number of 
ages represented in this band, to give a rough estimate as to how many adolescents there 
may be of each age.  This gave a total eligible population by 2011 of 33,102. 
 
Of the eligible population it is anticipated that 30% will be identified as high need, 
requiring 6 monthly recall resulting in an additiona l 9,931 appointments required per 
annum to accommodate this. This was further broken down by 10% for those children and 
adolescents anticipated to be at very high risk requiring greater than 6 monthly recall 
resulting in an additional 993 appointments requ ired per annum. These calculations have 
identified that the anticipated number of appointments required per annum is 43,926.  
 
Note in all options Level 1 (Exam and Prevention), Level 2 (exam and treatment), and 
Level 3 (Exam and treatment under local sedation) are able to be provided at all facilities.3 
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Table 8.  MDHB Options Summary  by Year 2011  

 
 
4.3.3.  Model of Care  

 
Examination  and treatment of individuals in  the 0ï14 age group cannot be undertaken 
without guardian support through informed consent and  
consistent messaging at home. In order for an improvement to be seen in the oral health 
status of young people in MDHB a more inclusive model of care is required. 

 
To maximise the benefits to whanau, individual s and health providers, an integrated case 
management system based upon the needs of the client would be most effective.  

 
The model of care sees the primary health provider as the ñkey providerò for health needs 
of an individual. The Prim ary Health Organisations (PHOs) within the MDHB region are 
developing integrated health records for all people registered with the PHOs enabling the 
full history of the individual to be accessible to other health providers involved in the care 
and treatment of the individual . It is proposed that oral health records are included in  the 
PHO integrated clinical record initiative. An integrated information system will be 
required to support this.  

 
Access to the Service  

 
At the initial point of enrolment with a PHO a risk assessment, including oral health, will 
be undertaken.  A package of care is developed for those families and individuals identified 
as at risk, recognising that risk factors for many aspects of health are the same as for oral 
health. Coordinati on of this process is essential to success. 

 
In order to capture the population  who are not currently enrolled,  monitoring and alerting  
through secondary care service discharges will occur. For example, when women are 
discharged from the Palmerston North H ospital Womenôs Health Unit with no general 
practitioner identified , a flag is sent to the PHO who work with a local health provider to 
enrol the family with a primary health provider. T his system is already in practice, however 
it is manual and reliant up on individuals . It is proposed that a ñflagò process like this is 
developed electronically. 

 

 Option 1 
 
4 mobile (4 
chairs)  8 
fixed (16 
chairs) 

Option 2 
 
6 mobile (8 
chairs) 
5 fixed 
(10 chairs) 
2 co-located 
(3 chairs) 
 

Option 3 
 
8 mobile 
(12 chairs) 
3 fixed (6 
chairs) 
2 co-located 
(3 chairs) 
 

Option 4 
 
11 mobile 
(18 chairs) 
0 fixed 
2 co-located 
(3 chairs) 
 

Option 5 
 
13 mobile 
(21 chairs) 
0 fixed 
0 co-located 

Option 6 
 
17 fixed (17 
chairs) 
3 mobile (3 
chairs) 
0 co-located 

Option 7 
 
41 fixed (43 
chairs) 
3 mobile (3 
chairs) 
0 co-located 

Predicted 
appointments per 
year  

       

Fixed clinics 32,944 27,234 18,888 6,150 43,926 37,337 40,851 
Mobiles 10,982 16,692 25,038 37,776 0 6,589 3075 
Total 43,926 43,926 43,926 43,926 43,926 43,926 43,926 
Cha ir utilisation         
% chair utilisation per 
annum (47 weeks per 
year, 8 hour day) 

85% 81% 81% 81% 81% 85% 36% 

Therapist FTE 
requirement  

20 21 21 21 21 20 25.5 
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Coordination  
 

Coordination of health education is imperative to ensure that people are receiving accurate 
oral health information at every opportunit y. It is proposed that continuation of these 
aspects of the current pilot programme, due to conclude in 2010, is supported. 

 
Prevention and Education  

 
Early childhood checks are already in place nationally. Again it is proposed that through 
utilising existing Well Child  providers oral health messages are able to be given at each 
Well Child check. Whanau that have wrap around2 packages of care due to identified risk 
issues will have additional checks put in place, and oral health education and monitoring 
will occur at these visits. 

 
It is proposed that all Well Child, primary health providers, and early childhood educators 
are trained to ñlift the lipò to enable early identification of gum and teeth problems. 

 
This proposal will tie in with existing education programmes e. g. Healthy Eating, Healthy 
Action (HEHA), Fruit in Schools, and Health Promoting  Schools, in addition to the ñTeeth 
4 Keepsò programme that commenced across the MDHB region in 2007. 

 
0 -2 years of age  

 
Assessment and checks for the 0ï2 year old group fits best with the primary health sector 
which already has the resources to undertake the identified assessments and education.  
Those children with a wrap around package of care due to risk indicators would have a 
Dental Therapist appointed as part of their care team by the age of twelve months. 
Appointment of a Dental Therapist will ensure enrolment with  the oral health service. 

 
3 and 4 years of age  

 
Assessment and monitoring of the 3ï4 year group will also predominantly fit wit h the 
primary health sector , wit h the assistance of Dental Therapists for advice and oversight. At 
risk individuals continue with assessment and monitoring directly from a Dental Therapist 
as identified in their package of care. Enrolment with a Dental Therapist/ dental practice 
would occur at age three for those who have not had a wrap around package of care in 
acknowledgement of the increased monitoring through Well Child checks for the 0ï2 year 
old group. Routine population checks for 4½ year olds would occur, incl uding an oral 
health assessment at the B4 School Check as indicated by the Ministry of Health Well Child 
Framework17. Private Dental Therapists have expressed a desire to be able to ñsee a familyò 
rather than wait until a child becomes an adolescent before the private provider becomes 
involved.  For this reason it is proposed that exploration of agreements with private 
providers is explored further as a medium term strategy due to funding and volume 
implications for all parties.  

 
It is imperative however , for the success of this model that all dental providers (whether 
public or private) input information into the integrated health record, and ensure that the 
consistent messages are continued. Variable recall for oral health examinations will occur 
from this point dependent upo n the risk factors for the child. Maximum time between 
recall is anticipated to be 18 months, with a minimum of six monthly recall for those 
                                                           

2
 wrap around packages of care relate to the development of a specific care team in response to the 
clientôs needs and is often multi-agency 
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identified at highest need. 
 

An appointment system is recommended with each being scheduled for 30 minutes. 
Current  individual sessions vary from 20 minutes for an examination, to 40 minutes for 
treatment. Scheduling appointments  enables family to prepare for the visit, attend the 
appointment to hear what condition their childôs mouth is in, receive oral health education, 
and to provide informed consent if any treatment is required. A further advantage of the 
appointment -based system is that those that do not attend are able to be identified and 
worked with as a family to ensure that appointments are scheduled at an appropriate time 
for them, and also as an additional risk flag for monitoring. It may be possible to see more 
than one member of a whanau during the appointment.  

 
5 years to completion of primary school  

 
Once a child begins school it is proposed that they continue to see the dental provider 
identified earlier by their carer. If a child commences school and does not have a provider 
identified they will automatically become enrolled with the public provider and will require 
an assessment within their first 6 mon ths of being at school due to the risk that they may 
not have had oral health care up to that point. Clinical records from all health pr oviders 
will be accessible from the integrated health record which continues to be maintained by 
the primary health prov ider, who also continues in a case management capacity. Again 
variable recall dependant upon identified need will occur.  

 
It is clear through consultation that the majority of parents and education providers prefer 
a service to be provided on a school site due to ease of access for the children, reduced time 
out of school, and safety for all. For this reason it is anticipated that although parents may 
be given an option for their school aged children to attend their private provider it is likely 
that the majority of eligible children will be seen through a public provider  located close to 
their school. 

 
Moving to secondary school  

 
In the final year of primary school an option again will be given to the parents regarding 
ongoing oral health care provision between a private provider or continuation with the 
public sector. This age group is often where people disappear from oral health services and 
effort s to make the services appropriate and accessible to this age group must be made. 
Evidence from MDHB where or al health care is provided on site through mobile dental 
clinics by MidCentral Health, and off site through private providers, as cited earlier in this 
paper, is compelling towards the provision of a service on site (at the school) for this age 
group. It i s proposed that this is extended also to the provision of mobile services at 
tertiary facilities for those who are under 18 years old. It is anticipated that local private 
providers will work collaboratively to ensure that their needs as providers, as well  as the 
adolescentôs rights to treatment are both considered when developing this option. 

 
It is proposed that 20% of the eligible adolescent population will be serviced by MDHB 
provider arm, with the remainder being serviced by contracted providers. Mobil ity of 
service for contracted providers in order for services to be provided where the young 
people are would be of benefit to the young people. 

           
Information about what providers are available for those 18 years and over is to be 
provided during the final secondary school year if the person is completing full schooling, 
or in their school leaver information pack if leaving prior to full  completion  of school. 
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Graph  i.   Proposed Service Delivery M odel  
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4.3.4  Staffing  
 

Table 9 identifie s the staffing requirements by FTE per option. 
 

Table 9.  Staffing plan  

 
4.3.5  Roles  

 
Where a range of FTE is shown please refer back to Table 9 to identify the option under 
discussion. 

 
The Clinical Director/ PDO (0.2 ï 0.6 FTE) will:  

 

¶ Provide clinical oversight and professional management to dentists and dental 
therapists employed by MDHB.  

¶ Engage with the group manager of dental services around strategic development 
of the service. 

¶ Report on clinical matters.  

¶ Liaise with private dental prov iders on volume/capacity issues. 

¶ Undertake required legislative duties.  
 

Staffing Plan         

        

Clinical Facilities Plan         

Fixed  Option1  Option2  Option3  Optio n4  Option5  Option6  Option7  

1 Chair Clinic 2     17 39 

2 Chair Clinic  5 5 3    2 

3 Chair Clinic 1       
1 Chair Co-located with 

PHO  1 1 1    
2 Chair Co-located with 

PHO  1 1 1    

Mobile         

1 Chair Clinic 3 4 4 4 5 3 3 

2 Chair Clinic  1 2 4 7 8   

Total         

Fixed Clinics 8 7 5 2  17 41 

Mobile Clinics  4 6 8 11 13 3 3 

Chairs 20 21 21 21 21 20 46 

Staffing Plan  FTES        

 Option1  Option2  Option3  Option4  Option5  Option 6 Option 7 

        

Clinical Director  0.20  0.20  0.20  0.20  0.20  0.20  0.60  

Community Dentist  0.50 0.50 0.50 0.50 0.50 0.50  

Service Manager 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

Coordinator  0.50 0.50 0.50 0.50 0.50 0.50  

Staff Educator 0.50 0.50 0.50 0.50 0.50 0.50  

Dental Therapist  20.00  21.00 21.00 21.00 21.00 20.00  25.50 

Dental Assistant 13.00 13.00 13.00 13.00 13.00 18.00 7.87 

Administration  0.60  0.60  0.60  0.60  0.60  0.60  0.80  

Total 36.30  37.30  37.30  37.30  37.30  41.30  35.77  
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The Community Dentist (0 - 0.5 FTE) will:  
 

¶ Provide clinical support and advice to Dental Therapists employed by MDHB.  

¶ Provide dental treatment to clients who cannot be treated within the scope of a 
Dental Therapist. 

 
The Service Manager (1 FTE) will: 

 

¶ Manage the operational budget. 

¶ Manage asset replacement programme. 

¶ Be involved in operationalising strateg ic development. 

¶ Manage direct reports , for example, performance reviews. 

¶ Report on service deliverables. 

¶ Liaise with other health management staff on any issues that arise. 

¶ Liaise with other DHB s and primary care providers. 
 

The Dental Therapist (20 ï 25.5 FTE) will:  
 

¶ Provide dental services to children and adolescents up to the age of 18 within the 
scope of practice described for dental therapy. 

¶ Work with and delegate to the Dental Assistant at the site. 
 

The Dental Assistant (7.87 ï 13 FTE) will: 
 

¶ Manage and sterilise the clinical equipment.  

¶ Undertake tasks at the delegation of the Dental Therapist on site. 

¶ Assist the Dental Therapist with clinical operations with di rect Dental Therapist 
oversight. 

¶ Welcome and settle visitors to the clinic.  

¶ Manage the administrative component  of a client contact. 
 

The coordinator (0 - 0.5 FTE) will  
 

¶ Work with the Service Manager and administrator to ensure that scheduling of 
mobile visits and clinic availability m eets the needs of the community. 

¶ Liaise with education providers, and other locat ions as required, as well as private 
providers.  

¶ Oversee the integrated health record from the dental perspective. 

¶ Develop education resources for oral health in conjunction with ot her health 
promotion activities.  

¶ Train health providers to undertake early i dentification  and education 
responsibilities.  

¶ Promote the Oral Health Service to the wider community , including working with 
Public Health Services on issues around fluoridation. 

 
The professional educator (0 - 0.5 FTE) will:  

 

¶ Work with existing Dental Therapists to develop and maintain competency 
requirements.  

¶ Provide/facilitate scheduled education sessions in order for Dental Therapists 
across DHBs to meet their clinical education hours  required under the Health 
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Practitioner s Competence Assurance Act 200315. 

¶ Liaise with tertiary education providers with regard to scholarship s/i ntern 
programmes and candidates. 

¶ Provide oversight for Dental Therapy students while on placement in the area. 

¶ Work with other providers to maximise educational opportunities.  

 
The administrator (0.6 ï 0.8 FTE) will:  
 

¶ Answer the main service calls. 

¶ Provide schedules and visits. 

¶ Collate required statistics. 

¶ Assist with booking appointments.  

¶ Process requisitions and mail. 

¶ Input data as required.  

 
4.4.  Information Systems (Record Management a nd Monitoring)  

 
As identified within this document, an integrated information system between oral health 
and other health providers is seen as a key to enable identification and tracking of those 
people at high risk of poor health, and poor oral health.  

 
Many areas within the MDHB district continue to have variable coverage from wireless 
systems although this is improving. It is proposed that investment is made of a fixed 
computer, printer, and fax at each fixed base, with provision of a wireless computer, 
printer and fax for each mobile base.  

 
There are several different databases that already exist in health, for example, the National 
Health Index (NHI), Patient Information System (PIMS), National Immunisation Register 
(NIR), and Terranova (Maternity regi stration) . All of these programmes are tracking 
systems rather than  clinical tool s. 

 
Clinical dental programmes also exist, for example, Sirion, and Exact (formally Software of 
Excellence). A new programme through SPARK is currently being considered as a national 
programme for public health dental providers.  

 
At this point MDHB proposes to continue with a paper-based system, with a desire and 
commitment to move to an electronic system for data capture, recall, and clinical 
information entry , although the specific system is yet to be identified.  Any information 
system that is adopted by MDHB must be interactive with other programmes to reduce the 
time taken for entry of information, and ease of recall of information. It is anticipated that 
MDHB will have an  electronic system in place by 2009. 

 
MDHB has identified $450,000 capital expenditure  in the Information Systems Strategic 
Plan (ISSP) for  2007/08 for development of information systems for the School and 
Adolescent Dental Service. This will be held until  the new service delivery structure is 
finalised to ensure that the information system supports the chosen model.  

 
4.5.  Options Analysis  

 
All options identified relate to service provision for 0 ï18 year olds for providers across 
services throughout the MDHB re gion. Analysis of Options 3 and 7 are detailed below, with 
the remaining options analysis in Appendix es 3-7 inclusive. 
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Table 10.  Analysis Option 3 
 
Option Three : 
Co-location  of 1 single  chair  dental clinic and 1 x 2 chair dental clinic with 
prim ary health  
Purchase and placement of 3  double chair clinics on school grounds  
Purchase of 1 additional single chair mobile dental clinic to support the  
current 3  
Purc hase of 4  double chair mobile dental clinics  
 
Service Features  Co-location with primary providers will assist with 

coordinated, integrated health care 
Fixed clinics located in areas of highest need 
Increased mobility  
Facilities meet required standards 
 
NB: this option is conditional on MDHB progressing the co -
location project for which a feasibility study is being 
undertaken. 
 
 
 
 
 

 Positives Negatives 
Improve oral health 
promotion and 
prevention  

¶ Increased professional contact for 
therapists 

¶ Ability to work closely with other 
health professionals with a whanau 
approach 

¶ Fixed sites give the community an 
opportunity to know where the 
service is all year while mobile 
promote the service more widely 

¶ Increased exposure to oral health 
due to greater numbers of people 
going through the facility  

 

Potential for team 
division if people 
work in the same 
place with the 
same people all 
year. 
 
Tenancy when 
having very 
specific equipment 
can become costly 
as rentals increase 
with limited 
options to move to 
another facility  

Maintain and improve 
public confidence  

¶ A consistent site is available 
throughout the y ear for all districts 
within MDHB  

¶ Increased integration between 
health providers allowing 
community members to see more 
than one professional at once for a 
range of assessments 

¶ Ability to have a range of 
assessments/education/advice/tre
atment appealing to those with 
limited time available  

¶ Schools are able to utilise the 
vacated building for other 
developments 
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Improve 
treatment/completion 
rate for adolescents  

¶ Greater likelihood of adolescents 
taking the opportunity for 
treatment when they will be 
attending the facility for other 
health assessments 

¶ Increased health promotion and 
tracking to capture those not 
attending  

¶ Potential for private dentists to 
work from the facility  

Volume reduction 
for private dentists 
without mobility  

Improve access to service  ¶ Fixed sites are available 
throughout the year  

¶ Mobile services to more 
communities  

¶ Fixed sites located in high need 
locations 

¶ Links with other health providers 
in order for those in high need to 
be accessed 

¶ Continuing high completion rate 
for children attendi ng schools 

¶ Greater capture due to people 
visiting the facility for reasons 
other than oral health so the 
moment can be captured 

Mobile scheduling 
will need to ensure 
that communit ies 
of high need do not 
become 
disadvantaged 
through higher 
volumes being 
available in larger 
areas 

Maximise efficiencies 
and effectiveness of 
existing workforce 
capacity  

¶ Fixed sites are available 
throughout the year  

¶ Mobile services to more 
communities  

¶ Fixed sites located in high need 
locations 

¶ Links with other health providers 
in order for those in high need to 
be accessed 

¶ Continuing high completion rate 
for children attending schools  

¶ Ability to share administrative 
resources 

¶ Greater professional exposure 
leading to greater confidence in 
practise 

¶ Working with families has been 
identified as an incentive for many 
therapists 

 

Reduce inequalities  ¶ Fixed sites available all year in high 
need areas 

¶ Increased access to rural 
communities through greater 
mobile use 

¶ Opportunity for more than one 
assessment to be undertaken 
during one visit  

Mobile scheduling 
will need to ensure 
that communities 
of high need do not 
become 
disadvantaged 
through higher 
volumes being 
available in larger 
areas 

Responsiveness to a 
changing population  

¶ Greater mobility equals greater 
flexibility  

¶ Fixed sites are portacom type 
facilities which are able to be 
relatively easily relocated when 
population shifts  

¶ Greater coordination and 
reorientation to the client focus 
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rather than treatment focus 
therefore overall health picture 
able to be considered 

¶ Able to provide services to 
alternative sites ie marae, 
churches, sports fields 

Utilisation of resources 
invested  

¶ Clinics and Dental Therapists are 
available for greater portions of the 
year 

¶ Relief of pain services more 
accessible 

¶ Ability to share resources between 
collocated services 

 

 
Table 11. Analysis Option 7 
 
Option Seven : 
Status quo  
Thirty nine single chair clinics  
Two x two chair clinics  
Three single chair mobile clinics (caravan type)  
Service Features  Fixed sites remain in all communities  

Less disruption to service as no changes progressed 
Remaining facilities would still require to be brought up to 
minimum standards  
 

 Positives Negatives 
Improve oral health 
promotion and 
prevention  

¶ Coordination of oral health 
education through existing Well 
Child and Early Childhood education  

¶ Fixed sites give the community an 
opportunity to know where the 
service is all year while mobile 
promote the service more widely 

Continued isolation 
leading to reduced 
collaboration  
 

Maintain and improve 
public confidence  

¶ A consistent site is available 
throughout the year for all districts 
within MDHB  

¶ Mobile services promote the fact the 
service is out there and in your 
community  

¶ Schools are seen as the community 
in the majority of rural areas  

A clinic on site 
leads to expectation 
that it is available 
at all times leading 
to false 
expectation. 
Reduced hours of 
availability of 
service compared 
to other options.  

Improve 
treatment/completion 
rate for adolescents  

¶ Unchanged contract for private 
dentists 

Proven low 
attendance rate  

Imp rove access to 
service  

¶ Sites remain on school grounds 
making accessibility for those 
attending school greater 

¶ Continuing high completion rate for 
children attending schools 

Access for 
adolescents and for 
those without a 
fixed site remains 
restricted.  

Maxi mise efficiencies 
and effectiveness of 
existing workforce 
capacity  

 Continue isolation 
for therapists.  
Reduced collegial 
support.  
Duplication of 
resources. 

Reduce inequalities   Inequalities exist 
with rural 
communities and 
adolescents.  
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Preschool 
inequali ties greater 
due to reduced 
exposure to service. 

Responsiveness to a 
changing population  

 No responsiveness 
able to be built in  

Utilisation of resources 
invested  

 Significant 
duplication of 
resources. 
High maintenance 
costs. 

 

4.6.  Preferred Option  
 

Option 3, co-location with primary health providers,  along with the development of three 
fixed dental clinics and eight mobile dental clinics,  is the preferred option however it is 
dependent upon the Primary Health Facilities Project being identified as feasible. 

 
If Option 3 becomes a non-option through the non -continuance of the Primary Health 
Facilities Project, then an option whereby the three chairs available would revert to either 
fixed or mobile chairs dependant upon where the identified need and costs lie would be 
developed. 

 
The remainder of this business case is written on the assumption that Option 3 will be able 
to continue. 

 
Analysis of the options was undertaken by the reference group consisting of dental 
providers, iwi representatives, and MDHB Funding  Division representatives using the 
HEAT tool (Appendix 2), and rated against the project goals of: 

 
Goal 1:  Re-orienting child and adolescent oral health services. 
Goal 2: Reducing inequalities in oral health outcomes by improving  access to oral 
health services. 
Goal 3:  Promotion of ora l health. 
Goal 4:  Buil ding linkages with primary care.  
Goal 5: Building the oral health workforce . 
 

Each goal was rated using a scale of: 
 
0 ï Reduction in meeting the goal from status quo. 
1 ï Maintains status quo. 
2 ï Begins to improve the goal. 
3 ï Makes significant headway to achieving goal. 
4 ï Fully meets goal. 

 
Table 12. Options comparison  
 
 Goal 1  Goal 2  Goal 3  Goal 4  Goal 5  Total rating  
Option 1  2 0 2 2 3 9 
Op tion 2 3 3 3 3 3 15 
Option 3 3 3 3 3 3 15 
Option 4  3 3 3 3 2 14 
Option 5  3 2 2 2 2 11 
Option 6  1 1 1 1 1 5 
Option 7  0 0 0 1 0 1 
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Options 2 and 3 were identified as substantively meeting the stated goals of the 
reconfiguration of the child and adolescent oral health services for MDHB, with Opt ion 7, 
status quo, being the least preferred. 
 
While the benefits of Option 4 improve access through greater mobility, there are 
significant concerns; relating to limited time off a mobile dental clinic for Dental 
Therapists, which could affect retention; a lack of storage for additional equipment and 
records, and a lack of a ñbaseò for the service. It is felt that these concerns outweigh the 
benefits of the increased mobility therefore has not been presented as the preferred option. 

 
5.  Developing the Oral He alth Workforce  

 
Nationally and internationally it is recognised that the existing oral health workforce is 
aging, with numbers of new recruits not able to fill all vacancies. 
 
Further to this, the combined training of Dental Therapists and Dental Hygienists provides 
graduands with greater alternatives for practice locations and autonomy.  
 
The proposal in this business case acknowledges the reducing eligible population within 
the MDHB region, and the potential  retirement of 55% of existing Dental Therapists by 
2013. 
 
MidCentral Health has  committed to supporting the existing oral health workforce through 
combined professional development opportunities with Whanganui DHB, internships, 
preceptor training, and a website. 
 
The proposed model of care allows Dental Therapists to work in a more integrated manner 
with other health professionals increasing their collegial acceptance and support. 
 
Dental Therapists will be able to focus more on the provision of clinical treatment with the 
introduction of a robust infor mation system, increased Dental Therapist to Dental 
Assistant ratio, and defined coordination.  
 
The proposed service reconfiguration increases the support staff required for  Dental 
Therapists, and reduces the actual number of Dental Therapists. It is antic ipated that 
attrition of Dental Therapists will naturally bring around the reduction by the time that the 
new service delivery model is fully implemented . 
 
Implementation and change management planning must occur in a consultative manner 
under the Dental Therapists MECA. Due to the significance of the proposed changes it is 
suggested that formal planning around change management commences following support 
from the Ministry of Health to progress the preferred option.  The Public Service 
Association supports this approach. 
 
5.1. Summary of Workforce C hanges  
 
Table 13. Summary of W orkforce Changes  
 

 
Option 1  

Options 2 ï 5 
incl  

Option 6 
Option 7 

(status quo) 
Ratio Therapist: Assistant 1.54 :1 1.6 :1 1.11 :1 3.24 :1 
Community Dentist  0.6 0.5 0.5 0 
Professional Clinical Educator  0.5 0.5 0.5 0 
Clinical Coordinator  0.5 0.5 0.5 0 
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A reduction of 4.5FTE Dental Therapists is proposed with an increase of up to 5.13 FTE 
Dental Assistants.  

 
Overall Dentist time is increased by 0.1 FTE with more definition being  introduced 
between the CD and Community Dentist roles. 

 
Administrative support is reduced by 0.2 FTE reflecting the efficiencies of an integrated 
information system.  

 
The introduction of a professional clinical educator (0.5 FTE) will assist staff to develop 
their clinical skills in line with best practi ce, and provide support to staff as they 
reorientate their practise to more preventative measures. The professional clinical 
educator will also be able to assist students on clinical placements through provision of 
consistent supervision, and new graduate staff as they begin their practice. 

 
Clinical coordinator hours are introduced at 0.5 FTE. 

 
5.2.  Workforce Development  

 
The professional clinical educator position would be recruited during the initial 
implement ation. This would enable the development of a structured education programme 
to be in place as the remaining change management processes occur. The initial focus of 
the professional clinical educator will be to assist Dental Practitioners in evidencing the ir 
competence to practise as required by the Health Practitioners Competence Assurance Act 
2003 15. Dental Therapists became registered health practitioners following the 
introduction of this Act.  

 
Succession planning has commenced with the introduction of two internships commencing 
in 2008, supported by MDHB  through scholarship funding .  

 
Development of the Maori and Pasifika workforce requires further work.  Discussion with 
representatives of both groups has identified that the first step will be to develop cultural 
safety programmes specific to oral health provision.   

 
Recognition is given to the differing training philosophies  of Auckland University of 
Technology Institute (AUT) and Otago University. Increased options for integrating 
measures for Maori Health Promotion, Maori Primary Health Care, and more specific 
culturally appropriate training for Maori exists through the AUT programme. Targeting 
graduands from AUT in the first instance would benefit the MDHB Oral Health workforce 
through introduction o f staff who has a greater awareness of Maori. 
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5.3.  Workforce Management and Organisation  
 

Graph ii explains the leadership and governance of the proposed service delivery model. 
 
Graph ii.  Governance Map  
 

 
 
 
6.  Facility Analysis and Requirements  
 
6.1.  Clinical and Service Requirements  

 
A review of the School Dental Service facilities was undertaken in 2004 against the 
following codes and/or standards:  
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¶ Office Based Health Care Facilities ï Reprocessing of reusable medical and 
surgical instruments and equipment, and maintenance of the associated 
environment AS/NZS 4815:2001. 

¶ Code of Health and Disabilit y Services Consumer Rights 2004 . 

¶ Health and Safety in Employment Act 1992. 

¶ Health Information Privacy Code 1994. 
 

6.1.1.  Facility Compliance  
 

Table 14. Facility standard  
 

Location Health and 
Safety 

Privacy Disability 
Sector 

Standards 

Infection 
Control  

Mobile Clinics  K K L K 
Palmerston North 
Clinics 

K K L K 

Manawatu Clinics L K L K 
Horowhenua Clinics  K K L K 
Tararua Clinics K K L K 

Key: J  fully compliant, K moderately compliant, L below standard 
 

The main issues to be addressed were identified as: 
 

¶ General condition  and age of equipment. 

¶ Water temperature  either too hot or too cold . 

¶ No second external door for egress. 

¶ Lack of disability access. 

¶ No locked information storage area. 
 

6.2.  Progress from 2004  
 

While working toward meeting the existing standards, particularly for the Feilding area, 
the infection control standards under Office Based Health Care Facilities ï Reprocessing of 
reusable medical and surgical instruments and equipment, and maintenance of the 
associated environment AS/NZS 4815 - were altered. The change required a separate 
reprocessing (equipment cleaning area) for equipment.  

 
None of the existing clinics now meet this standard. 

 
6.3.  Options for Remodelling or Building on to Existing Buildings  

 
There is limited scope for remodelling existing clinics due to  many of clinics having 
asbestos exterior cladding  which would require significant financial outl ay to remove as 
part of remodelling, and due to limited space around the buildings for adding on.  

 
Remodelling and/or adding on to an existing dental clinic bring s particular challenges. The 
original part of the building would continue to belong to the Mi nistry of Education, with 
the addition  being owned by the Ministry of Health. There would be scope to explore this 
through legal channels however the cost of undertaking that process is prohibitive. 

 
For these reasons, relocatable buildings have been identified as the preferred building type 
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for new facilities. Relocatable buildings provide the structural stabi lity of a fixed building 
yet have piles that allow the building to be relocated more easily when the population base 
moves within the area.  

 
6.4.  Facilit y Design Objectives  

 
Key drivers or development parameters were established to guide the formulation of 
facilities:  

 
i. An environment that will be conducive to developing clinical practice and policy 

toward best practice. 
ii.  An environment that supports the phi losophy of whole and whanau health. 
iii.  An environment that is accessible and appropriate in design for those with 

mobility difficulties, and is culturally safe. 
iv. Accommodate flexibility to enable expansion or relocation in the future.  
v. Maximise use of shared resources. 
 

6.5.  Assumptions  
 

The following assumptions were made prior to the preparation of the facility design 
options:  

 
i. An oral health service for children and adolescents will be provided in the MDHB 

region. 
ii.  Crown land will be used for new builds or remodell ing. 
iii.  Co-location with primary p roviders will occur for Option 3 . 
 

6.6.  Methodology    
 

Options for the reconfiguration of the MDHB Child and Adolescent Service were developed 
following : 

 

¶ Analysis of the current MDHB oral health situation.  

¶ Review of the Ministry  of Healthôs strategic vision ñGood Oral Health for All, for 
Lifeò 2006. 

¶ Undertaking population projections.  

¶ Reviewing technological advances. 

¶ A facility review.  

¶ Stakeholder consultation.  
 

In addition , the MDHB Oral Health Service Plan, Primary Health Stra tegy, Child Health 
Service Plan, and Maori Health Strategy, along with the draft Pasifika  Nui  Strategy have all 
informed this development.  

 
6.7.  Pro posal ñFitò with MDHB Direction 

 
The Oral Health Service Plan October 2005 prioritises: 

 
Reducing the impact and incidence of oral disease through prevention and health 
promotion strategies:  

 

¶ Ensuring screening and early detection to reduce the impact of oral disease on well 



 Page 40 of 89                                                                                                                              

being. 

¶ Ensuring effective treatment  to improve the quality of life.  

¶ Improving oral health ser vices through a responsive workforce. 

¶ Improving the quality of oral health services through planning, innovation, and 
quality assurance. 

 
The MDHB District Annual Plan (DAP) 2007/2008 includes strategies for:  

 

¶ A reduction in the number of dental caries in our distric tôs child and youth 
populations.  

¶ Improved access to oral health services. 

¶ Progression of the Child and Adolescent Oral Health Service Improvement Project 
in line with the Ministry of Healthôs strategic vision, ñgood oral health for all for 
lifeò, including reorientation of service and a new model of service delivery being 
introduced over the next 5 years. 

 
MDHB District Strategic plan ñPlanning for the Future 2005 ï 2015ò has  stated long term 
outcomes of: 

 

¶ Oral health improving for the peopl e within MidCentralôs district. 

¶ Peopleôs transition through the health and wellbeing continuum is well managed 
and informed.  

 
The above points explicitly state that the Investment in Child and Adolescent Oral Health 
Service Improvement Project is one of the stated directions for MDHB.  
 
6.8.  Asset Replacement  

 
 An asset replacement programme was prepared for Oral Health in June 2005. This plan 
has been used in preparing the financial analysis underlining Option 7 ï Status Quo. Since 
June 2005 it has become evident that the asset management plan previously prepared 
would be insufficient  to provide a level of service commensurate with modern standards of 
practice. 

 
Accordingly, as part of this project five new asset configurations in addition to the status 
quo option and a minimum compliance option , have been costed and the requirement for 
new capital expenditure identified. T able 15 outlines the expected spend on capital items 
for Option 3 over the next five years. Mobile dental clinics aside, annual capital 
expenditure will be needed to upgrade and replace clinical equipment. 

 
6.9.  Capital Expenditure  

 
An analysis of the current service followed by development of a new service model was 
completed prior to determining the number of dental chairs and facility configuration. Five 
variations of a new model of service delivery have been costed, along with the status quo. 
In preparing the financial estimates underlying the analysis applicable to each option it 
was assumed that the project would commence in the 2009/10 financial year to enable the 
implementation planning and  engagement to be undertaken following approval of the 
Business Case. 

 
The assumptions used in determining the level and timing of capital expenditure include:  
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¶ Capital costs for each clinic have been based on a construction cost of $2,500 per 
square metre. 

¶ Sizing of clinics is based on 39 square metres (single chair fixed clinic), 62 square 
metres (two chair clinic) and 85 square metres (three chair clinic) . 

¶ Costs for single and double chair mobile clinics are as per the Ministry of Health 
recommendation at  $450k for a single chair and $500k for a double chair . 

¶ Other building costs include $ 25k for planning, 10% for project management and 
a contingency of 20% to recognise factors such as the timing of the project. 

¶ In the case of clinics it has been assumed that all clinical equipment in good repair 
will be relocated to the new clinics and equipment that would be purchased as 
business as usual is not part of the capital expenditure requested.  

¶  The cost of all fittin gs and clinical equipment is included in the above prices for 
mobile clinics. To this end the clinical plan presented relates only to the proposed 
fixed and co-located clinics 

¶ An allowance of $10k for fittings per fixed clinic has been made. 

¶ One of the existing mobile dental  clinics will be replaced in Year 3 of the project, 
with the remaining older two mobile dental clinics being refurbished in Year 5. 

 
In order for Option 3 to be progressed, $5,584 million of new capital expenditure will be 
required over a period of five years (refer table 15). This will be used to fund the building of 
three new two chair clinics and the purchase of a further five mobile clinics , along with the 
replacement of an existing mobile clinic in Year 3, and the refurbishment of th e remaining 
two older  mobile clinics in Year 5. Space for a further two clinics will be rented as part of a 
co-location with Primary Health Providers.  
 
Table 15. Capital Expenditure Plan  

 Year 1  Year 2  Year 3  Year 4  Year 5  

 09 / 10 10/ 11 11/ 12 12/ 13 13/ 14 

 F'cast  F'cast  F'cast  F'cast  F'cast  

 ($,000)  ($,000)  ($,000)  ($,000)  ($,000)  

Buildings          $455,126 $843,804     

Vehicles $1,538,305   $1,092,727       $506,479  $119,405 

Clinical Equipment  $88,172 $374,330 $81,137 $56,109 $58,657 

Furnit ure and Fittings    $32,782       

 $2,081,603  $2,343,643  $587,616  $56,109  $178,062  

 
7. Financial Analysis  

 
7.1. Operational Performance  

 
Estimates used in the forecast statement of operating performance prepared for each 
option are based on the information underp inning that  option . The analysis provided in 
Tables 16 and 17 should be regarded as high level, prepared with the intention of providing 
costs for the different service configurations.  

 
The analysis shows that increasing mobility increases the operating expenditure with the 
range being an operating deficit of $244,000 for a service with 4 mobile dental clinics 
through to an operating deficit of $1,204,000 for a service with 13 mobile dental clinics by 
Year 3 of implementation. Irrespective of which option i s chosen expenditure will outweigh 
revenue. 

 
Given that  the significant capital expenditure is expected to be phased across two years, 
namely 2009/10 and 2010/11, Year 3 of the forecast statement of operating performance 
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provides the best indicator as to the likely financial performance of each option. The 
analysis shows that the spend on capital expenditure in the first two years will result in an 
increase in the depreciation expense and cost of finance, but will result in lower 
maintenance costs. 

 
7.2.  Key Ass umptions  

 
Key assumptions underlining the accompanying financial analysis in Tables 15, 16, and 17 
include:  
 

¶ A 3% increase in revenue and operating costs where applicable to allow for 
expected price increases, including personnel salary step changes. Three percent 
represents the average future funding track adjustment received over the past two 
years. 

¶ Personnel costs calculated based on the current MECA agreements. In the case of 
all options other than Option 7 (status quo) personnel costs have been determined 
on the basis of a move to 2,080 working hours per annum for both Dental 
Therapists and Dental Assistants, compared to the current 1,846 hours per 
annum.  

¶ The number of eligible children increases by 8,190 with the number of 
appointments per annum incre asing to 43,926. These increases are due to the 
revised enrolment age for preschool, and currently unenrolled adolescent eligible 
population in the new service delivery model. The employment of Dental 
Assistants to provide support to Dental Therapists increases chair productivity  by 
33%. An increase in revenue for the increased volumes is to be confirmed. 

¶ The cost of capital has been calculated at the current rate of 8%. Expenditure on 
new facilities and upgrades in excess of the current depreciation expense will 
result in an increase in equity and a further cost to MDHB.  

¶ No provision has been made for the repayment of amounts received to fund 
capital expenditure . 

¶ Depreciation has been calculated at rates used by MDHB ï buildings (2.5%), 
vehicles (10%), cli nical equipment (8%) and fittings and furniture (8%) . 

¶ Maintenance costs include the cost of maintaining  mobile dental clinics and 
buildings. Building maintenance has been calculated at the rate of $45 per square 
metre. 

¶ Rental costs in respect of clinics collocated with PHOs have been calculated using 
a rate of $300 per square metre. In the case of clinics located on Ministry of 
Education property an assumption of a peppercorn rental  of $10 per annum in 
line with the Ministry of Health guidance . 

¶ Consistent with analyses of this type, a contingency equal to 10% of direct costs, 
other than personnel, has been included in the analysis. 

¶ Overheads have been calculated based on existing MDHB policy and methodology. 
An amount equal to 8.3% of revenue, adjusted for the expected increase in the cost 
of insurance by adding 1% of the cost of fixed assets, has been used. 

¶ It is anticipated that Option  3 will require $1.84 million  in additional funding  by 
Year 3 if a breakeven result is to be achieved. This equates to $1.291 million  above 
the status quo forecast deficit. 

¶ Operating efficiency gains of 27% are expected as a result of the service 
reconfiguration.  

¶ Appendix 8 provides a detailed clinic equipment plan.  
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Table 16. Option 3  Financial Analysis  

Option 3 - Forecast Statement of Operating Performance 

(2 Co-located / 3 fixed / 8 mobile)     

       

 Year 1 Year 2 Year 3 Year 4 Year 5 Year 10 

 F'cast F'cast F'cast F'cast F'cast F'cast 

Financial Year 0910 1011 1112 1213 1314 1819 

 ($,000) ($,000) ($,000) ($,000) ($,000) ($,000) 

       

Revenue $3,729 $3,841 $3,956 $4,075 $4,197 $4,865 

       

       

Expenditure       

       

Personnel $2,422 $2,495 $2,570 $2,647 $2,726 $3,160 

       

Clinical Supplies $242 $249 $256 $264 $272 $315 

       

Infrastructure and Non Clinical       

Cleaning $64 $66 $68 $70 $72 $83 

Uniforms $18 $19 $19 $20 $20 $24 

Depreciation $135 $254 $363 $411 $412 $429 

Maintenance $182 $164 $104 $107 $110 $127 

Rental $ $6 $40 $41 $42 $49 

Security $26 $53 $54 $56 $57 $67 

Waste $34 $36 $37 $38 $39 $45 

Electricity $34 $36 $37 $38 $39 $45 

Water $2 $2 $2 $2 $2 $3 

Vehicles $27 $73 $106 $109 $112 $130 

Computer Costs $41 $43 $44 $45 $47 $54 

Telecommunications $14 $14 $15 $15 $16 $18 

Stationery and Postage $25 $26 $27 $28 $29 $33 

Cost of Finance $188 $362 $380 $351 $333 $189 

Other $4 $4 $4 $4 $4 $5 

Contingency $119 $173 $195 $200 $200 $195 

 $914 $1,328 $1,492 $1,534 $1,533 $1,496 

       

Overheads $342 $373 $385 $391 $400 $453 

       

Total Expenditure $3,920 $4,444 $4,703 $4,836 $4,931 $5,424 

       

Surplus(Deficit) ($191) ($604) ($747) ($762) ($734) ($559) 
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Table 17. Option 7 Financial Analysis  

Option 7  - Forecast Statement of Operating Performance  
(Status Quo with 2005 AMP Upgrades)  

       

 Year 1  Year 2  Year 3  Year 4  Year 5  Year 10  

 F'cast  F'cast  F'cast  F'cast  F'cast  F'cast  

Financial Year  0910  1011 1112 1213 1314 1819 

 ($,000)  ($,000)  ($,000)  ($,000)  ($,000)  ($,000)  

       

Revenue  $2,699  $2,780  $2,864  $2,950  $3,038  $3,522  

       

       

Expenditure        

       

Personnel  $1,931  $1,989  $2,048  $2,110  $2,173  $2,519  

       

Clinical Supplies  $210  $216  $223  $230  $236  $274  

       

Infrastructure and Non Clinical        

Cleaning $64 $66 $68 $70 $72 $83 

Uniforms  $18 $19 $19 $20  $20  $24 

Depreciation $145 $165 $184 $232 $232 $232 

Maintenance $182 $197 $203  $209  $216 $250 

Rental $ $ $ $ $ $1 

Security $5 $5 $6 $6 $6 $7 

Waste       

Electricity  $58 $60  $62 $64 $66 $76 

Water $2 $2 $2 $2 $2 $3 

Vehicles $27 $27 $28 $29 $30 $35 

Computer Costs $32 $33 $34 $35 $36 $42 

Telecommunications $47 $48 $50 $51 $53 $61 

Stationery and Postage $25 $26 $27 $28 $29 $33 

Cost of Finance $115 $174 $209  $200  $191 $146 

Other $4 $4 $4 $4 $4 $5 

Contingency             

 $725  $827  $896  $950  $956  $996  

       

Overheads  $230  $237  $244  $252  $259  $300  

       

Total Expenditure  $3,096  $3,269  $3,412  $3,541  $3,625  $4,090  

       

Surplus(Deficit)  ($397)  ($489)  ($548)  ($591)  ($587)  ($568)  
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Table 18. Operating Performance  Year 3   

  Option 1  Option 2  Option 3  Option 4  Op tion 5  Option 6  
Option 

7 

  4 mobile  6 mobile  8 mobile  11 mobile  
13 

mobile  Minimum 
Comp -
liance  

  

Status 
Quo  

  8 fixed  

5 fixed, 2 
co-

located  

3 fixed, 2 
co-

located  
2 co -

located  0 fixed    

Year 3 Clinical and Personnel Plans  

Volumes (completed 
treatments/ client cases) 38,912 38,912 38,912 38,912 38,912 38,912 24,912 

                

Fixed Clinics 8 7 5 2   17 41 

Mobile Clinics  4 6 8 11 13 3 3 

Clinics  12 13 13 13 13 20  44  

                

Chairs  20  21 21 21 21 20  46  

                

Shore facilities 7 15 30  30  45      

                

FTEs  36.30  37.30  37.30  37.30  37.30  41.30  35.77  

Year 3 Forecast Statement of Operating Performance (2011/12)  

  F'cast  F'cast  F'cast  F'cast  F'cast  F'cast  F'cast  

  ($,000)  ($,000)  ($,000)  ($,000)  ($,000)  ($,000)  ($,000)  

Revenue $3,956 $3,956 $3,956 $3,956 $3,956 $3,956 $2,864  

Personnel Costs $2,490 $2,570 $2,570 $2,570 $2,570 $2,714 $2,048  

Clinical Supplies $256 $256 $256 $256 $256 $256 $223 

Infrastructure & Non -
Clinical  $1,076 $1,297 $1,492 $1,737 $1,937 $1,146 $896  

Overheads $378 $380  $385 $388 $396 $379 $244 
Operating 
Surplus(Deficit)  ($244)  ($548)  ($747)  ($995)  ($1,204)  ($540)  ($548)  

Direct Cost/Volume  
$98.23 $105.97 $110.98 $117.27 $122.40 $105.79 $127.15 

Additional funding above 
status quo 

$788 $1,092 $1,291 $1,540 $1,748 $1,084   

Additional funding to 
achieve breakeven 

$1,336 $1,640 $1,840 $2,088  $2,296 $1,632 $548 

Ten Year Capital Expenditure Plan  

Nominal Expenditure  $4,811 $5,128 $5,584 $5,911 $6,754 $4,994 $3,271 
Discounted Expenditure @ 
8% $4,372 $4,653 $5,127 $5,522 $6,437 $4,464 $2,814 
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8.  Project Implementation and Post Project Review  
 
8.1.  Project Implementation  

 
An integrated project plan will be developed for the planning and implementation of all 
project activities associated with the Child and Adolescent Oral Health Service 
redevelopment.  

 
This plan will include:  

 

¶ Service redesign 

¶ Change management 

¶ Detailed design and construction costs of buildings and mobile   clinics. 
 

Each aspect of the plan will include: 
 

¶ Scope 

¶ Responsibilities 

¶ Cost 

¶ Quality measures 

¶ Risk identification and mitigation  

¶ Time frames 

¶ Procurement methods 

¶ Consultation process 

¶ Communication plan . 
 

8.2.  Preferred Option  Critical Success Factors  
 

The following items have been identified as the critical success factors for this project by 
MidCent ral District Health Board:  

 

¶ The most financial and operationally efficient service is developed. 

¶ Financially and clinically sustainable . 

¶ The service has flexibility to grow/shrink to meet the needs of the population base. 

¶ The service is culturally acceptable and is endorsed by local iwi and the wider Maori 
community . 

¶ Is evidenced based with a quality service focus. 

¶ Is aligned with the MDHB Oral Health Service Plan and MDHB District Strategic 
Plan. 

¶ Meets the requirements of the Ministry of Health . 

¶ Indicates a commitment to collaborative models of care with other providers . 
 

8.3.  Project P rocess Critical Success Factors  
 

¶ Is completed while continuing provision of current services;  

¶ Is delivered within or ahead of the agreed timeframes; 

¶ Is delivered within or ahead of the agreed budget; 

¶ Support from key stakeholders is gained; 

¶ A high level of quality and flexibility is achieved ; 

¶ Puts MDHB in the best position to improve their oral health status . 
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8.4.  The Project Plan  
 

Detail planning for the project will commence once app roval has been gained from the 
Ministr y of Health to progress, with a commitment of funding for the project.  

 
Timeframes are indicative and would be subject to approval from  the Ministry of Health : 
 
Table 19. Indicative project implementation tim eframes  
 
Completion of t erms of reference and project scope May 2008  
Appointment of project sponsor May 2008  
Appointment of project implementation manager June 2008  
Development of detailed implementation and change management plan June 2008  

 ï July 2008  
Submission of the detailed plan to MDHB  August 2008  
Commence implementation of identified phase 1 (formal staff change management 
commences, community engagement on locations for fixed facilities and schedule 
for mobiles, purchase of additional mobiles, development of three chair facility)  

October 2008  
ï October 2009 

Conclude implementation of  phase 1  October 2009 
Commence phase 2 (continuing staff change management, development of 
remaining facilities)  

December 2009 
 ï June 2011 

Conclude phase 2 June 2011 
Post occupancy review September 2011 

December 2011 

 
8.5.  Project Governance  

 
Project oversight will be through the MidCentral District Health Board Executive 
Management Team chaired by the MDHB Chief Executive. 

 
Operational/ implementation management  will be through the appointed project sponsor 
who will develop a team led by an appointed project manager. The team will consist of 
clinical advisors (public and private), iwi representation, primary health representation, 
project manager, dental service operational management, MDHB Funding Division , and 
union advisors. Quality assurance oversight will be defined. 

 
A sub group of the operational management group will be the Technical Advisory Group 
who will undertake the planning and procurement of the mob iles and facilities. This group 
will be led by the project manager and provide information to  the operational management 
group. Members of this group will be responsible for working with external contractors 
and consultants. It is proposed that this group works closely with operational groups in 
neighbouring DHBs in order to benefit from potential competitive pricing and timing.  

 
8.6.  Procurement Strategy  

 
Following approval of the business case, a procurement analysis workshop will be 
undertaken to identify the  best method/s of delivery for the project.  The national 
procurement process identified through DHBNZ would be considered as an option through 
this phase. The following external resources will need to be engaged for design and build 
aspects of the project: 

 

¶ Project manager 

¶ Architect  (dependant upon the national procurement plans)  

¶ Engineering consultants  

¶ Quantity surveyor 
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¶ Land surveyor 
 

The process for engagement of external consultants will be through a competitive tender 
process utilising the following st eps: 

 
i. Open advertisement for registrations of interest in local and national newspapers, 

and government electronic tender service. 
ii.  Evaluation of submitters against role required and short list candidates against 

this. 
iii.  Invite proposal from preferred consult ants by way of detailed request for proposal. 
iv. Evaluate proposal against agreed criteria and select consultant/s. 
v. Award consultant contracts . 
 

Note that  conflicts of interest are to be declared during the submission phase. 
 

8.6.1.  Construction Procurement (Buildin g and Mobile Clinics )  
 

Due to other DHBs undertaking a similar process at a similar time, it is proposed that 
central and national DHB project managers work together to maximise bargaining 
opportunities utilising expert purchasers.  

 
Key requirements for procurement are: 

 

¶ Price certainty in order to work within the  approved budget. 

¶ Cash flow ï phasing of project implementation funding and purchase  

¶ Maximum value for money . 

¶ Flexible designs for future proofing . 

¶ Balance capital and recurrent costs. 

¶ Fit for pur pose. 
 

8.6.2.  Value Management  
 

Value management is a systematic structured process through which greatest value for the 
dollar, while acknowledgi ng the purpose of the structure is identified.   

 
A formal value management workshop will be held soon after the key design consultants 
have submitted their proposals. Further value management workshops will occur during  
the project to continue to manage project costs.  

 
8.6.3.  Post Project Review  

 
Measures for success of this project will be identified following approval for p rogression to 
the next phase. Review measures will be built in at key milestones with variances being 
addressed at the time of identification.  

 
Following full commissioning of the facilities, and completion of the staff change 
management process, a full post occupancy review will be undertaken at three months and 
six months post occupancy. Items raised in the post occupancy review will feed into the 
MDHB Quality Improvement cycle . It is anticipated that this information will be shared 
with other DHBs as deemed appropriate by MDHB. Stakeholders, contractors, and project 
members will be part of the review. 
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9.  Change Management  
 
9.1.  How to M anage Change  

 
Successful change results from managing the attitudes and behaviours of staff to develop 
and implement systems and processes that affect their future. 

 
Contractually there is an obligation to involve unions in a change management process, 
therefore the actual process will be defined in consultation with the union once approval 
for the project has been gained. 

 
9.2.  Adoptio n of C hange  

 
Acceptance of change relates to the level of understanding for the change and why it is 
happening. For this project the significant aspects of change will be: 

 

¶ Environmental  

¶ Moving to a team culture 

¶ Seeing the client as part of a wider whanau 

¶ Client focussed care 

¶ Alterations to work schedules 

¶ Increased involvement with other health professionals, especially in the primary 
sector 

¶ Utilisation of an electronic information and clinical system.  
 

9.3.  Change Management Progress  
 

Existing staff of the School and Adolescent Dental Service, as well as the MDHB Funding 
Division,  private providers, iwi, union, and primary health providers , have been involved 
in the development of this business case through one-to-one discussions, emails, 
presentations to stakeholder groups, newsletters, and workshops. It is acknowledged that  
differing viewpoint s exist which have been taken under consideration in the development 
of this business case. Early identification of the se differences is important in order for a 
management strategy to be put in place. 

 
Key stakeholders have been advised that the process to date is around the development of 
a model of care and service delivery model, not the commencement of an implementation 
plan.  They have been advised that implementation  planning will occur once commitment 
to funding from the MDHB and the Ministry of Health has been received, at which point a 
second phase of the Investment in Child and Adolescent Oral Health Service Improvement 
project will commence. 

 
9.4.  Change Management Wo rk Streams  

 
Involvement by those closely affected by change in developing the new models is proven to 
increase the ease with which the change is accepted. It is proposed that those affected are 
given the opportunity to participate in the work streams that are to be developed regarding 
facility design, and systems to support the model of care. 

 
Balancing the need to be involved with the need for business as usual over a period of 
change is difficult. Preferred methods of receiving information vary between te ams and 
individuals , therefore differing modes of communication  is required. For this reason a 
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communication work stream will also be developed. 
 

9.5.  Community C hange  
 

Information will be available to the commun ity through a variety of means including  radio, 
printed media, mail drops, posters. It is possible that a national ñcommunity changeò 
campaign would be appropriate with this project  due to the changes occurring nationally. 

 
A national approach to advertising the change would provide greater, consistent coverage 
as well as enabling more influential role models to be engaged. 
 
 
10.  Risk Management  

 
10.1.  Risk Management Plan  

 
Risks identified early are able to be mitigated through a managed process rather than 
reactive response, therefore increasing the sustainability of the mitigation.  Risks have been 
assessed and analysed using the MDHB risk planning process of consequence verse 
likelihood.  

 
Risk identification will  occur as the project plan is developed, and reviewed at planned 
intervals throughout the project.  

 
The risk identification  process is to: 

 

¶ Identify major stakeholders ô objectives. 

¶ Identify the risks and document these in consultation with the project team 
members. 

¶ Collate and assess risks for completeness and accuracy. 

¶ Analyse each risk using a likelihood:consequence scale to identify the impact of 
each. 

¶ Identify and document a treatment for each risk to reduce the likelihood of the 
scenario occurring, and to minimise any impact if it does occur . 

¶ Document reviews/alterations as they occur. 
 

It is proposed that a risk identification and management workshop is held early in the 
implementation phase of the project . Appendix 14 details the identified risks and 
management strategies. 
 
11. Communication and Engagement  

 
The communication and engagement approach taken in the business case development has 
been to engage with key stakeholders. Wider community engagement will occur once a 
commitment to moving to the implementation phase f rom the Ministry of Health has been 
gained. 
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11.1. Key Stakeholders  
 

The following were identified as key stakeholders for the business case development phase: 
 

Table 20.  Key stakeholders  
 

KEY STAKEHOLDER  

MidCentral District Health Board 

MidCentral Health General Manager 

Funding Division Primary and Child Health Portfolio Managers 

Clinical Advisor/Researcher DHB 

Oral Health District Management Group 

Public Health Service 

School and Adolescent Dental Service staff and management 

Community and Public Health Advisory Committee 

Hospital Advisory Committee 

Executive Management Team 

Decision Makers (external) 

Ministry of Health Oral Health Directorate 

Members of Parliament 

Mayors and Local Territorial Authorities 

Treasury 

Education 

Principals Federation 

Principals  Association 

Alternative Education 

Ministry of Education Network Development Officers 

Early Childhood Education 

Teen Parent Unit 

Young Mothers Group 

Boards of Trustees  

Cultural  

Manawhenua Hauora 

Maori Health Unit 

Pasifika Group 

Youth One Stop Shop 

External Providers 

Private Dental Providers 

Primary Health Organisations  

Iwi providers  

Well Child Providers 

DHBôs  

Hawkes Bay DHB 

Whanganui DHB 

Hutt Valley DHB                    

Capital and Coast DHB 

Taranaki DHB            

Nelson/Marlborough DHB                    

Wairarapa DHB                 

Support Services 

Public Service Association (PSA) 

New Zealand Dental Association (NZDA) 

New Zealand Dental Therapists Association (NZDTA) 
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11.2. Communication Plan Objectives  
 

¶ All key stakeholders are given the opportunity to input into the development of a 
new service delivery model. 

¶ Key stakeholders are kept well informed about the development of oral health 
services. 

¶ The MidCentral Health School and Adolescent Service management team and staff 
are involved and kept informed about the Investement in Child and Adolescent 
Oral Health Service Improvement Project development.  

¶ Neighbouring DHBs are involved in the development of the service delivery model 
for MDHB.  

¶ The Public Service Association, New Zealand Dentists Association, and New 
Zealand Dental Therapist Association are aware of and have had input into the 
development of the  proposed model. 

¶ The Ministry of Health, Ministry of Education, MDHB, MDHB Executive 
Management Team, MDHB Hospital Advisory Committee , and MDHB Community 
and Public Health Advisory Committee , are all informed and updated about the 
project. 

 
11.3. Strategy  

 

¶ Identify key stakeholders. 

¶ Notify key stakeholders of the project. 

¶ Invite key stakeholders to participate in the service delivery model development. 

¶ Provide formal and informal opportuniti es for key stakeholder development. 

¶ Develop and champion key messages. 

¶ Keep staff informed through provision of open, honest information in written and 
verbal feedback to them and their support agencies. 

 
11.4. Tactics  

 
Table 21.   Communication S ummar y 

 
Audience Written 

updates 

Email contact Workshop 

invitation 

Presentation Meetings 

School dental staff V V V V V 

MDHB  V     

Ministry of Health  V   V 

Ministry of Education V V   V 

Private providers  V V V  

Well Child providers   V   

Cultural advisors V V V  V 

Primary health providers  V V  V 

Education providers  V V  V 

Local territorial authorities   V   

Neighbouring DHBs  V V V V 

 
11.5. Communication Outcomes  

 
Support for the project has come from the involved key stakeholders with the following 
agreed messages: 

 

¶ Take the service to the kids. 

¶ Make the service accessible to those that cannot afford to travel. 
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¶ Make the hours of service flexible to accommodate seasonal and shift working 
guardians. 

¶ Collaborate with other providers . 

¶ Minimise the time out  of education to attend appointments . 

¶ Childrenôs safety is paramount. 

¶ Prevent disease happening. 

¶ Do not reinvent the wheel. 

¶ Consider contract extension for private providers . 
 

The above points have all been taken into account with the development of the proposed 
service delivery model. 

 
Further engagement with key stakeholders, along with the wider community will occur 
following commitment from the MDHB Board and Ministry of Health to support the 
preferred model. 

 
 
12. Conclusion  

 
This business case shows that: 
 

i. All sensible options for both service delivery and building configuration have been 
evaluated so as to confirm that the preferred solution is the optimum choice.  

 
ii.  The preferred solution will provide:  

 
¶ Increased access to services and greatest potential to reduce inequalities. 
¶ Flexibility  to expand services, or reduce services, according to population 

growth/decline . 
¶ A quality environment for service delivery . 
¶ Promote partnership and integration between health and education 

providers. 
¶ Greater operating efficiency. 
¶ Improved  service quality. 
¶ Sustainability . 

 
iii.  Implementation will:  
 

¶ Re-orientate child and adolescent oral health services. 
¶ Reduce inequalities in oral health outcomes and access to oral health 

services. 
¶ Promote oral health. 
¶ Build  linkages with prima ry care. 
¶ Build  the oral health workforce according to service need. 
¶ Develop oral health policy . 

 
iv. Implementation will support the MDHB DAP objectives of:  
 

¶ A reduction in the number of dental caries in our distric tôs child and youth 
populations.  

¶  Improved access to oral health services. 
¶ Progression of the Investment in Child and Adolescent Oral Health Service 
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Improvement project in line with the Ministry of Healthôs strategic vision, 
ñGood Oral Health for All , for Lifeò, including reorientation of service and a 
new model of service delivery being introduced over the next five years. 

 
v. The preferred option will require additional capital of $5.584 million split over a 

five year period, and an increase of $1.291 million  operational  funding  per annum 
from the Mini stry of Health  by Year 3. 
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Appendix  1. MDHB Strategy and Initiative Summary  Relating to Oral 
Health  

 

a. Improve the Health and Wellbeing of our Community - Reducing 
Disparities and Inequalities  

 

What ¶ Increased investment in the promotion of healthy lif estyles and 
good oral hygiene. 

¶ Work with councils to outline the benefits of fluoridation and 
promote fluoride uptake by other means. 

¶ Improved health outcomes in priority health gain areas for the 
people of our district . 

¶ Promoting good health in Maori comm unities through targeting 
the environment or settings in which they live . 

¶ Building on current Maori health and disability gains . 
¶ Improving Maori health and reducing Maori disparities . 
¶ Commit to the health of the MidCentral community . 
¶ Reduce the impact and incidence of oral disease through 

prevention and health promotion strategies . 
¶ Ensure screening and early detection to reduce the impact of 

oral disease on wellbeing. 
¶ Improve the quality of oral health services through planning, 

innovation, and quality assurance. 
¶ Improved access to oral health services. 
¶ Ensure effective treatment to improve the quality of life . 

How ¶ Establishment of the ñTeeth for Keepsò programme. 
¶ Implementation of the Ministry of Healthôs Healthy Eating 

Healthy Action strategy (HEHA).  
¶ Provide fluoridated toothpaste with the oral packs offered to 

children by general practice teams, Well Child services, iwi 
providers, and school dental services. 

¶ Promote oral hygiene and the importance of regular checks 
through clear and concise messages targeted to specific groups 
using those networks, agencies and settings that already exist. 
This includes working with government agencies such as Work 
and Income New Zealand. 

¶ Promote healthy living to the general population, with emphasis 
on Maori and Pacific Island peoples. Healthy living includes 
smoking cessation, good diet, oral hygiene, and regular oral 
care. 

¶ Encourage oral health services provided to Maori and Pacific 
Island peoples to encompass an holistic, integrated and 
culturally competent approach i n an appropriate setting.  
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How ¶ Ensure as many under 2½ year olds as possible receive some 
form of oral health contact . 

¶ Increase the number of 2½ year  olds registered with the school 
dental service to 98% by December 2005. 

¶ Actively promote the free adolescent dental service, particularly 
to adolescent school leavers under 18 years of age. 

¶ Ensure Maori and Pacific Island peoples continue to have the 
opportunity to access health care through Maori and Pacific 
health providers.  

¶ Support innovation in oral health , especially around high needs 
groups, promotion and early intervention, through the 
availability of a funding pool . 

¶ Including whanau participation in their own development  
¶ Focusing on the Whanau. 
¶ Actively encourage the use of available dental services, and 

promote those that are free for children and adolescents. 

 
 
b.  Find better ways of working  
 

What ¶ Streamline Palmerston North Hospitalôs dental unit to cope with 
increased demand. 

¶ Further develop and implement health promotion and education 
programmes for parents and family/whanau of Maori and 
Pacific Island children to create awareness of oral disease and 
prevention practices. Deliver these programmes in culturally 
appropriate settings such as Kohanga Reo. 

¶ Enhanced iwi and Maori community capacity to contri bute to 
Whanau Ora. 

¶ Improve oral health services through a responsive workforce. 

How ¶ Provide screening services through the use of mobile dental 
clinics in off peak times, supported by coordination and 
outreach activities. 

¶ Improve the availability of the essential dental service 
throughout MidCentral District by addressing contract issues 
with private dentists.  

¶ Ensure MidCentral Healthôs dental services offer school holiday 
services. 

¶ Establish an acute stream (urgent referral pathway) for the 
referral of children into MidCentral Healthôs dental unit when 
they require prompt treatment that cannot be managed in the 
private sector. 

¶ Appoint an oral health coordinator to work in the community to 
coordinate oral health messages. 
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How ¶ Ensure the continuation of an adolescent oral health coordinator 
for MidCentral District.  

¶ Establish six monthly planning meetings with stakeholders.  
¶ Develop a broader health promotion strategy for MidCentral 

District to coordinate and focus actions across health areas and 
ensure the best use of the resources available. 

¶ Improve coordination and communication between MidCentral 
Healthôs dental services, the Maori Health Unit and Maori 
health providers with regard to provision of screening services 
using the mobile dental clinic at Maori  provider sites (as piloted 
in 2004/05) . 

¶ Commission surveys to provide feedback on service delivery, 
community knowledge/beliefs about fluoride, reasons why 
people do not attend the dentist, and more reliable data on 
ethnic groups such as Asian peoples with a view to service 
improvement . 

¶ Having a strong Maori presence at all levels within primary 
health organisations. 

 
c. Work Together  
 

What ¶ A reduction in the number of dental caries in our districtôs child 
and youth populations . 

¶ Establish appropriate contrac ts with private dentists to ensure 
continued availability of back up for the school dental and 
essential dental services. 

How ¶ Work with communities which express an interest in 
fluoridation, but otherwise promote and encourage fluoride 
uptake through other means (e.g. toothpaste). 

¶ Establish the Well Child ñTeeth 4 Keepsò programme to be 
delivered collaboratively by a range of existing health providers 
throughout the district . 

¶ In collaboration with the education sector, support schools and 
school communities to understand and educate children and 
adolescents on the importance of oral health. 

¶ Work with community workers such as public health nurses, 
Maori health providers, dental therapists, Well Child service 
providers and general practice teams to reinforce oral health 
education and services. 

¶ Support and encourage primary health organisations to include 
an oral health strategy in their plans, including prevention, 
promotion, and early detection measures. 

¶ Ensure oral health considerations are included in other service 
areas, for example, child health. 

¶ Supporting iwi/Maori health providers and increasing funding 
of Kaupapa Maori programmes. 

¶ Collaborating with main stream providers and Maori across the 
local and central government sectors. 

 
 



 Page 62 of 89                                                                                                                              

d.  Develop our Health Workforce  
 

What ¶ Develop increased workforce capacity for dental services 
¶ Have a collaborative skilled Maori health workforce . 

How ¶ Actively recruit appropriate dental professionals from home and 
overseas. This includes providing opportunities for new 
graduates to receive studentships to work for MidCentral . 
¶ Formalise training programmes for upskilling dental 

professionals and other health providers:  
¶ Provide local forums 

¶ Involve groups such as the NZ Dental Association and the 
Dental Council. 

¶ Work with tert iary training professionals to ensure oral health is 
included in the training courses such as teacher and nanny 
training . 

¶ Encourage schools to promote dentistry as a career path. 
¶ Establish and maintain an oral health website to include 

information on orien tation packages and career pathways. 

 
e. Be a Leader in Health  
 

What ¶ Increased investment in the promotion of healthy lifestyles and 
good oral hygiene. 

¶ Improved health outcomes in priority health gain areas for the 
people of our district . 

¶ Promoting good health in Maori communities through targeting 
the environment or settings in which they live . 

How ¶ Work with councils to outline the benefits of fluoridation and 
promote fluoride uptake by other means. 

¶ In collaboration with the education sector, support school s and 
school communities to understand and educate children and 
adolescents on the importance of oral health. 

¶ Work with community workers such as public health nurses, 
Maori health providers, dental therapists, Well Child service 
providers and general practice teams to reinforce oral health 
education and services  

¶ Support and encourage primary health organisations to include 
an oral health strategy in their plans, including prevention, 
promotion, and early detection measures 
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Appendix  2.   Health Equity Assessment Tool (HEAT) 2007  
 

Health Equity Assessment Tool  

 
MidCentral District Health Board  
August 2007  
 

Background Information  

MidCentral District Health Board provides dental examination and treatment for 2 ½  - 18 year olds within 
the region through 41 single chair clinics based on school grounds, 3 mobile dental clinics, and 30 contracts 
with private providers.  
 
The service is available for 40 weeks of the year and is closed over school holiday periods. 
 
Due to changes in legislative and service standards the existing clinics require remodelling to meet the 
requirements.  
 

1. What health issues is your child oral health service trying to address?  

Improvement in the oral health status of children and young people throughout M DHB. 
Equity in access to service for those living rurally and who are socially deprived. 
Improved appropriateness in service delivery for Maori and Pasifika  children.  

2. What child oral health inequalities exist in your area?  

Rurality ï those living in rura l areas do not have access to fluoridated water and have significant 
distances to travel to receive oral health care if it is not provided in their community.  
Deprivation ï people who have a deprivation rating of 7 ï 10 have transport difficulties, and also are less 
likely to purchase fluoridated oral health care products.  
Ethnicity ï the oral health status for Maori and Pasifika  children is worse than others regionally and 
nationally.  
Employment ï it is difficult for seasonal workers to take time out of w ork for appointments during their 
working day. 
Education ï those with lower education levels are more likely to have poor health, including oral health, 
status. 
Funding ï funding based on completion of treatment is not conducive to health promotion or a wh anau 
approach. 

3. Which children are most advantaged and in what way?  

Children in Palmerston North and Feilding have access to fluoridated water supplies. 
Those children who attend a school that has a clinic attached, or a mobile clinic visit. 
Children in f amilies with low social deprivation ratings.  

4. What are the determinants of this inequality ï how was it created, maintained or 
increased?  

¶ Access 

¶ Service barriers 

¶ Socio-economic barriers 

¶ Transience 

¶ Cultural barriers  
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Access ï rural communities without fluor idation have smaller populations making school based clinics 
unfeasible and unsustainable. Limited hours of service availability restrict access. 
Service barriers ï historical influences and/or experiences can negatively taint their view of oral health 
care.  
Socio-economic barriers ï families who cannot afford to travel to clinics that are not based at the school 
affects their ability to attend. Households with lower incomes tend to have a less nutritious diet, and do 
not have the ability to purchase fluor idated oral health products.  
Transience ï locating children who move within the MDHB region to another school zone, and those 
who move in or out of the region totally is difficult, and knowing their current oral  health status is even 
more so due to the lack of an integrated information system.  
Cultural barriers ï services provided without the ability for parental/whanau involvement presents a 
barrier for Maori and Pasifika  due to issues of trust and confidence in health providers. Language 
barriers exist due to the number of cultures present within MDHB region.  

5. How will you address the Treaty of Waitangi in this review?  

Involving Maori leaders in the development of the model of care and service delivery model is imperative 
to ensure that the proposed models are identified as being culturally appropriate for Maori. Working in 
partnership through the development with ensure that protection of Maori principles are incorporated in 
the new model, as well as allowing Maori to identify what is required for Maori ï self determination, or 
whanau ora approach. 

6. Are you receiving input from Maori  throughout the review? If no, what steps are you 
taking to ensure Maori  participation, protection, and partnership in the review?  

Yes through reference group membership, wor kshop attendance, and presentations to Manawhenua 
Hauora. A copy of the business case was provided for comment prior to sign off by MDHB Hospital 
Advisory Committee and Community and Public Health Advisory Committee.  

7. Please give a brief narrative of the k ey linkages that have been established with Maori  in 
your area?  

Linkages exist at a governance level with Manawhenua Hauora, and at operational levels with iwi and 
Maori health providers. A pilot project was undertaken at a local Maori secondary school wh ich involved 
working with iwi in the development, implementation and review of the project.  
Infrastructure to accommodate mobile dental clinics has been installed at several Marae and kura 
kaupapa throughout MDHB.  

8. How will the proposed reconfiguration ad dress the inequalities you have identified? Use 
the Ministry of Healthôs intervention framework to guide your thinking (Reducing 
Inequalities in Health. 2002)  

Siting of fixed dental clinics at schools in areas of high deprivation, with an increase in mobi le service 
provision allowing visits to more sites rather than having increased numbers of children having to travel 
for examination and treatment.  
Having multiple points of entry to the service, both physically and for enrolment, allow greater capture 
due to the flexible nature of the service. 
Increasing hours of availability, and introducing flexibility to these, will allow whanau to attend together, 
outside of work time.  
A change to the configuration of service delivery and making the service more visible will reduce the 
negative oral health experiences that people may have had when attending school dental clinics as a 
child.  
Working collaboratively with other health providers improves the chances of capturing the transient and 
hard to reach population.  

9. Who will benefit the most?  

Children under five  through early enrolment and high risk identification.  
School leavers through greater site options for them to attend, especially for those on apprentices.  
Parents and guardians through greater access options and flexible scheduling.  
Primary care providers through greater exposure to another health profession. 
Dental therapists through greater collegial support.  

10. What might the unintended consequences be of a reconfiguration of your child oral health 
service?  
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Increased volumes that have not been identified in the model mapping.  
Scheduling difficulties for mobile dental clinics.  
Workforce not accepting a new model of care or service delivery model. 
Possible increase in musculo-skeletal injury for dental therapists due to increased clinical work. 

11. What will you do to make sure it does reduce/eliminate inequalities?  

Ensure model mapping is worked on the total MDHB eligible population and population projections.  
Appointment of a coordinator to ensure scheduling o f services maximises resource use and meets 
community needs as much as possible. 
Site fixed clinics in high deprivation areas.  
Have relocatable buildings at fixed sites that are able to be relocated if/when the population drifts 
significantly within the re gion. 

12. How will you know if inequalities have been reduced/eliminated in your child oral health 
service?  

Oral health indicators will improve to target by 2014.  
Feedback from service users, service providers, and site providers indicates acceptance of the model by 
2012. 
Increased key performance indicators to take into account health promotion efficiencies as well as 
treatment indicators which are benchmarked prior to implementation of the new service delivery model 
and model of care. 
Post project audits. 
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Appendix 3.  Options Analysis  
 

Analysis Option 1  
Option One:   One fixed 3 chair clinic  

Five fixed 2 chair clinics  
Two fixed single chair clinics  
Three single chair mobile clinics (caravan type)  
One 2 chair mobile clinic  (caravan type)  

Service Features  ¶ Fixed sites located in areas of highest need 

¶ A flexible use health room available at all fixed clinics 

¶ Increased mobility to access rural areas 

¶ Consistent work environment for therapists  

¶ Buildings meet required standards  
 Positives  Negatives  
Improve oral health 
promotion and 
prevention  

¶ Increased professional contact for 
therapists 

¶ Ability for other health professionals 
(ie nurses, health promoters, Vision 
Hearing Technicians) to work in the 
same building 

¶ Fixed sites give the community an 
opportunity to know where the 
service is all year while mobiles 
promote the service more widely 

 

Potential for team division if 
people work in the same 
place with the same people 
all year 

Maintain and improve 
public confidence  

¶ A consistent site is available 
throughout the year for all districts 
within MDHB  

¶ Mobile services promote the fact the 
service is out there and in your 
community  

¶ Ability to have a range of 
assessments/education/advice/treat
ment appealing to those with limited 
time available 

¶ Schools are seen as the community in 
the majority of rural areas  

¶ Schools are able to utilise the vacated 
clinics for other developments 

Parts of some communities 
will feel a loss by not having a 
fixed clinic on each site 

Improve 
treatment/completio n 
rates for adolescents  

¶ Options for treatment on site exist  

¶ Increased health promotion and 
tracking to capture those not 
attending  

Reduced volumes for private 
dentists without mobile 
options 

Improve access to service  ¶ Fixed sites are available throughout 
the year 

¶ Mobile services to more communities 

¶ Fixed sites located in high need 
locations 

¶ Links with other health providers in 
order for those in high need to be 
accessed 

¶ Continuing high completion rate for 
children attending schools 

Some communities that 
currently have a facility at the 
school which would no longer 
be required may feel that 
access for them is not as good 
however these communities 
are the more advantaged 
communities and services 
have been relocated to the 
higher need population  

Maximise effic iencies 
and effectiveness of 
existing workforce 
capacity  

¶ Coordinated booking and 
administration system across the 
service 

¶ Automated recall system 

¶ Greater collegial support for safety 
and training opportunities  

¶ Greater clinical work for 

Potential for increased 
Muscul0 -skeletal injuries due 
to increase in clinical contact 
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professionals 
Reduce inequalities  ¶ Fixed sites available all year in high 

need areas 

¶ Increased access to rural 
communities through greater mobile 
use 

¶ Opportunity for more than one 
assessment to be undertaken during 
one visit 

 

Responsiveness to a 
changing population  

¶ Fixed sites are portacom type 
facilities which are able to be 
relatively easily relocated when 
population shifts  

¶ Greater coordination and 
reorientation to the client focus 
rather  than treatment focus therefore 
overall health picture able to be 
considered 

¶ Able to provide services to alternative 
sites ie marae, churches, sports fields 

 

Utilisation of resources 
invested  

¶ Clinics and therapists are available 
for greater portions of th e year 

¶ Relief of pain services more 
accessible 

Maintenance costs increase. 
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Appendix 4.  Analysis Option 2  
Option Two:  Five fixed two chair clinics  

Three single chair mobile clinics (caravan type)  
Three  dou ble  chair mobile clinics (caravan type)  
One double chair clinic and one single chair clinic 
co-located with primary health  

Service Features  Increased mobility of service  
Increased locations able to be visited 
Facilities that meet required standards  

 Positives Negatives 
Improve oral health 
promotion and 
prevention  

¶ Increased professional contact for 
therapists. 

¶ Ability for other health professionals 
(ie nurses, health promoters, vision 
hearing technicians) to work in the 
same building. 

¶ Fixed sites give the community an 
opportunity to know where the 
service is all year while mobile 
promote the service more widely. 

 

Potential for team 
division if people 
work in the same 
place with the same 
people all year. 
 
 

Maintain and improve 
public confidence  

¶ A consistent site is available 
throughout the year for all districts 
within MDHB . 

¶ Mobile services promote the fact the 
service is out there and in your 
community . 

¶ Ability to have a range of 
assessments/education/advice/treat
ment appealing to those with limited 
time available. 

¶ Schools are seen as the community in 
the majority of rural areas . 

¶ Schools are able to utilise the vacated 
building for other developments . 

Loss of clinic in 
high deprivation 
towns may reduce 
public confidence. 

Improve 
treatment/completion 
rate for adolescents  

¶ Options for treatment on site exist . 

¶ Increased health promotion and 
tracking to capture those not 
attending. 

Reduced volumes 
for private 
providers with 
mobility . 

Improve access to 
service  

¶ Fixed sites are available throughout 
the year. 

¶ Mobi le services to more 
communities . 

¶ Fixed sites located in high need 
locations. 

¶ Links with other health providers in 
order for those in high need to be 
accessed. 

¶ Continuing high completion rate for 
children attending schools. 

Some communities 
that currently h ave 
a facility at the 
school which would 
no longer be 
required may feel 
that access for 
them is not as good 
however these 
communities are 
the more 
advantaged 
communities and 
services have been 
relocated to the 
higher need 
population . 
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Maximise efficiencies  
and effectiveness of 
existing workforce 
capacity  

¶ Fixed sites are available throughout 
the year. 

¶ Mobile services to more 
communities . 

¶ Fixed sites located in high need 
locations. 

¶ Links with other health providers in 
order for those in high need to be 
accessed. 

¶ Continuing high completion rate for 
children attending schools. 

¶ Ability to share resources with other 
health providers  

Some communities 
that currently have 
a facility at the 
school which would 
no longer be 
required may feel 
that access for 
them is not as good 
however these 
communities are 
the more 
advantaged 
communities and 
services have been 
relocated to the 
higher need 
population.  
Workload for 
therapists would be 
unsustainable. 

Reduce inequalities  ¶ Fixed sites available all year in high 
need areas. 

¶ In creased access to rural 
communities through greater mobile 
use. 

¶ Opportunity for more than one 
assessment to be undertaken during 
one visit. 

 

Responsiveness to a 
changing population  

¶ Greater mobility equals greater 
flexibility . 

¶ Fixed sites are portacom type 
facilities which are able to be 
relatively easily relocated when 
population shifts. 

¶ Greater coordination and 
reorientation to the client focus 
rather than treatment focus therefore 
overall health picture able to be 
considered. 

¶ Able to provide services to alternative 
sites ie marae, churches, sports 
fields. 

 

Utilisation of resources 
invested  

¶ Clinics and therapists are available 
for greater portions of the year. 

¶ Relief of pain services more 
accessible. 

Maintenance costs 
increase. 
Mobile relocation 
costs higher. 
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Appendix 5.  Analysis Option 4 
Option F our : 3 single mobile Dental Clinics  
                                    8 double mobile Dental Clinics  
                                    One single and one double Dental Clinic co -

located with primary health  
Service Features  High mobility  

Collaboration between health providers  
 Positives Negatives 
Improve oral health 
promotion and 
prevention  

¶ Coordination of oral health 
education through existing Well 
Child and Early Childhood 
education.  

¶ Greater mobility increases exposure 
 

 

Maintain and improve 
public confidence  

¶ All communities would get a service 
on site 

¶ The majority of schools would get a 
service on site 

 

Improve 
treatment/completion 
rate for adolescents  

¶ Sites appropriate for adolescents are 
able to be provided 

 

Improve access to 
service  

¶ Sites remain on school grounds 
making accessibility for those 
attending school greater. 

¶ Continuing high completion rate for 
children attending schools. 

Mobile clinics for 
people with 
mobility difficulties 
or behavioural 
difficulties present 
challenges 

Maximise efficiencies 
and effectiveness of 
existing workforce 
capacity  

¶ Dental Therapists working collegially 
with peers and other health 
professionals 

¶ Support for students and new 
practitioners is maximised  

Limited time 
available for Dental 
Therapists to work 
off a mobile 
Equipment storage 
capability reduced 
No central 
filing/office 
function available  

Reduce inequalities  ¶ High mobility allows access to more 
communities/locations  

 

Respo nsiveness to a 
changing population  

¶ Mobility allows the service to shift to 
where the need is 

 

Utilisation of resources 
invested  

¶ Ability to share resources with other 
health providers  

No storage or filing 
space available 
High mobile 
relocation costs 
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 Ap pendix 6.  Analysis Option Five  
Option Five:  13 mobile Dental Clinics  
                                    No fixed or co -located Dental Clinics  

Service Features  High mobility  
Collaboration between health providers  

 Positives Negatives 
Improve oral health 
promotion and 
prevention  

¶ Coordination of oral health 
education through existing Well 
Child and Early Childhood 
education.  

¶ Greater mobility increases exposure 
 

 

Maintain and improve 
public confidence  

¶ All communities would ge t a service 
on site 

¶ Schools would get a service on site 

 

Improve 
treatment/completion 
rate for adolescents  

¶ Sites appropriate for adolescents are 
able to be provided 

 

Improve access to 
service  

¶ Sites remain on school grounds 
making accessibility for those 
attending school greater. 

¶ Continuing high completion rate for 
children attending schools.  

Mobile clinics for 
people with 
mobility difficulties 
or behavioural 
difficulties present 
challenges 

Maximise efficiencies 
and effectiveness of 
existing workforce 
cap acity  

¶ Dental Therapists working collegially 
with peers and other health 
professionals 

¶ Support for students and new 
practitioners is maximised  

No time available 
for Dental 
Therapists to work 
off a mobile 
Equipment storage 
capability reduced 
No central 
filin g/office 
function available  

Reduce inequalities  ¶ High mobility allows access to more 
communities/locations  

 

Responsiveness to a 
changing population  

¶ Mobility allows the service to shift to 
where the need is 

 

Utilisation of resources 
invested  

 No storage or filing 
space available 
Very high mobile 
relocation costs 
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Appendix 7. Analysis Option Six  
Option Six:                      17 Dental Clinics brought to minimum compliance  
                                               Retain 3 single mobile Dental Clinics  
 
Service Features  Fixed sites remain in most communities  

Remaining facilities would still require to be brought up to 
minimum standards  
 

 Positives Negatives 
Improve oral health 
promotion and 
prevention  

¶ Coordination of oral health 
education through existing Well 
Child and Early Childhood education  

¶ Fixed sites give the community an 
opportunity to know where the 
service is all year  

Continued isolation 
leading to reduced 
collaboration  
 

Maintain and improve  
public confidence  

¶ A consistent site is available 
throughout the year for all districts 
within MDHB  

¶ Mobile services promote the fact the 
service is out there and in your 
community  

¶ Schools are seen as the community 
in the majority of rural areas  

The community is 
able to ñsee a 
serviceò at all times 

Improve 
treatment/completion 
rate for adolescents  

¶ Unchanged contract for private 
dentists 

Proven low 
attendance rate  

Improve access to 
service  

¶ Sites remain on school grounds 
making accessibility for those 
attending school greater 

¶ Continuing high completion rate for 
children attending schools 

Access for 
adolescents and for 
those without a 
fixed site remains 
restricted.  
Greater numbers of 
people have to 
travel to the fixed 
site 

Maximise efficiencies 
and effective ness of 
existing workforce 
capacity  

 Continue isolation 
for therapists.  
Reduced collegial 
support.  
Duplication of 
resources. 

Reduce inequalities   Inequalities exist 
with rural 
communities and 
adolescents.  
Preschool 
inequalities greater 
due to reduced 
exposure to service. 

Responsiveness to a 
changing population  

 No responsiveness 
able to be built in  

Utilisation of resources 
invested  

 Significant 
duplication of 
resources. 
High maintenance 
costs. 
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Appendix 8.  Clinic Equipm ent Plan  

Clinic Equipment Plan                 
 Unit  

Cost  
Option 1  Option 2  Option 3  Option 4  Option 5  Option 6  Option 7  

  09/10  10/11  09/10  10/11  09/10  10/11  09/10  10/11  09/10  10/11  09/10  10/11  09/10  10/11  
Fixed                 
1 Chair Clinic   2  1  1  1   9 8   
2 Chair Clinic  3 2  6  4  1       
3 Chair Clinic  1              
Total Fixed Clinics   4 4  7  5  2   9 8   
Number of Chairs  9 6  13  9  3   9 8   
Dental Therapists  9 6  13  9  3   9 8   
Dental Assistants  5 4  7  5  2   9 8   
Existing Equipment                 
Dental Chair                
Replacement  Forecast ó000 
Dental Chair for Wheel Chair  $76 $80   $80   $80   $80     $80     
Dental Therapist Chair  $1               
Dental Assistant Chair $1               
Dental Cart $4               
Dental Light  $3               
Compressor single chair $4               
Compressor double chair $5 $15 $10  $31  $21  $5       
Compressor 3/4 chair  $6 $6              
Suction single chair $3               
Suction double chair $6 $19 $13  $39  $26  $7       
Suction three chair $8 $8              
Autoclave single chair $9               
Autoclave Multiple chair  $11 $47 $24  $73  $49  $12       
Ultrasonic cleaner $2 $8 $8  $14  $10  $4   $18 $16   
Instrument washer  $8 $36 $37  $65  $46  $18   $81 $74   
Hand piece oiler $4 $18 $19  $33  $23  $9   $41 $37   
X-ray camera (digital)  $7 $32 $32  $57  $41  $16   $71 $65   
Imaging plate system $19 $81 $84  $146  $105  $42   $183 $167   
Amalgamator  $1 $6 $4  $9  $6  $2   $6 $5   
Curing light  $1 $14 $9  $20  $14  $5   $14 $12   
Contingency  $37 $24 $8 $49 $8 $34 $8 $12   $49 $38   
Total   $407 $265 $88  $536 $88  $374 $88  $132   $541 $415   
Equipment for mobile included in mobile capex                 
Clinic Chairs                 
Value of chairs when transferred across $10 $86 $57  $124  $86  $29   $86 $76   
50% depreciated ($5)  ($43)  ($29)   ($62)   ($43)   ($14)   ($43)  ($38)    
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Appendix 9.  Option Forecast Operating Performance  

Option 1 - Forecast Statement of Operating Performance 

(8 Fixed Clinics)       

       

 Year 1 Year 2 Year 3 Year 4 Year 5 Year 10 

 F'cast F'cast F'cast F'cast F'cast F'cast 

 0910 1011 1112 1213 1314 1819 

 ($,000) ($,000) ($,000) ($,000) ($,000) ($,000) 

       

Revenue $3,729 $3,841 $3,956 $4,075 $4,197 $4,865 

       

       

Expenditure       

       

Personnel $2,347 $2,418 $2,490 $2,565 $2,642 $3,063 

       

Clinical Supplies $242 $249 $256 $264 $272 $315 

       

Infrastructure and Non Clinical       

Cleaning $64 $66 $68 $70 $72 $83 

Uniforms $18 $19 $19 $20 $20 $24 

Depreciation $135 $197 $192 $240 $241 $260 

Maintenance $182 $140 $79 $81 $84 $97 

Rental $ $5 $6 $6 $6 $7 

Security $24 $49 $50 $51 $53 $61 

Waste $32 $33 $34 $35 $36 $42 

Electricity $32 $33 $34 $35 $36 $42 

Water $2 $2 $2 $2 $2 $3 

Vehicles $27 $42 $43 $44 $46 $53 

Computer Costs $38 $39 $41 $42 $43 $50 

Telecommunications $13 $13 $14 $14 $14 $17 

Stationery and Postage $25 $26 $27 $28 $29 $33 

Cost of Finance $198 $290 $324 $311 $308 $241 

Other $4 $4 $4 $4 $4 $5 

Contingency $119 $144 $140 $147 $149 $153 

 $912 $1,101 $1,076 $1,131 $1,143 $1,170 

       

Overheads $343 $364 $378 $386 $396 $445 

       

Total Expenditure $3,844 $4,131 $4,200 $4,346 $4,453 $4,993 

       

Surplus(Deficit) ($115) ($290) ($244) ($271) ($256) ($128) 
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 Appendix 10.   Option 2 Forecast Statement of Operating Performance  
 

Option 2 - Forecast Statement of Operating Performance 

6 mobile, 5 fixed, 2 co-
located       

       

 Year 1 Year 2 Year 3 Year 4 Year 5 Year 10 

 F'cast F'cast F'cast F'cast F'cast F'cast 

Financial Year 0910 1011 1112 1213 1314 1819 

 ($,000) ($,000) ($,000) ($,000) ($,000) ($,000) 

       

Revenue $3,729 $3,841 $3,956 $4,075 $4,197 $4,865 

       

       

Expenditure       

       

Personnel $2,422 $2,495 $2,570 $2,647 $2,726 $3,160 

       

Clinical Supplies $242 $249 $256 $264 $272 $315 

       

Infrastructure and Non Clinical       

Cleaning $64 $66 $68 $70 $72 $83 

Uniforms $18 $19 $19 $20 $20 $24 

Depreciation $135 $248 $277 $325 $325 $344 

Maintenance $182 $142 $90 $93 $95 $111 

Rental $ $6 $40 $41 $42 $49 

Security $26 $53 $54 $56 $57 $67 

Waste $34 $36 $37 $38 $39 $45 

Electricity $34 $36 $37 $38 $39 $45 

Water $2 $2 $2 $2 $2 $3 

Vehicles $27 $73 $75 $77 $79 $92 

Computer Costs $41 $43 $44 $45 $47 $54 

Telecommunications $14 $14 $15 $15 $16 $18 

Stationery and Postage $25 $26 $27 $28 $29 $33 

Cost of Finance $170 $316 $341 $321 $310 $208 

Other $4 $4 $4 $4 $4 $5 

Contingency $117 $162 $169 $176 $177 $177 

 $893 $1,244 $1,297 $1,347 $1,354 $1,357 

       

Overheads $339 $367 $380 $388 $397 $451 

       

Total Expenditure $3,896 $4,355 $4,503 $4,645 $4,749 $5,284 

       

Surplus(Deficit) ($168) ($514) ($548) ($571) ($552) ($418) 
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 Appendix  11. Option 4  Fore cast Statement of Operating Performance  
 

Option 4 - Forecast Statement of Operating Performance 

(2 Co-located /11 mobile)      

       

 Year 1 Year 2 Year 3 Year 4 Year 5 Year 10 

 F'cast F'cast F'cast F'cast F'cast F'cast 

Financial Year 0910 1011 1112 1213 1314 1819 

 ($,000) ($,000) ($,000) ($,000) ($,000) ($,000) 

       

Revenue $3,729 $3,841 $3,956 $4,075 $4,197 $4,865 

       

       

Expenditure       

       

Personnel $2,422 $2,495 $2,570 $2,647 $2,726 $3,160 

       

Clinical Supplies $242 $249 $256 $264 $272 $315 

       

Infrastructure and Non Clinical       

Cleaning $64 $66 $68 $70 $72 $83 

Uniforms $18 $19 $19 $20 $20 $24 

Depreciation $135 $307 $482 $530 $531 $546 

Maintenance $182 $197 $124 $128 $131 $152 

Rental $ $5 $40 $41 $42 $49 

Security $26 $53 $54 $56 $57 $67 

Waste $34 $36 $37 $38 $39 $45 

Electricity $34 $36 $37 $38 $39 $45 

Water $2 $2 $2 $2 $2 $3 

Vehicles $27 $88 $153 $157 $162 $188 

Computer Costs $41 $43 $44 $45 $47 $54 

Telecommunications $14 $14 $15 $15 $16 $18 

Stationery and Postage $25 $26 $27 $28 $29 $33 

Cost of Finance $231 $398 $406 $367 $337 $135 

Other $4 $4 $4 $4 $4 $5 

Contingency $126 $194 $227 $231 $229 $217 

 $963 $1,485 $1,737 $1,768 $1,756 $1,663 

       

Overheads $347 $377 $388 $393 $400 $452 

       

Total Expenditure $3,973 $4,606 $4,951 $5,072 $5,154 $5,591 

       

Surplus(Deficit) ($244) ($766) ($995) ($998) ($958) ($725) 
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Appendix 12. Option 5 Forecast Statement of Operating Performance  
 

Option 5 - Forecast Statement of Operating Performance 

(13 Mobile)       

       

 Year 1 Year 2 Year 3 Year 4 Year 5 Year 10 

 F'cast F'cast F'cast F'cast F'cast F'cast 

Financial Year 0910 1011 1112 1213 1314 1819 

 ($,000) ($,000) ($,000) ($,000) ($,000) ($,000) 

       

Revenue $3,729 $3,841 $3,956 $4,075 $4,197 $4,865 

       

       

Expenditure       

       

Personnel $2,422 $2,495 $2,570 $2,647 $2,726 $3,160 

       

Clinical Supplies $242 $249 $256 $264 $272 $315 

       

Infrastructure and Non Clinical       

Cleaning $64 $66 $68 $70 $72 $83 

Uniforms $18 $19 $19 $20 $20 $24 

Depreciation $135 $406 $571 $619 $619 $632 

Maintenance $182 $219 $146 $151 $155 $180 

Rental $ $6 $6 $6 $6 $7 

Security $26 $53 $54 $56 $57 $67 

Waste $34 $36 $37 $38 $39 $45 

Electricity $34 $36 $37 $38 $39 $45 

Water $2 $2 $2 $2 $2 $3 

Vehicles $27 $118 $184 $189 $195 $226 

Computer Costs $41 $43 $44 $45 $47 $54 

Telecommunications $14 $14 $15 $15 $16 $18 

Stationery and Postage $25 $26 $27 $28 $29 $33 

Cost of Finance $322 $471 $472 $424 $385 $139 

Other $4 $4 $4 $4 $4 $5 

Contingency $139 $227 $253 $255 $253 $234 

 $1,069 $1,744 $1,937 $1,959 $1,937 $1,794 

       

Overheads $358 $387 $396 $400 $406 $457 

       

Total Expenditure $4,091 $4,874 $5,159 $5,270 $5,341 $5,726 

       

Surplus(Deficit) ($362) ($1,033) ($1,204) ($1,195) ($1,144) ($861) 
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Appendix 13. Option 6 Forecast Statement of Operating Performance  
 

Option 6 - Forecast Statement of Operating Performance 

(Minimum Compliance)      

       

 Year 1 Year 2 Year 3 Year 4 Year 5 Year 10 

 F'cast F'cast F'cast F'cast F'cast F'cast 

Financial Year 0910 1011 1112 1213 1314 1819 

 ($,000) ($,000) ($,000) ($,000) ($,000) ($,000) 

       

Revenue $3,729 $3,841 $3,956 $4,075 $4,197 $4,865 

       

       

Expenditure       

       

Personnel $2,559 $2,635 $2,714 $2,796 $2,880 $3,338 

       

Clinical Supplies $242 $249 $256 $264 $272 $315 

       

Infrastructure and Non Clinical       

Cleaning $64 $66 $68 $70 $72 $83 

Uniforms $18 $19 $19 $20 $20 $24 

Depreciation $135 $175 $221 $247 $249 $259 

Maintenance $182 $133 $79 $81 $84 $97 

Rental  $5 $5 $5 $5 $5 

Security $5 $5 $6 $6 $6 $7 

Waste $53 $55 $56 $58 $60 $69 

Electricity $53 $55 $56 $58 $60 $69 

Water $2 $2 $2 $2 $2 $3 

Vehicles $27 $27 $28 $29 $30 $35 

Computer Costs $64 $66 $68 $70 $72 $83 

Telecommunications $21 $22 $23 $23 $24 $28 

Stationery and Postage $25 $26 $27 $28 $29 $33 

Cost of Finance $176 $302 $335 $325 $314 $261 

Other $4 $4 $4 $4 $4 $5 

Contingency $124 $144 $149 $154 $154 $159 

 $954 $1,105 $1,146 $1,180 $1,184 $1,220 

       

Overheads $340 $365 $379 $388 $397 $453 

       

Total Expenditure $4,094 $4,354 $4,496 $4,628 $4,733 $5,326 

       

Surplus(Deficit) ($365) ($513) ($540) ($554) ($536) ($461) 

 

 
 
 
 
 
 
 






















