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particularly Project 45 and the Single Infrastructure work, noting that dedicated

resources will be specified and resources within projects.

6. Health Procurement (via the Lead CEQO and DHBNZ CEO) has the authority to
progress any Health Procurement Project without seeking 21 DHB decision to
proceed if the following criteria are met:

" {a) The CFO Group has agreed on the hurdle criteria (including a rate of return
exceeding 5 times, or a payback period of [ess than 12 months, and including
appropriate discounts for data quality issues) to be used by Health
Procurement;

(b) The project meets the hurdle criteria, and has a direct project budget of less
than $500K per annum. Projects above this figure require CEO Group approval
before they are initiated;

(¢} CEOs are kept regularly updated on projects being initiated, timeframes and
budgets. ) ‘

7.  Project budgets will include all dedicated resources required to effectively deliver the

 project, including contractual arrangements with a DHB or other agent (including

secondments) as necessary to dedicate staff to the project, and appropriate
compensation to the DHB for the staff;

8. Each CEO will ensure that their DHB actively avoids duplicating Health Procurement
activity - where a DHB has activity that duplicates, the DHB will appropriately either
cease that activity or merge the activity with the Health Procurement activity;

9. A single Health Procurement Savings Formula (HPSF) wili be developed and
approved by the CFO Group for use in calculating and reporting on savings
generated by all Health Procurement activity, whether achieved collectively or at the
locat DHB level;

10. Each DHB will use the Health Procurement Savings Formula (HPSF), once agreed by
the CFO Group, to measure progress on their DAP commitments on Health
Procurement, and to report these to the Health Procurement team at least quarterly.

11. Each CEO will include Health Procurement Key Petrformance Indicators (KPIs) in their
annual performance agreements with relevant senior managers for 2009/10. Health
Procurement will provide suggested indicators by 31 August 2009 covering what Is
required for each DHB to participate effectively in Health Procurement activity and
capture the benefits; ,

12. Primary and Community healthcare entities will be included, where appropriate, in
collective Health Procurement supply arrangements;

Single Infrastructure

13. During 2009/10 Health Procurement will develop and implement a secure electronic
workplace to provide a ‘single infrastructure’ across the Health Procurement
network, including: common data definitions (catalogue); common workplan space;
.single contracts database, and other aspects;

"14. The cost of the Single Infrastructure will be met within current Health Procurement
budget, or delivered as specific Project 45 projects (as outlined above);

15. The 'single infrastructure’ will have as its initial focus the delivery of Project 45;

District Health Boards New Zealand 3
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Centre of Expertise

16. Health Procurement (via DHBNZ) will confirm arrangements with the Ministry of
Economic Development for the Health Procurement Centre of Expertise and securing
associated resources; '

17. The Government has offered Centres of Expertise a range of resources, and that this
delivers in the Annual Plan requirement to achieve external funding of $500K for
Health Procurement activity In 2009/10;

Distrlct Health Boards New Zea[and‘ 4
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CEO Signatures

Your signature below confirms your DHB's commitment to the Health Procurement
‘programme.

@d} 0.

Karen Roach Dave Davies

Chief Exacutive Chief Exscutive

Nerthland District Health Beoard Waitemata District Health Board
Garry Geraint Martin 7

Chief Exe utlve Chief Executive

Auckla istrict Health Board Counties Manukau District Health Board

(Lo

Créig Climo ' Phil Cammish
~Chief Executive Chief Executive
Waikato District Health Board Bay of Plenly District Health Board

g

Cath%%mney Tony Foulkes
Chief Executiv Chief Executive
Lakes Dis rd Taranaki District Health Board

_al L

Jim n Warrigk Frater —
Chi acutive Acting Chief Executive
Tairawhitl District Health Board Haw a's Bay District Health Board
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U Julie Patterson
hief Executive
Whanganui District Health Board

Muirray Geordel
Chief Execujive

T e /QE/A ( "
L"’él_—’j L\JI —— B : -
Ken Whelan " Chai Chuah Nt
Chief Executive Chief Executive

Capital and Coast District Health
Board

A

Hutt District Health Board

Tracey Adamsptn
Chief Executive
Wairarapa Bistrict Health Board

John Pelefs .~
Chief Executive
Nelson Marlborough District Health Board

o
Aol Gor | David Meates
Chief Executive (“> Chief Executive
Wes District Health Board- Canterbury District Health Board

Chris Fleming
Chief Executive
South Canterbury District MHealth

Baard
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Brian Rousseau T
Chief Executive .
Otago District Health Board
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Brian Rousseat
Chief Executive _
Southland District Health Board
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The District Annual Plan (DAP) guidelines for 2010/11 continue with the
approach taken as a result of the DHB Accountability Arrangements Review.

These guidelines are focused on “core content requirements”. These
requirements focus on implementation of the District Strategic Plan (DSP) as
it refates to:

e health targets

* ministerial priority areas as specified in the annual Minister's Letter of
Expectations
key financial requirements
significant service changes
service coverage exceptions
how the DHB will put into practical effect the Minister's requirement to
“Live within our means” and actions to achieve focussed delivery on
Govermmment policy priorities and maximum value for money

Other considerations DHBs should cover include:
o how the DHB prioritises proposals for funding
» how the DHB knows that it is making good funding decisions
* how the DHB ensures it's organisation ‘configure to contract'.

Statutory and Cabinet requirements
Statutory requirements for DAPs are set out in section 39 of the New Zealand
Public Health and Disability (NZPHD) Act 2000."

DAP structure
DHBs are welcome to structure the document in whatever way is most
conducive to strengthening organisational planning.

For example, DHBs may wish to structure their DAP around DSP priorities. In
many cases, sections on health targets and ministerial priority areas will be
able to be slotted into larger sections on DSP priorities.

Alternatively, DHBs may wish to structure their DAP with a section on local
priorities and another section on national priorities.

' See appendix 1 for section 39 of NZPHD Act. Online access to New Zealand legislation is available from
http:/fwww.legislation.govt.nz/

District Annual Plan (DAP) Guidefines 2010/11 -
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Local priorities
While DHBs are not required to cover local priorities in the DAP, this is
welcomed.

Local emphasis within national priorities
DHBs may wish to focus on particular aspects of each targets or ministeriai
priority to reflect local circumstances.

Early negotiation with the Ministry is encouraged.

Ministry DHB Relationship Managers will contact DHBs to discuss the above
issues. DHBs are aiso encouraged to contact the Ministry {o ensure early
agreement can occur.

Public consultation on draft DAP?

It should be noted that there is no requirement or expectation from either
legislation or the Ministry that DHBs are required to consuilt with the public on
a draft version of the DAP. DHBs are, however, required to consult in
accordance with section 40 of the NZPHD Act.

DHBs wishing to consult with their community in the process of preparing their
DAP should contact their relationship manager prior to releasing full draft
versions of their DAP.

DHBs may wish to refer to the Ministry’s consultation guidelines®.

Indicative timeframes for DAP review
Please refer to the Part I: The Overview, of the 2010/11 DHB Planning
Package for indicative DAP review timeframes.

¢ The ability to consult publicly on draft versions of the DAP does not limit the Minister's ability under section 33 of

the NZPHD Act to require a DHB to provide specified services.
¢ Ministry of Health. 2002. Consuitation guidelines for the Ministry of Health and District Health Boards relating fo

the provision of health and disability services. Wellington: Ministry of Health. Online access to this document is
avaitable from

hitp:/fwww.moh.govt.nz/moh.nst/496a80c00757b8804c256673001d47d0/61050665da7e6246cc258¢2b0077d71d?

OpenDocument.
4
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DAPs should be useful managernen_t tools for DHBs and prowde accountabilrty to the Minister
of Health. DAPs should be/show: : .

a real business plan®
DAPs should enable a DHB to show how it plans to ‘manage the business’

useful to the DHB
DAPs should be approached so that both the process used to produce and
the end product are useful for the planning and management of the DHB

owned by the DHB
DHBs should ‘own’ and be committed to the DAP they produce

how the District Strategic Plan will be implemented
DAPs should cover the priorities set in the DHB’s District Strategic Plan

how the DHB is collaborating with others
DAPs should show how the DHB is fulfilling legislative requirements® to
collaborate with others, as part of the NZ public health system

how the DHB is balancing local, regional and national
priorities

DAPs should show how the DHB is approaching its responsibility to balance
local concerns (from the District Strategic Plan) with national and regional
concerns’ (health targets and areas of ministerial priority)

4 The phrase is intended to reinforce the idea that DHBs should not approach the DAP as a compliance
requirement, but rather as the production of a real business plan, owned by the DHB.

5 For example, NZPHDA s23(1)(b), s3{4}, s3(5), s22(1}(h)

& For example, NZPHDA s23(1){(a)

7 For example, NZPHDA s22(1)(a)
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DHBs must demonstrate wrthfn thear pEan the Government’s requirement that_ :
"they are. vamg within current budget constraints and that productivity is bemg

| improved, perfoxmance and qua!lty have been enhanced and there ;s S
improved pnontlsation" t ali T

in the 2010/11 DAPs, DHBs should discuss or reflect impacts that they aré

making on:

. Controlling the growth of labour costs

. Reducing the growth of spending on clinical and non clinical
consumables

Improving hospital productivity

Improving clinical quality

Improving business practices

Enhanced clinical involvement in decisions

In accordance with Cabinet decisions DHBs are required to express PlAs as
key performance indicators in accountability documents.

Each DHB should attach, as a schedule to its DAP, proposed performance
improvement actions identifying:

o those with short-term impact (1-2 years)
» those with medium-term impact (3-5 years)

and provide performance measures and associated performance targets
lexpectations for each identified action.

*ICAB Min (09) 17/10]
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As a guide, the Ministry’s PIAs are available on the nationwide service
framework library web site NSFL homepage: http://www.nsfl.health.govi.nz/.
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DHBS are to lnciude annual plannlng towards progressing health sector targets®
and ministerial priority areas. This includes:
e intended outcomes/impacts (The intervention logic link was refatively weak across
the DHBs for the 2009/10 plans.
» planned outputs (significant services, actions, programmes or
initiatives)'°, including level of funding (at the same significant output
level} (Although a good range of initiatives were included in 2009/10 plans, most DHBs

did not make the required link fo identifying the extent of funding that would be
commifted fo each of the significant initiatives, actions or programmes.

» Drief intervention logic between outputs and outcomes
¢ identification of DHB-level quantitative Health Sector Targets for 2010/11

» Service Planning

Health Sector Targets

. Shorter stays in Emergency Departments
Improved access to elective surgery
Shorter waits for Cancer treatment
Increased Immunisation
Better help for smokers to quit
Better diabetes and cardiovascular services

A summary table of all agreed Health Sector Targets for the DHB should be
included in the DAP.

Ministerial priority areas

- as specifically identified in the Minister’s Letter of Expectations for
2010/11

(Areas specifically mentioned in the MLOE will be listed here — when the letter is
finalised. The finalised letter will also be available on the Nationwide Service
Framework Library website''. In addition to those areas noted in the Ministers
Letter of Expectation 2009/10, the following have been identified by the Minister
as significant issues for 2010/11:

. DHBs still to concentrate on health targets, improving clinical
leadership and staff engagement.

. Added focus on primary care.
Hospital productivity is important.

. Living within our means.

8 In this context, health sector targets relate to the target area (eg. improving immunisation coverage) not the
target itseif (eg. increasing the percentage of 2 year olds fully immunised).

10 This relates to more than simply marginal change, but less than a comprehensive list of all outputs which relate
to the health target or area of ministerial priority.

1 hitp:/fwww.nsfl.health.govt.nz/apps/nsfl.nsfpagesmh/219
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DHBs are to include proposed target(s)/expectation(s)'? for the 2010/11 year
for each of the IDPs in a summary table format.

Impact of Regional Clinical Services Plan.
(refer o Operational Policy Framework section 4.5)
Service change
DHBs are to include a list of all service changes which have been approved
for implementation in the 2010/11 year.
For each identified service change DHBs are to:
e provide evidence of the benefits the change will deliver
» signhal whether the change is directly linked to delivery within a lower
future funding path
+ identify if the change is associated with regional clinical services
planning.

Service coverage
DHBs are to include a list of all service coverage exceptions that have been

approved for the 2010/11 year.

Financial requirements for inclusion in DAP
Financial requirements for the DAP are set out in the “Appendices — DAP
Guidelines 2010/11)".

Additional financial templates to support DAP
Three DAP financial templates support the financial statements and financial
information in the DAP. These are:

« DAP Financial Template

+ Mental Health Financial Plan Template

* Revenue Reconciliation
The DAP financial templates must be submitted through FTP by 9am, Friday

5 March 2010.

12 “Target” where the indicator is quantitative.

District Annual Plan (DAP) Guidelines 2010/11 -
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Focus of financial review
The Ministry’s review of the DAP financial statements, financial information
and DAP financial templates will focus on whether:
e Planned results are acceptable and achievable within advised funding
+ Financial assumptions are appropriate and adequately explained.

The Ministry will form an opinion on the financial aspects of each DAP as the
basis for feedback to the DHB, and for reporting to the Treasury and to the
Ministers of Health and Finance.

This financial review checklist is divided into seven sections:
Financial Statements

Planned Net Resulis

Revenue Assumptions

Cost and Volume Assumptions

Fixed Assets

Capital Expenditure

Debt and Equity

NOoOhwh =

Provider and Funder Arm price volume schedules

The provider arm price volume schedules (PVS) supports the financial
information in the DAP. The provider arm PVS forms part of the service level
agreement between a DHB'’s funder and provider arms.

DHBs must complete three templates:

. Provider Arm Revenue Price Volume Schedule

This schedule comprises two sheets:

o provider arm internal revenue PVS—records the services that the
DHB funder arm will purchase from the DHB provider arm with
devolved funding, and the total revenue must reconcile with the
corresponding revenue line in the provider arm sheet of the DAP
financial template. This is 2 DHB of Service sheet.

o provider arm non-internal revenue PVS—reflects provider activity
funded by sources other than from devolved funding, such as the
CTA and ACC, and must reconcile with the non-internal revenue line
in the provider arm sheet of the DAP financial template. Thisis a
DHB of Service sheet.

. Funder Arm Expenditure Price Volume Schedule
This schedule records the services that the DHB funder arm will
purchase from devolved funding, apart from what the funder arm
purchases from the provider arm (contained in the PVS), and must
reconcile to the corresponding line in the Consolidated sheet in the DAP
financial template. This is a DHB of Domicile sheet.

. Funder arm Electives Initiative Schedule (FES)
Includes the details of services provided with the elective initiative
funding, and includes volumes funded by the Elective Initiative (El) and

10
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Ambulatory Initiative (Al).

Templates will be issued as part of the Funding Package. The Provider and
Funder Arm Price Volume Schedules and Funder Arm Electives Initiative
Schedule must be submitted through FTP by 9am, Friday 5 March 2010.

Focus of Provider Arm price volume schedule review

In prior years, review of Provider Arm PVS has primarily consisted of ensuring
that significant year-to-year variances, and significant variances from national
prices, have been adequately explained.

This will still form part of the PVS review for the 2010/11 DAP round.

However, a significant emphasis will also be given to review of higher-level

strategic implications of PVS. Some of this analysis will involve evaluation of

PVS in conjunction with the main financial planning templates. As a

minimum, strategic PVS review will focus on whether:

o total planned hospital output growth is acceptable and realistic

+ the implications for productivity (such as unit cost growth and labour
productivity) are acceptable.

Qs

DHBs are to include annual planning towards progressing local priorities
identified in their current District Strategic Plan (DSP) not already covered
by health targets or areas of ministerial priority.

A
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Requirements.

| Interpretation

3.

Does the DAP contain a complete
set of financial statements that
comply with GAAP?

Does the DAP explain the nature,
reasons for, and effects on the
DAP financial statements of any
significant change in accounting
policies?

Has the DHB supplied complete
DAP financial templates that agree
to the DAP financial statements?

1. DAP financial statements prepared under
GAAP are forecast financial statements
required to cover five years: prior year audited
actual, current year forecast and three years’
plan.

As a minimum, DAP financial statements must
include:;

(@

(b)

2. Accounting policies applied in the DAP financial
statements should be censistent with:

The DAP should:

(@)
(b)

a full set of consolidated financial
statements including:

s financial performance

s financial position

» movements in equity

e cash flows.

Summary statements of financial
performance for each arm (Provider,
Funder and Governance) showing;

» Revenue from Ministry of Health,
other Government, Non
Government and Other, and
InterDHB and Internal Revenue.

» Provider arm expenses — split by
Perscnnel, Qutsourced services,
Clinical supplies, and
Infrastructure and Non Clinical
supplies and Other.

e Funder arm expenses — split by
major service areas, eg,
Personal, Mental, Disability
support, Maori, Public and Other.

» (Governance arm expenses split
by Persannel, Outsourced
services, Clinical Supplies, and
Infrastructure and Non Clinical
supplies and Other

the accounting policies applied in the
Statement of intent (SOI)
prior years '

cross-reference to the accounting
policies in the SOI

explain the nature, reasons for, and
effects on the DAP financial statements
of any significant changes in accounting |

3
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policies.

3. DAP financial templates for 2009/10 are:

DAP Financiai Template

Mental Health Financial Plan Template
Revenue Reconciliation

Price Volume Schedules

Financial information in the DAP financial
templates must agree to the DAP financial
statements and SOI summary financial
information. Financial information in the Mental
Health financial plan template, revenue
reconciliation and price volume schedules must
agree back to the DAP Financial Template

Requirements

| Interpretation '

1.

Are the DHB's planned net results
acceptabie?

1.

The Ministry will assess this section against the
following criteria:

(a)

(b)

()

(d)

()

Do the planned net results meet the
Minister of Health’'s expectations for the
three plan years of the DAP?'

If there is a planned deficit caused by
Mental Health deficits, is there a genuine
DHB surplus available to carry forward to
cover the deficit?

If there is a planned deficit (other than for
Mental Health), is there a genuine DHB
surplus available to carry forward to
cover the deficit?

If the DHB plans consclidated deficit(s),
is there appropriate approval to submit a
DAP including deficit(s)?

Does the DAP include sound realistic and
quantifiable action plans or efficiency
projects fo address planned deficits or to
ensure breakeven is achieved?®
Significant savings anticipated from
action plans of efficiency projects should
be explained and justified in the DAP, or
in a confidential document sent
separately to the Ministry

! The Minister’s expectations for net results will either be expressly stated in correspondence to the DHB or be the
approved net results in the previous year’s DAP for the second and third plan years.
*‘Sound’ action plans and efficiency projects means plans and projects that have quantifiable savings or cost

reductions, are time-bound and can be realistically achieved.
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Requiremenis’

Interpretation

1.

Does total devolved revenue
(including Inter-District Flows)
agree with the latest Funding
Envelope? if not, are variances
appropriate and explained?

Does revenue for non-devolved
service contracts materially agree
with what has been advised by the
Ministry?

Are out-year revenue assumptions
consistent with Ministry advice?

1. All devolved revenue received from the Ministry
that is disclosed in the DAP will be confirmed
against what has been advised in the latest
Funding Envelope. Variances from the latest
Funding Envelope should be explained in the
Revenue Reconciliation.”

2. All non-devolved revenue sourced from the
Ministry will be confirmed directly with the
responsible Ministry directorates.

3. [Indicative out-year revenue increases are
advised in the latest Funding Envelope.

Requirements: "

AInterpretation. 0

1.

Are the assumptions for personnel
costs, outsourced services costs
and Fuil Time Equivalent (FTE)
movements appropriate  and
adequately explained?

Are planned interest, depreciation,
capital charge costs and
assumptions  appropriate  and
adequately explained?

Are all other cost assumptions (eg,
clinical supplies costs) appropriate
and adequately explained?

1. Assessment of whether cost assumptions are
‘appropriate’ and ‘adequately explained’ will be
based on whether cost changes are consistent
with:

(a) financial information disclosed in the DAP
and DAP financial templates
{b} estimated revenue growth advised in the
tatest Funding Envelope

{c} the percentage ranges estimated in CPI

and salary indices

changes in volumes, practices, service

delivery, etc.

(d)

Significant variation from the latest Funding
Envelope or indices should be explained and
justified in the DAP, or in a confidential document
sent separately to the Ministry. Expenditure planned
for outyears should reflect arealistic assessment of
requirements to support the projected revenue
stream in those years. It should not be derived
simply by applying the same preliminary increase
as for revenues to each expenditure line,

! The ‘latest Funding Envelope’ refers to the most recent Funding Envelope advice letter for 2009/10, sent to
DHBs by the Ministry.
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Requirements’

Interpretation

1.

Does the DAP include a statement
about when assets were last
revalued and in which year the
next revaiuation will take place as
required by relevant accounting
standards.

Does the DAP include, (if
known),the asset impacts and
additional costs resulting from
reevaluation?

No interpretation required

- Reguirements:

Interpretation

1.

Is the capital expenditure section
of the DAP consistent with the
DHB’s asset management plan?

Does the capital expenditure
section of the DAP narrative reflect
major capital projects, clearly
distinguishing between approved
and unapproved projects and
whether they are baseline or
strategic?

Are sources of planned capital
financing clearly identified?

Is capital expenditure and
financing correctly reflected in ali
sections of the DAP financial
template including the cash flow
statement?

1.

An ‘approved’ capital project means that the
DHB has a letter from the Minister of Health
approving that capital project.

Sources of planned financing may include:
e DHB contribution
¢ New Crown Health Financing Agency
(CHFA) debt (approved/unapproved)
Crown equity (approvedf/unapproved)
Finance leases
Community donations/funding.

The DAP financial template shouid reflect only
approved capital expenditure( even if included
in baseline capital expenditure) and financing.
The only exception is for the capital plan
worksheet which should also include
unapproved capital projects and anticipated
sources of funding.

Requirements -

i Interpretation -

1.

Does the DAP include a schedule
of key lenders, borrowing
arrangements (including rates and
limits) that distinguishes between
new and existing borrowing
facilities?

Does the DAP show the related
banking covenants, and is the DHB
planning to meet them?

1.

The schedule of key lenders should cover
working capital, short-term and long-term
borrowing and finance leases.
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Appendix G |
To: Central Region District Health Boards
From: Peter Glensor, Chair, Central Region DHB Chairs and CEOs forum
cC: Murray Georgel, RCSP CEQO Sponsor

Ken Whelan, Chair, Central Region CEOs forum
Subject: RCSP Regional Committee
Date: 28 September 2009

Central Region DHBs have agreed a Regional Clinical Services Plan (RCSP), which proposes
a regional decision making structure (Figure 1). Discussions held by the Central Region DHB
Chairs and CEOs forum on 25 May 2009 identified the need for the establishment of an

overarching governance group.

The attached terms of reference represent the culmination of thinking about the most
appropriate structure, membership and functioning of this group in order to best realise the
significant changes as described in the RCSP. This breaks new ground as a region and the
Terms of Reference should be received on the basis of best intentions and may be reviewed in
six months time. Boards are asked to consider the Terms of Reference (see Appendix) with
the view to their ratification, to allow the establishment of the RCSP Regional Committee.

Key points to note include:

» DHB Boards retain the legal right for DHBs to make decisions for their communities

e DHB Boards have the opportunity for prior consideration of decisions coming before the
Regional Commitiee

» The membership includes an independent Chair, clinician input, and strong links with the
proposed three other expert advisory groups {see Figure 1). The third level (proposed
expert advisory groups) may change following discussions with clinicians

» The membership meets the Ministerial Review Group recommendations for regional
decision making by including CEO and Chair representation and surpasses these by
including a broader stakeholder involvement, notably clinician involvement.

Recommendations

DHB Boards are requested to

1. ratify the RCSP Regional Commitiee Terms of Reference; and

2. approve the establishment of the RCSP Regional Committee and the appointment of an
Independent Chair and two Clinician members

Figure 1: Proposed Regional Decision Making Structure
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Appendix
RCSP REGIONAL COMMITTEE
Terms of Reference (DRAFT)

Purpose

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

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

Principles

Commitment to regional collaboration and the RCSP

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

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

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

Four principles underpin the RCSP work programme.
1. Need to look at the future in the context of the future whilst acknowledging the past.

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

2. Regional (and national) collaboration for service improvement and innovation across the
contimium of care.

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

3. Reducing health inequalities across the Central Region over time.
Working together to improve equity in access, utilisation and outcomes of health services

in the region. In particular, high priority should be accorded to solutions that contribute to
reducing disparities for Maori and Pacific Peoples.

4. Within regional resources, an optimal health service which is sustainable (clinical and
financial), innovative and accessible."
e People of the region have their health services provided locally where those services
are safe, affordable and sustainable, while maintaining quality. Need to ensure that
“local ownership™ vs *local service provision” is not mixed up.

e Constant evaluation and continued development of a system that will deliver quality
care while maintaining value for money.

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

' Not constrained by the population needs of the region (i.e. recognising national service linkages and priorities)
* Need to note that alternative service models could Jead to alternative employment relationships
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Membership
The RRC will be composed of the following members:

¢  An Independent Chair (paid an honorarium)

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

e Two clinicians.
Attending in an advisory capacity
The chairs of the three regional expert groups (when formed):
¢ Funding and Infrastructure
e  (linical Governance and Workforce
¢ Community Health and Well-being.

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

s infrastructure investment
* changes to clinical services including workforce alignment.

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

The RRC will take overall responsibility for the implementation of the RCSP. DHB Chairs
and CEOs will have delegated authority from their Board to act (where permitted in law) and

an obligation to regularly report progress against the plan.

Decisions will in the first instance be made by consensus, facilitated by the Independent Chair
to reach a decision for the collective good of the Central Region population. Where consensus
cannot be reached a vote may be taken to assist the decision making process. The Independent
Chair, each DHB (one vote per DHB), and the two clinicians will have voting rights. The
meeting has the flexibility to determine the level of voting for a vote to be carried. The default
position is a majority (half plus one). The chairs of the three regional expert groups wifl
participate in an advisory capacity but will have no voting rights.

Meetings
e The RRC will meet a minimum of once every two months.

* A quorum will be the Independent Chair, and representatives from four of the Central
Region’s six DHBs, with a minimum of six members.

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

meeting.
The terms of reference will be ratified by the Boards of the six Central Region DHBs and
confirmed at the inaugural meeting.




Appendix H

DRAFT Central Region Maori Relationship Board Forum
Terms of Reference

Purpose
The purpose of the Central Regional Maori Relationship Board Forum (Forum) is

to provide effective Iwi / Maori health leadership to the central DHB region at a
governance level. The main objectives of the Forum will be to:

* Advocate and advise on strategies that will accelerate the achievement of
Whanau Ora

¢ Provide a regional lwi mandated engagement point for engagement by
central region DHBs and other relevant stakeholders on regicnal Maori health

related issues.

» Work together to identify synergies and advance opportunities for
collaboration across the central DHB region that will contribute to the
acceleration of Whanau Ora.

* Provide collective feedback and input on matters that are of significance to
Maori health and the accelerated achievement of Whanau Ora in the Central

DHB region.

Role
The Forum will need to cover a number of areas of work to meet its objectives.

The tasks below are not meant to be exclusive but can include the following:

» Provide advice on:
o The best way to engage Iwi / Maori at a regional level
o Achieving Whanau Ora
o Building effective Maori health capability & capacity

o Appropriate & effective service delivery for Maori in the central DHB
region

Membership and Chair
The Forum will be made up of the MRB Chairs from respective MRB boards in

the Central DHB region or designated substitutes appointed by resect MRBs.
The central region is made up of:

Capital and Coast DHB

Hawkes Bay DHB

Huit Valley DHB

Midcentral DHB

fd



i

* Whanganui DHB
¢ Wairarapa DHB

Attendance is however not limited to MRB chairs and other members of Central
region DHB Maori Relationship Boards are also welcome to attend. A chair and
deputy chair will be selected by the membership at the first meeting.

Decision making
Decisions for the Forum will be by consensus. No decision made by the Forum

will be binding to any other entity. There will be one vote per Maori Relationship
Board. There will need to be a minimum of five Maori Relationship Boards

present to constitute a quorum.

Reporting
Members of the Forum will be responsible for communication with their

respective Maori Relationship board and DHBs.

Resources
Each DHB will be required to fund travel, time and other expenses as required.

Meetings will be rotated to different locations so that all DHBs have the
opportunity to host the group.

Frequency of Meetings
Meetings will be for a day and there will be up to four meetings a year.... E.g.

February, May, August and November each year.



Appendix I

Statement of Financial Performance (Consolidated)

Aug-09

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

Expenditure
Personnel
Outsourced Services
Clinical Supplies
Infrastruocture & Non-Clinical
Provider Payments
Total Expenditure

Operating Surplus/(Deficit)

YTD Actual YTD Variance Variance
Budget

$000 $000 $000 %

81,145 82,500 {1,355) (2%)

126 110 16 15%

......... 1183 ....1384 . (on)  (15%)

...... 82,454 83,994 __ (1,540) _ (2%)

27,977 28,916 939 3%

3,651 2,794 {857) (31%)

7,223 7,078 (145) (2%)

11,331 11,784 453 4%

. 34704 35808 . L 3%,

...... 84,896 86470 1,574 2%

(2,442) (2,476) 34 (1%)
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133 Molesworth 5
P.0O. Box 5013
Wellington 6145
New Zealand
Phone (04) 496 20
Fax (04) 496 2340

Ref. No

28 September 2008

Mr Murray Georgel

Chief Executive Officer

~ Corporate Office

PO Box 2056,

Palmerston North Cenitral
PALMERSTON NORTH 4440

Dear Mr Georgel

'The Mi.nistry Has an ongoing interest regarding the likely financial year-end net result
of the District Health Board (DHB) sector. ‘

The year end net result, as originally set in The District Annual Plans (DAP), is
currentiy included in the monthly reports as an indicator of projected year end result.
Experience has shown that CAP forecasts become out-dated during the year in the
light of actual results.

As a consequence DHBs are requested to report updated forecast financial year end
results for the 2009/2010 year. Thls has preciously been discussed with Chief
Financial Officers (CFQO).

The Ministry is seeking a single figure forecast of the likely year end net result of your
DHB. We would appreciate the forecast being supported by the assumptions that
drove the forecast and the risks your DHB faces during the period covered by the
projection. A collation of the forecast results and risk factors reported by DHBs will
build a view for the Ministry and Ministers of the sector’s probably financial
performance at the end of the 2009/2010 financial year.

| recognise that a forecast is that, not an indication of actual performance. Itis not
intended to use the forecast as a formal measure of performance, rather to indicate
areas of risk for the Government. ]

The forecast is to be provided to the Sector Accountability and Funding — Financial
Monitoring Team (via FTP or datateam@moh.govt.nz) four times during the year on
the twelfth day following the ‘as at' dates of:

o AT A PEELY L TR

30 September 2009 TR %oﬁ ~E>‘-5‘+%
31 December 2009 F‘é‘f’: S

i
H




N
31 March 2010
31 May 2010

Thank you for your cooperation.

Yours sincerely

b

; John Hazeldine
Manager, Finance
- Sector Accounfability & Funding

- cc: Stuart Wilson - General Manager - Corporate Services, MidCentral DHB



Appendix K
Statement of Financial Position

ASSETS EMPLOYED
Current Assets

Bank/Cash

Investments < 3 months (Trusts)
Investments < 3 months
Investments > 3 months

Other Current Assets

Capital Charge
Employee Entitlement Provisions
GST

1 Total Fixed Assets (refer to note)

Restricted Investments
Investments

Net Assets Employed

FUNDS EMPLOYED

Share Capital
Revaluation Reserve
Trust and Special Funds
Retained Earnings

Term Loans
Long Term Liabilities

Total Funds Employed

i Buildings (including fitout)
: Plant & Equipment
i Work in Progress

Total

Actual
Jun-08 Jun-09 Aug-09 Change
$c00 $o000 $o00 $oo0
48,911 44,727 40,835 (3.892)
1,244 766 1,228 462
416 313 338 25
23,955 16,545 20,930 4,385
10,000 8,500 o (8,500)
13,296 18,603 18,339 {264)
(47.498) (54,841) (51,436) 32,405
(614) (1,334) (695) 639
(15,406) {17,668) (17,897) (229)
(1,062) (1,513) (1,852) (339)
{30,416) (34,326) (30,992) 3.334
144,480 170,827 169,536 (1,291)
142,230 168,327 167,036 (1,201)
1,500 1,750 1,750 o
750 750 750 o
145,893 160,713 158,935 (1,778)
63,817 63,693 63,693 0
35,941 60,723 60,723 0
1,916 2,064 2,088 24
...... (12,054) ___(21,880) _ (23,667) (1787}
89,620 104,600 102,837 (1,763)
54,943 54,867 54,852 (15)
1,330 1,246 1,246 0
145,893 160,713 158,935 (1,778)
9,825 16,545 16,545 o
105,486 121,851 120,907 (944);
23,667 28,615 28,167 (448)
3,252 1,316 1,417 101;
142,230 168,327 167,036 (1,291):
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Appendix L
Statement of Cash Flows

Aug-00 July Aug Qir1 Qirz Qir 3 Qtr 4 Full Year
($'000's) Actual Actual Forecast Forecast Forecast Forecast Forecast
Cash From Operating -4,536 2,143 -326 1,348 3,971 2,912 7,905
Cash from Investing -4 -600 -3,726 -3,726 -3,726 -3,727 -14,905
Cash From Financing -308 -323 o] o] [} 1,548 1,549
Increase (Decrease) in Cash Held I FY R 1220  -4,052  -2,378 245 - 734 - 5,451
Add Opening Cash Balance 26,124 21,276 26,124 22,072 19,694 19,939 26,124
Closing Cash Balance 21,276 22,496 22,072 19,694 19,039 20,673 20,673
ENet Debt Position: :
i Funds Utilised 33,591 32,356 17,705 20,083 34,761 34,027 34,0271
' Useable Faeility 71,867 71,867 71,867 71,867 71,867 71,867 71,86
i Surplus / (Shortfall) 38,276 39,511 54,162 51,784 37,106 37,840 37.840!
' Reserved Funds 18,700 18,700 18,700 18,700 18,700 18,700 18,700
¢ Available Facility 19,576 20,811 35462 33,084 18,406 19,140 19,140'

Note: Under NZ IFRS, the cash balance is deemed to be the total of cash / bank balances and
investments < 3 months. In the table above, investments > 3 months have been included to give
the whole picture of cash and investments.
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F @}Y{@CENTRAL Bustrict Healrs BoarD

Te Pae Haouonrz ¢ Ruchine o Tararua

TO The Board

FROM General Manager, Corporate Services

DATE 8 October 2009

SUBJECT Community Trust Update MEMORANDUM

Introduction

In February 2008 the Board approved the appointment of a Project Manager for the
establishment of an active Trust leading to an appointment for the Manager and Chair
of that Trust.

Progress

The position is still on hold because the economic climate has deteriorated and now
does not seem the best time to approach organisations and the public for donations.
The position has been kept in the administration cap numbers.

I have continued to keep in touch with the activities of the Palmerston North Hospital
Trust and we are exploring opportunities to work together. If this is successful we are
unlikely to recruit to this position.

Recommendation

It is recommended:

that this report be received.

il

Stuart Wilson
General Manager
Corporate Services

Corporate Services
MidCentral DHB
Heretaunga Street

P O Box 2056
Palmerston North
Phone +64(6) 350 8350
Fax +64{6) 355 0616
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nCENTRAL DISTRCT HEALTH BOARD

Te Paa Hauore o Ruchine o fararug

TO Board

FROM Chief Executive Officer

DATE 13 October 2009

SUBJECT Board’s Work Programme, 2009/10 M EM 0 RAN DU M

This report updates progress against the Board’s 2009/10 work programme. Reporting is
generally occurring in accordance with the timeline.

¢ Annual General Meetings for Allied Laundry Services Limited and Central Region’s
Technical Advisory Service: these AGMSs are to be held in late November and the associated
documents are not yet available. They will be submitted to the Board next month.

¢ DHBNZ Quarterly Update: this has not yet been received and will be included once
available.

» Long Term Systems Framework: priority has been given to arranging the Board’s strategic
planning workshop. An update on the LTSF will be provided next month.

* Holding Costs, Kimberley Centre: this matter is still under discussion with the Ministry of
Health.

The annual planning programme and assumptions will be discussed at this month’s workshop,
and will be submitted for the Board’s approval next month. The quarterly contracts update will
be provided as well as the annual update against the DHB’s District Strategic Plan long term

measures.

If there are any new items which members require, or any issues they would like canvassed in
future reports, please advise.
Recommendation

It is recommended:

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

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



) abed

pieoq ewwelbold YoM OL/B00E

. w | 81epdn (¥9-09 4va) anjonisel| BEll  eg
[ NS m uopejuswiaidw| :01/6002 Ue|d [enuuy JoL3sIa 43
| “ w 0L/6002 UBld einypusdx3 [eydeg BEl| ie
| : feuld dvg BEl| ot
_ i Z Y=g dvd B ez
: | ¥eld dvq BE| ez
; spoda ssauboid Ajyuop | 2
m doysyiom sy BE| oz
(serdiound xadeo ou)) suiawi} 9 suoldwnssy Buiuueld EEl| ¢z
auljawy 9 yoeoidde pasodoig EE|  pe
: 8Uliino doysyiom
pue aulawj _uwum_ua_._ dvy(d JO JUawisouawog >_hmw \\r £C
yoeoudde sjqissod :$s9001d 4 jO JUsWeouaWWOD Ajleq 2 ze
FLI0LOT UEld [enuuy Jo1ys|q 14
: Z ¥eig 10S EE| oz
_ , : L yeid 10S Bl sl
B0 e sHodas sseiboud Ajypuoy Kl sl
Aeseesese——————— usju| jo Juawajelg Ll
, ; ONINNY'1d TYNNNY 9l
” @jepdn jenuue Hlomelueld sweisAg uua | Buo KE] Gl
,, uejd 9|Bajeng [euoneN vl
_ | ajepdn [2nuue :sainsealy uus| Buo 454 | ¢l
! ) dSd 40 uoejuawe|diuj zZL
& (val) sejepdn Alyuop Lb
(vgl) ueld jeurd o]
(vgLl) awooing $s800.14 UOIE}NSUOY 8
{vg L) Juswonso( uone)nsuos 8
(uoistoap |euoiBal Jad se) auljewl) R 2
sul swiy AR
ue|d d1Ba3ed)S JOIISI JO MmalASY g
ONINNVTd OID3LVHLS ¥
£
4
~ : 01/6002 Q¥VOd L
| gy 1] 190 [ 988 [ By [ IAf Junf [Ae | 1y [felt [Ged[ Uer [SSQ [ASNT O EES AR o
- 0L0¢ SWeN yse] ai




g obey

pieog allWeibold YoM OL/B007

a3

: Adlj0d samnuly SapiLLWon/pleod jo spioday EEH| co
_ Koljog suopeBejag EE| w0
_ : Aoljod Buiures) pieog EEl| <o
: s18pIQ Buipuelg B 29
: $3[0110d 19
. JONVNYEIAQD 09
(leaosdde oy j2uy) ue|d JUBWeBeURY JeSSY Ve 6G
doyssiopa uonisod ysed A gs
Isni | ApunLiwon A g
60/800Z WO PIeMIO pallien A 98
JIoUNoY (BOIUID woll podey [enuuy E| GG
v sjepdn 10e)uo) Ki). pg
€ 2jepdp) pejueD REl| €S
Z 8jepdn 1oB)U0D BE)|  zg
§}s02 Bulp|oy @ SUONEN[BASI 81 SLIODINO ;SIUNCIJE [BNULY W] LG
| ejepdn joeiu0) 2 os
S9MNYS 0JoH Al
80das] O¥H4D :aN ‘(paunbel se) psuueid uonose [eipswsl
Aue  (8pm-gHQ) souelwoped jeuoleIado JO sisAjeue Augieny El| gp
(Alyiuow) poday |euoyeledQ 5,030 EE| v
S1HO43Y TYNOILYYIdO oy
AOEOUEO uonenieaal ocmv toamx ¥ SIUNO2DY [BNUUY Yl \? Gy
60/800Z LHOdIY TVNNNY | .| ¥
¢ 91epdn Auepenp BE| cv
€ aepdn Auspenp Bel| 2y
2 &jepdn Auspenp BEl| ¥
| 8epdn Auspenp 2 o
(doysyiom) swwesfold yJop W B¢
adue|||vieluso iy
ONINNY1d “IYNOIDIY Ji
Z sjepdn :(g/ 'qLez/ dvQ) UoyrIoge||oD [euoiBay Bai ot
: 1 81epdn :(g/ ‘g9z, dYQ) UoheIoge||0) [euciBey BEl! e
_ _ : Z @1epdn :{9-09 dvq) 8nponujsesu| i e
990 [AONT 390 [dagTBny [ 0T [ Unir TAeN T Jdy | #8IA [qad] uer [ oag [AONT IR0 [dag 1 BAV ] AT o

0lLog

SUWEBN Mse |

al




¢ abed
pleog ewnueibold YIOM 01/5002

: t Jalia|smau Allepenb ZNgHQ FE! 88

w g Joye|smau Allepenb ZNgHA BEl| e6

E Z Jope|smau Apsuenb ZNgHA E T

_ | Jeps|smaul Aapenb 2NgHA Pad T

m P ayepdn [enuue ZNGHQ M e

_ : sjuswabueLe Buyesiw |eisusb lenuue Apunet pally EE| +6

P ejepdn |enuue :Aipune payy M g6

_ sjuswabueue Bujesw jeleusB |enuue gy ] 26

: o ejepdn jenuue gy | Fal T

{ suojjes|uebip pajelaossy 06

m : mainai |eluusy) Buipueisiapun jo wWnpueiows)y BEl| 68

/AR TR R R A FA B (21112 'L1/6 'B/8T '8/L) *119) SO BEl| s

_ | : Z elepdn) | /e

m | | 8jepdn o oe

_ L L/01L0Z dwiielBold YO [BnUUY B G8

: m _ (4/2) 01/6002 Swwie1B01d YoM [enuuy N s

_ 0102 s8yjeboy s fenuuy BEl| ¢8

| 600 iaylebo} -jaq) jenuuy A <8

: Jauped 1m| 18

_ : : spuswbl Buipodas [enuue spueEay Map SjqBUT Edll o8

_ : JomaLue. 4 Bulpodey 110102 K| ez

: [: ajnpeyog Bunsai 010z M s

_ souelnsu| Bl 22

| ! punos Bujpuny [enuue :ejeisg sejeg E&l| oz

Amne——— 535589014 6L

sjuswabuelie diysiaquisiu SIS [BUISIXT | oy

_ (w9} -1 1.07) sitswsbuelle diysiaquisw aaiwwoD Wl e

/A R spodey ssaiboid | ez

l SUond9|3 gHA 0L0Z LL

: Aoljod suaposig FE| oz

| Aoljod esusadx3 sisqual pieog EH| 69

: Aoljod uopeAUNWWOY mE | ge

Koljod uoneynsuon EF s

Aaljod siaquisjy [eweix] 1o yddy BEl 9o

u_.l._ [AON 00 [d8STBhy [ Iif | unr | Aep | Jav | T8 [Ge4 _orﬂmm 587 [AON 120 [des [ By [ AF outen o6 o q

-

S




h

ipCENTRAL DisTRICT HEarms BoArD

Yo Pas Houois o Ruahing o Tarorua

TO Board

FROM Chief Executive Officer

DATE 7 October 2009

MEMORANDUM

SUBJECT 2010 Meeting Schedule

1. PURPOSE OF REPORT

This report secks the Board’s approval of the proposed 2010 Board and Committee meeting
schedule..

2, EXECUTIVE SUMMARY

Options for the Board’s meeting calendar were discussed with members at the September Board
meeting. It was agreed that the status quo should remain, with meetings scheduled for the first
and third Tuesdays of the month. Monthly meetings (except January) of the Board and the two
Committees tasked with overseeing the key largest functions of the DHB (funding/planning and
hospital service provision) are held. Other committees meet three to four times a year.

It was also agreed that the practice of holding four public forums a year should continue, with
three meetings (and public forums) be held in outlying areas. It was noted that these would
need to be held prior to the 2010 DHB election process getting underway.

A schedule has been prepared on this basis for the Board’s approval.

3. RECOMMENDATION

It is recommended:

that the 2010 meeting schedule, as contained in the agenda, be approved.

COPY TO: CEO’s Department
MidCentral DHB
Heretaunga Street
PO Box 2056
Palmerston North
Phone +64 (6) 350 8910
Fax +64 (6) 355 0616
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4.

DISCUSSION

The 2010 meeting calendar has been prepared based on the status quo, namely:

Hospital Advisory Committee, Community & Public Health Advisory Committee, Disability
Support Advisory Committee and Enable New Zealand Governance Group to meet on the
first Tuesday of the month.

The Hospital Advisory and Community & Public Health Advisory Committees to meet
monthly, except January with start times of 8.30am and 1pm respectively.

The Disability Support Advisory Committee to meet three to four times per year — March,
April, July and October. The April meeting to be held in the Committee requires further
discussion of annual plans for 2011/12. DSAC meetings to commence at 4pm.

The Enable New Zealand Governance Group to meet four times a year — February, May,
August and November, with a start time of 4pm.

All Committee meetings, except Enable New Zealand Governance Group, be held in the
Board Room, DHB Offices, Palmerston North. The ENZGG meetings to be held at Enable
New Zealand’s offices in Malden Street.

Board meetings to be held on the third Tuesday of each month, except January. Meetings to
commence at 10.00am.

Board meetings to be held in the Board Room, DHB Offices, Palmerston North, except for
three meetings scheduled to be held in outlying areas of Horowhenua/Otaki, Manawatu

and Tararua.

Four public forums to be held — one each in Horowhenua/Otaki, Manawatu, Palmerston
North and Tararua.

Audit committee meetings to be held on the third Tuesday of each month, commencing
from 8am - gam. Start times to be based on the amount of business to be discussed.

Group Audit Committee to meet four times a year — March, June, September and
December.

Hospital Audit and Funding Audit Sub-Committees to meet three times a year:
- Hospital Audit: April, July and October
- Funding Audit: May, August and November

Remuneration Committee to meet four times a year as required to complete its work
programme, '

As discussed with the Board last month, management will provide verbal (and written, where
available) information on operational performance beyond the end of the month being
reported. This applies to both Committee and Board meetings to ensure information and advice

is timely.

Public Forums

The Board has established a practice of holding four public forums a year; one in each of the
following geographical areas:
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¢ Horowhenua/Otaki
o Manawatu

s Palmerston North

s Tararua

The forums include a presentations from local Primary Health Organisations (NB: The
Manawatu PHO’s presentation alternates between the Manawatu and Palmerston North-based

forums.)

In 2010, DHB elections will take place. Previously, it has been MDHB’s practice not to hold
public forums during the election period, ie from July onward.

The 2010 meeting calendar has scheduled the forums for February to May. A considerable
amount of work goes into organising the forums, especially when they are held in community
halls. To ease the administrative burden, the forums have been scheduled for the main centres
so that Council facilities can be used wherever possible, ie Dannevirke, Feilding and Levin.

Guidelines will be provided to Primary Health Organisations so that their presentations are
focused on the outcomes achieved, and plans for the year ahead. This will be done in

conjunction with the Funding Division.
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Board and Committee Meeting Dates, 2010
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2010
February 16
March 16 16
April 20* 20
May 18° 18
June 15 15
July 20 20
August 17 17
September 21 21
October 19 19
November 16 16
December 21 21
Start Time |8 dpm. [4pm . |4p 10am 8am-9am®
" First Tucsday of Month | Third Tucsday of Month

Meeting to include a public forum.

Meeting to be held in Dannevirke, and to include a public forum.

1

2

2. Meeting to be held if required for annual planning purposes.
4. Meeting to be held in Feilding, and to include a public forum.
5 Meeting to be held in Levin, and to include a public forum.

6

Start time varies between 8am to 9am depending on size of agenda.




