
 

 

M
id

C
en

tr
al

 D
is

tr
ic

t 
H

ea
lt
h
 B

o
ar

d
 

Planning for the Future 
2005-2015 



 

MidCentral’s Guiding Principles 

The following are principles that will guide MidCentral District Health Board over the next ten years and beyond. These 
principles describe how we will work, how we will behave and how we will make decisions. They will serve as a reference point 
for setting priorities and form the basis from which we will plan and evaluate health initiatives. 

MidCentral District Health Board: 

• will work with its Iwi partner, Manawhenua Hauora, to apply the principles of the Treaty of Waitangi to work to achieve the best 
outcomes for Maori health within the district1 

• will engage and consult with its communities and ensure consumer participation when planning and evaluating its health service 
delivery  

• is committed to maintaining and supporting existing services that continue to meet the needs of its population, whilst channelling 
new investment into identified priority areas  

• intends to move to a continuum of health and wellbeing model. In making this transition, MidCentral DHB recognises that this 
approach requires a dynamic structure capable of evolving to enable and support this. 

• recognises that a framework of continuum of health and wellbeing requires strong leadership and continuous monitoring, review 
and improvement.  

• will use an outcomes approach to guide the distribution of funding 
• will demonstrate preparedness for change by either leading, or adapting to, the regionalisation or sub-regionalisation of services.  
• recognises that the infrastructure and capacity priorities in this plan are critical to achieving improved outcomes in population 

health 
• will work collaboratively with other District Health Boards and providers in seeking health gains for the population. 
• seeks equity of access for everyone. 
• will work with other agencies and sectors to ensure good health and wellbeing is an integral part of their planning processes, eg 

local government, education and justice. 
• promotes and actively seeks innovation in the planning and delivery of health and disability services. 

 

                                       

1 Within the context of the NZ Public Health and Disability Act 2000.  The principles of the Treaty of Waitangi are participation, partnership and protection.   
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MidCentral District Health Board – our vision for our district: 
“Quality living - healthy lives” 
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The long term outcomes we are seeking 

MidCentral District Health Board wants to achieve these ten outcomes for our communities’ 
health and wellbeing so that its vision of “Quality Living – Healthy Lives” can be achieved. 

• People enjoy healthy lifestyles within a healthy environment 

• The healthy remain well 

• Health and disability services are accessible and delivered to those in need 

• The health and wellbeing of Iwi Maori is improved  

• Quality of life is enhanced for people with diabetes, cancer, respiratory illness, cardiovascular 
disease and other chronic (long duration) conditions  

• People experiencing a mental illness receive care that maximises their independence and 
wellbeing 

• The needs of specific age-related groups, eg older people, children/youth are addressed  

• The wider community and family supports and enables older people and the disabled to 
participate fully in society and enjoy maximum independence   

• Oral health is improved for people within MidCentral’s district  

• People’s transition through the health and wellbeing continuum is well managed and 
informed. 
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Purpose of this Plan 

 

  

Building on the gains and momentum achieved since the development of its first District 
Strategic Plan, MidCentral DHB is pleased to be able to set out the broad direction that it 
intends to take for the planning and purchasing of health and disability services for the next 
10 years and beyond.  

Every district health board revises its District Strategic Plan at least once every three years. 
This provides an opportunity for MidCentral DHB to review its progress, respond to 
changes, consider new information on the health needs of the district, and refine its vision.  

This, our second strategic plan, identifies what results MidCentral DHB wants to achieve 
(outcomes) and broadly sets out how it intends to achieve these outcomes. The “how to” 
detail is contained in MidCentral’s District Annual Plan.  

In developing this plan, MidCentral DHB assessed its local priorities against regional and 
national priorities and the overall direction of the New Zealand Health Strategy and the New 
Zealand Disability Strategy. This was done to ensure that local actions and initiatives are 
consistent with what the Government expects the DHB to achieve. District Health Boards, 
funded through the Crown, are fully accountable to the Government to fulfil its health 
priorities.  

The New Zealand Health Strategy and the New Zealand Disability Strategy sit alongside 
each other and they have guided the development of more detailed service, health issue and 
population-group specific strategies or plans within MidCentral DHB. The formulation of 
these has involved considerable input from health professionals, community groups, and 
local Iwi. Such planning has been a critical part of the process in determining what outcomes 
are required for MidCentral DHB to achieve its vision. 
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MidCentral DHB will be measuring its progress towards the 
achievement of these long term strategic outcomes. Every year the 
Board of MidCentral DHB is required to set out its specific intentions 
for the next 12 months to the Government. These intentions are then 
reported against through MidCentral’s Annual Report.  

In working to improve the health of the district’s population, 
MidCentral DHB will observe the principles of the Treaty of Waitangi 
within the framework set out in the New Zealand Public Health and 
Disability Act 2000. At a local level this will involve working with 
Manawhenua Hauora, which was established to work with 
MidCentral DHB to advance iwi Maori health outcomes. 

 

 

 

.

 

The District Health Board’s work is diverse, covering many 
areas.    Planning for future health services must not 
compromise the current services.  The District Health Board, to 
achieve its vision, must put more funding into preventing 
illness via primary health and public health services while 
continuing to provide and improve existing hospital and other 
services.    

Currently around 160,000 people live in the district and have 
access to a wide range of health services including GP’s, 
pharmacies, rest homes, dental care, Maori health and mental 
health services, and hospital services.  MidCentral District 
Health Board ensures these services are available either by 
contracting with external providers or providing the services 
directly (eg emergency department).   

The current quantity value and diversity of services is large, 
with over $40 million alone spent per year on pharmaceuticals, 
community referred laboratory tests and radiology 
examinations.  Hospital and associated services are valued at 
around $360 million. 

The financial information contained later in this District Strategic 
Plan provides an overview of where the money is spent on 
providing health services, both now and for the next three 
years.   
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MidCentral DHB’s Health Priority Areas 
 

 

Deciding on health priorities is a challenge. Not only must 
MidCentral District Health Board focus on making sure a person 
receives treatment and care when they are ill, injured or disabled, 
it also needs to focus on helping people to stay healthy and well 
into the future.   

MidCentral DHB has identified 10 priority areas for the next 10 
years. This follows an analysis of the district’s current health 
status, MidCentral’s projected future health needs and what will 
make the greatest impact towards improving the health of the 
district’s population overall. 

All new monies received will be invested in these priority areas, 
whilst the every day purchase and provision of health and 
disability services (currently valued at around $360 million) will 
continue. 

 

Our priorities: 

• Maori Health 

• Rural Health 

• Child Health  

• Health of Older Persons 

• Diabetes 

• Cancer 

• Cardiovascular Disease 

• Respiratory Disease  

• Mental Health  

• Oral Health 

Note:  the priorities are not listed in order of priority, and 
are all of equal importance. 
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Maori health is a priority because Maori have the poorest 
health status of any ethnic group within MidCentral’s district. 
There is also a local and national commitment to improving 
Maori health and reducing disparities. 

Rural health is a priority because of MidCentral’s large rural 
area, and the access issues this creates. 

Child health is a priority because poor health in childhood 
can lead to poorer health in adult years. Therefore a focus on 
child health is an investment in the future health and 
wellbeing of the district. 

The health of older people is a priority because MidCentral’s 
population, like that of New Zealand, is aging.  Older people 
experience more illness and disability than any other 
population group in the district and their needs are more 
complex. 

Diabetes is a priority because the prevalence of the disease is 
increasing significantly and it can increase the risk of a person 
suffering from other serious illnesses. The main increase in 
diabetes is for people with Type II and this is substantially 
preventable. 

Cancer is a priority because it is the second most common 
cause of death within MidCentral’s district. At least one third 
of cancers are preventable and the impact and death rate of 
cancer can be reduced with early treatment. 

 

Cardiovascular disease is a priority because it is the most 
common cause of death for MidCentral residents and the 
leading cause of all hospitalisations (excluding pregnancy and 
childbirth)  

Respiratory disease is a priority because it is the third most 
common cause of death within MidCentral’s district and 
many risk factors are preventable 

Mental health is a priority because approximately one in five 
people will experience a mental illness (including drug and 
alcohol disorders) of some kind during their lifetime.  

Oral health is a priority because diseases of the gums and 
teeth are among the most common health problems 
experienced by all New Zealanders, and because poor oral 
health can lead to poor overall health.  
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Working with Others to Achieve Health Gains 
 

MidCentral DHB, on its own, cannot do everything to achieve 
health gains in these areas. It will take a combined effort - 
because everyone in the district has a part to play in creating a 
healthier community.  

At an individual level, simple steps can be taken to improve 
health and avoid diseases that are largely preventable – things 
like exercising regularly, eating a healthier diet, quitting 
smoking and getting regular health checks. Self-responsibility 
for these lifestyle choices is essential, and will be encouraged by 
MidCentral District Health Board. 

At a societal level, there are many factors which impact on the 
community’s health and wellbeing, such as clean air and water, 
adequate housing, employment and the environment.   Local 
councils, housing and social agencies, community groups, 
schools, businesses and many others also have a role in 
addressing the wider social, cultural, economic and environmental determinants of health. MidCentral DHB will therefore be 
working on an intersectorial basis with a variety of people and groups to advance health status in these priority areas.  

MidCentral DHB will also be working closely with other providers of health and disability services, Primary Health Organisations 
and health professionals.  Of particular importance will be ensuring new services are sustainable and adequately resourced.  
Some of the initiatives implemented to health the communities health status will result in increased demand for local providers 
and health professionals in the short to medium term, eg screening and early detection initiatives, management of chronic 
diseases (particularly in the primary sector).  Implementation planning will ensure a phased, and progressive approach.  It will 
also ensure care is provided across the continuum of health and wellbeing, and is delivered from the most appropriate setting(s). 
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Strategies for Health Priority Areas 
 

 

To achieve the outcomes outlined in this District Strategic Plan requires strategies. The following pages detail  the types of 
strategies that will be used to make health gains in priority areas, the changes expected as a result of these strategies and the 
level of investment intended.  

MidCentral District Health Board will use these strategies to target those most in need, such as high users of the service, those 
most at risk of heart disease (and other priority disease states), and those who have difficulty in access due to their location, socio 
economic status or age. 

The strategies will improve the health and wellbeing of the population over time, and reduce the demand on secondary and 
tertiary care specialist (hospital) services.   

At the same time, MidCentral District Health Board will continue to manage short term/current difficulties, such as waiting lists 
for hospital services.  These short term plans are outlined in the District Annual Plan which is reviewed and published each year. 
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Maori Health 

Maori have significantly poorer health status than the rest of New Zealanders. Maori life expectancy, though improving, still lags 
behind the life expectancy of non-Maori. Within the MidCentral district, Maori were over represented in the top four causes of 
death by between 40% and 100%.  

In MidCentral Maori have a higher rate of 
hospitalisations for ischaemic heart disease, 
stroke, diabetes, asthma, respiratory infections, 
emphysema, and skin infections. Heart disease, in 
particular, is increasing even for younger Maori 
adults. Maori also have higher proportions of 
disability among certain age groups.  

Smoking and being overweight or obese is more 
common among Maori and these factors increase 
the risk of serious illness like heart disease and 
diabetes. Socio-economic disadvantage is also a 
known risk factor for many health conditions and 
a high proportion of Maori live in disadvantaged 
areas in the MidCentral district.  
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Strategies to improve Maori health: 

• Increase investment in Maori health promotion 

• Provide supplementary resources for the screening of Maori at high 
risk of developing diabetes, cancer and cardiovascular disease etc 

• Increase the capability and capacity of the Maori health and 
disability workforce 

• Involve local Iwi and Maori communities in service development 

• Increase investment in services for Maori, by Maori  

Investment 

Funds being targeted to the health priority areas include initiatives 
aimed specifically at improving Maori health.  In addition, 
approximately $500,000 per annum will be invested in increasing the 
Maori workforce capacity and capability in the short to medium term. 

Links to Long Term Outcomes  

These strategies will help improve the health and wellbeing of Maori, 
and the accessibility of services.  This in turn will lead to healthy 
lifestyles within a healthy environment. 

Maori Health 

What will be different in 2015? 

• Fewer Maori will be developing those diseases that 
are impacted by lifestyle and socio-economic status 

• Fewer Maori will be hospitalised for conditions that 
have progressed to an advanced state due to early 
treatment and intervention  

• Maori will experience services that are supportive of 
their cultural needs 

• Maori will enjoy similar levels of health as other 
people within MidCentral’s district  
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Rural Health 

MidCentral District Health Board covers a wide geographic area, and many of its communities consider themselves to be rural in 
nature.  These areas are serviced by health centres, with specialist health and disability services being provided in Palmerston 
North.  This change creates access issues, including but not limited to, emergency and after-hour services. 

Rural health services require health professionals who are able to deal with a wide range of health conditions.  Recruiting and 
retaining skilled staff in rural areas is an issue that cannot be resolved in the short term.  A longer term approach is required. 

Our strategies to improve rural health: 

• Develop a district-wide transport strategy in 
collaboration with other agencies 

• Establish “first response” units 

• Address the capability and capacity of the rural health 
workforce, including primary maternity services, in 
collaboration with local and regional Councils 

• Rural health forums 

• Review the district’s accident and medical services. 
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Investment 

The value of added investment in this area is yet to be quantified.  
Regardless, there are funds incorporated within other health priority 
areas.  Specific DHB funds for transport and accident/medical services 
will be considered in conjunction with initiatives delivered and funded 
by other agencies, eg Regional Council. 

Links to Long Term Outcomes  

These strategies will ensure health and disability services are 
accessible and delivered to those in need.   

 

Rural Health 

What will be different in 2015? 

• General practitioner levels in MidCentral’s rural areas 
will be more than 1:2,000 population 

• Rural health has improved through better access to 
health and disability services, including after-hour 
accident and medical services 

• A primary care maternity infrastructure will be in 
place to support rural mothers  
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Child Health 

Poor health in childhood can lead to poorer health in adult years. 
Therefore a focus on child health is an investment in the future health 
and wellbeing of the district. 

At higher risk of poor child health are children who are Maori, Pacific 
Peoples or living in a socio-economically disadvantaged area. Within 
MidCentral’s district, Maori and Pacific people have higher infant 
mortality rates than non-Maori, non Pacific ethnicities.  

In the MidCentral district, conditions that are most likely to affect 
children are musculoskeletal injuries, glue ear, asthma, respiratory 
infections, gastroenteritis and chronic diseases of tonsils.   

Our strategies to improve child health: 

• Invest in the prevention and reduction of child abuse, including the 
development of a systemic approach to children at risk, in conjunction 
with other agencies 

• Develop healthy lifestyle and health education programmes targeted 
to both children/youth and their parents, eg healthy eating, and, 
parenting skills 

• Establish a community paediatric service 
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• Ensure more children are receiving child focused services 

• Ensure the Well Child Tamarki Ora Framework is implemented and 
functioning well at a local level  

• Establish a Child Health Advisory Committee 

Investment 

Additional funds will be used to purchase services to enhance child 
health on an ongoing basis.  This will commence in the short to medium 
term and will have an annual value of $1 million. 

Links to Long Term Outcomes  

These strategies will help ensure the specific needs of children are 
addressed, services are accessible, and that children, where possible, 
remain well and healthy. 

Child Health 

What will be different in 2015? 

• The incidence of child abuse within the district will 
have reduced 

• Fewer children will be developing risk factors 
associated with some diseases eg obesity 

• Fewer children will be exposed to environmental 
conditions that affect their health eg second hand 
smoke, poor housing etc.  

• Fewer children will be hospitalised as a result of 
injuries 

• Parents will be supported in managing a range of 
child health issues and have increased knowledge 
of their entitlements  

• All health service delivery will be child-friendly  
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Older People 

As people get older the likelihood of developing a major 
illness or acquiring a disability increases. Over 50% of people 
over 65 have a disability, either caused by one or a 
combination of factors including disease or illness, the aging 
process or accident/injury.  

MidCentral district has a higher proportion of older people 
than New Zealand overall, and its population in general is 
aging. This means that more people in the district will require 
care and support in future years.  

Although the impact of an older person having an accident or 
illness is more severe and prolonged than for a younger 
person, improved health care and support is helping older 
people live longer and better with chronic illness and 
disability.  

Older people who are generally well require support and 
information about services to keep them healthy at home and 
prevent falls, poor nutrition, low fitness and social isolation.  

Our strategies to improve the health of older people: 

• Establish an intersectoral information and advocacy service 
for older people 
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• Facilitate the increased use of elder abuse family violence 
intervention guidelines 

• Link information systems so that appropriate and timely 
information is shared between agencies and providers 

• Increase home based rehabilitation options and access to home 
support  

• Establish collocated services focused on the needs of older people 

• Provide funded training for whanau and unpaid carers 

• Improve access to, and choice for older person, in care 
arrangements  

Investment 

The value of added investment in this area is yet to be quantified. 

Links to Long Term Outcomes  

These strategies will help address the specific needs of our older 
population and improve the accessibility of services.  They will also 
assist in ensuring the wider community and families support and 
enable older people to participate fully in society and to enjoy 
maximum independence. 

Health of Older People 

What will be different in 2015? 

• Older people will be supported to live as 
independently as possible and participate in 
community life 

• Older people, and their families/whanau, will be well 
informed about matters relating to health and 
wellbeing, and able to easily access information, advice 
and support 

• Older people will not have to repeatedly provide the 
same information to different health professionals due 
to the sharing of appropriate information between 
providers 

• There will be a range of culturally appropriate living 
options available for older people that require 
residential care 
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Diabetes 

The prevalence of diabetes in New Zealand is growing significantly. Within 
MidCentral’s district, hospital admissions for diabetes increased by 64% 
between 1999 and 2003, highlighting the growing burden of the illness. 

Diabetes increases the risk of developing other, serious diseases. These 
include heart attack and angina, stroke, kidney failure, blindness, and limb 
amputation. It is often these complications that are the main cause of 
suffering and death for people with diabetes.  

Maori, Pacific People and those living in lower socio-economic areas within 
the district are much more likely to be hospitalised for diabetes than 
MidCentral residents overall. 

Strategies to address the burden of diabetes: 

• Increase investment in promoting healthy lifestyles  

• Increase awareness of diabetes and its associated risk factors 

• Develop increased workforce expertise in diabetes detection and 
management 

• Ensure sufficient resources available in the community for effective 
treatment and self management.  
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Investment 

Additional funds will be used to purchase services to reduce the  
incidence and impact of diabetes on an ongoing basis.  This will  
commence in the short to medium term and will have an annual 
investment value of $3 million. 

Links to Long Term Outcomes  

These strategies will help improve the quality of life for people with 
diabetes, and the health and wellbeing of Maori.  Some strategies will be 
targeted at the needs of children/youth.  The benefits will enable more 
people to enjoy healthy lifestyles within a healthy environment. 

Diabetes 

What will be different in 2015? 

• Fewer people will be developing Type II 
diabetes, the version of the disease associated 
with lifestyle 

• All health providers will be able to detect 
diabetes early by the identification of risk factors 
and the use of screening tools 

• All people with diabetes will have a standardised 
plan of care that is regularly reviewed 

• All people with diabetes will have access to the 
resources required to effectively manage their 
condition 

• Fewer people with diabetes will require 
treatment for complications 
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Cancer 

Cancer is the second most common cause of death for MidCentral 
residents, responsible for 27% of all deaths. The risk of cancer 
mortality was 30% higher in MidCentral’s socio-economically 
disadvantaged areas compared with MidCentral overall.  

The number of people diagnosed with cancer within MidCentral is 
expected to increase as the proportion of older people within the 
district increases. However, the impact of cancer and the death 
rate can be reduced with early treatment and at least one third of 
cancers are preventable.  

The most common cancers registered within MidCentral’s district 
are those affecting the digestive organs (stomach, bowel, etc), 
prostate, breast, respiratory and organs inside the chest, and 
blood and lymphoid systems.  

Strategies to address the incidence and impact of cancer:  

• Increasing investment in promoting healthy lifestyles  

• Increasing awareness of cancer and its associated risk factors 

• Increasing investment in cancer screening programmes 
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• Developing increased workforce expertise and capacity in 
cancer treatment and care  

• Increasing specialist cancer palliative care services 

• Developing comprehensive services to support people 
through their cancer journey  

Investment 

Additional funds will be used to purchase services to reduce the 
incidence and impact of cancer on an ongoing basis.  This will 
commence in the short to medium term and will have an annual 
investment value of $3.3 million. 

Links to Long Term Outcomes  

These strategies will improve the quality of life for people with 
cancer, and the health and wellbeing of Maori.  Some strategies 
will be targeted at the needs of older people.  There will also be 
spin-off benefits which will enable more people to enjoy healthy 
lifestyles within a healthy environment. 

Cancer 

What will be different in 2015? 

• Fewer people will be developing the cancers whose risk 
can be minimised by healthy lifestyles 

• More cancers will be detected early, either before 
symptoms appear, or just after the first symptoms have 
developed, through greater recognition of risk factors and 
expanded screening programmes 

• All people with cancer will be treated in line with best 
practice in a New Zealand setting and national guidelines 

• People with cancer will experience a high level of support 
during and after their cancer treatment 

• Fewer people will die of cancer  
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Cardiovascular Disease 

Cardiovascular disease is the most common cause of death for MidCentral 
residents, responsible for 43% of all deaths. The risk of death is 20% 
higher for those people who live within socio-economically disadvantaged 
areas compared with MidCentral overall. 

Cardiovascular disease is also a leading cause of hospitalisations within 
the MidCentral district. Ischaemic heart disease is the most common 
cardiovascular disease causing hospitalisation.  It is responsible for around 
45% of cardiovascular hospitalisations for people aged 65 and older, and 
40% for adults younger than 65. Stroke hospitalisations are increasing. 

The risk of cardiovascular disease can be reduced by reducing obesity, 
increasing exercise, controlling blood pressure and controlling cholesterol.  

Our strategies to address the incidence and impact of cardiovascular 
disease: 

• Increase investment in promoting healthy lifestyles, with an emphasis 
on high risk groups 

• Increase awareness of cardiovascular disease and its associated risk 
factors 
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• Increase investment in general, targeted and opportunistic 
screening programmes  

• Develop increased workforce expertise and capacity in 
cardiovascular treatment and care  

• Develop community based cardiology, stroke and other 
specialist services  

• Provide increased access to psychological support   

Investment 

Additional funds will be used to purchase services to reduce the 
incidence and impact of cardiovascular disease on an ongoing 
basis.  This will commence in the short to medium term and will 
have an annual investment value of $2 million. 

Links to Long Term Outcomes  

These strategies will improve the quality of life for people with 
cardiovascular disease, and the health and wellbeing of Maori.  
This in turn will contribute to more people enjoying healthy 
lifestyles within a healthy environment. 

Cardiovascular Disease 

What will be different in 2015? 

• Fewer people will be developing cardiovascular disease 
due to people engaging in healthy lifestyles and the 
effective control of other contributory factors 

• Early detection of cardiovascular disease will have 
increased due to general, targeted, and opportunistic 
screening  

• All people with an identified high risk of cardiovascular 
disease will have a management/care plan in place that 
they have been involved in developing  

• Fewer people will be readmitted to hospital after 
treatment due to effective follow-up support and care 

• The quality of life for people living with cardiovascular 
disease will be enhanced  
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Respiratory Disease 

Respiratory disease was the third most common cause of death for 
MidCentral residents, responsible for 9% of all deaths. The risk of 
death from respiratory causes is 45% higher for people residing in 
socio-economically disadvantaged areas compared to MidCentral 
overall.  

Respiratory diseases cover a range of illness including asthma, 
pneumonia, emphysema, chronic bronchitis, bronchiectasis, lung 
cancer and cystic fibrosis. Asthma is more common among 
children and emphysema is more common among older people 
and the risk of lung infections is highest for children and older 
adults.  

Smoking, obesity, environmental pollutants and poor housing are 
some of the risk factors associated with respiratory disease. 

Our strategies to reduce the incidence and impact of respiratory 
disease: 

• Increase investment in promoting healthy lifestyles, 
particularly focused on smoking cessation  

• Increase the access to, and uptake of, effective asthma self 
management strategies  
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• Expand Hospital-in-the-Home services to provide support to 
people with COPD (chronic obstructive pulmonary disease 
that includes emphysema and chronic bronchitis) and 
pneumonia  

• Provide psychological support to assist people in the self 
management of their respiratory illness 

• Develop increased workforce expertise and capacity in 
respiratory treatment and care 

• Work intersectorally with other agencies to address 
environmental pollution and poor housing issues 

Investment 

Additional funds will be used to purchase services to reduce the 
incidence and impact of respiratory disease on an ongoing basis.  
This will commence in the short to medium term and will have 
an annual investment value of $2 million. 

Links to Long Term Outcomes  

These strategies will help improve the quality of life for people 
with respiratory illness.  Some strategies will be targeted at the 
needs of children/youth and the elderly.  These will enable more 
people to enjoy healthy lifestyles within a healthy environment. 

Respiratory Disease 

What will be different in 2015? 

• Fewer people will be developing COPD, whose main risk 
factor is smoking 

• Fewer people with asthma will be admitted to hospital due 
to better self management  

• All people with chronic respiratory illnesses will have a 
management/care plan in place 

• People will experience a high level of support that will 
reduce the impact of living with a chronic respiratory illness 

• The mortality rate for lung cancer will have stabilised   
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Mental Health 

Approximately 20% of the population at any one time is estimated to 
have a diagnosable mental illness. This includes mild disorders and 
drug and alcohol problems.  

Of the above figure, 2.5% of adults and 5% of children and youth in 
New Zealand will have a severe, ongoing and disabling mental illness, 
the most common being depression, bipolar affective disorder and 
schizophrenia. These illnesses require treatment from specialist mental 
health and drug and alcohol services.  

Within MidCentral’s district, Maori aged 10-54 are disproportionately 
high users of mental health services compared to non-Maori, in 
particular Child, Adolescent and Family services, inpatient services, 
alcohol and drug services and forensic services. 

Our strategies to improve mental health: 

• Build on existing regional risk management to achieve an  
integrated community response to prevent a crisis 

• Implement recommendations in relation to speciality mental  
health services provided on a regional basis, eg alcohol and drug, 
child and youth, and eating disorders. 

• Continue to develop forensic mental health services on a  
regional basis 
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• Implement the findings from the Alcohol and Drug Intensive 
Treatment Review 

• Address waiting times for children to access mental health 
services 

• Implement the recommendations from the Regional Maori 
Mental Health Plan, and the Pacific People’s Mental Health 
Plan 

Investment 

MidCentral, Capital and Coast, Whanganui, Hawkes Bay, Hutt 
and Wairarapa District Health Boards work together to plan and 
provide mental health services for the combined region. 
MidCentral DHB’s ongoing investment in mental health services 
is therefore determined via a regional process. 

Additional funds will be used to purchase mental health services.  
This will commence in the short to medium term and will have 
an annual investment value of $1.5 million. 

Links to Long Term Outcomes  

These strategies will ensure that people experiencing a mental 
illness receive care that maximises their independence and 
wellbeing.  They will be better able to participate fully in society 
due to wider community and family support. 

 

Mental Health 

What will be different in 2015? 

• Fewer people will experience acute episodes of mental 
illness 

• People with mental illness will be in control of their care 
and wellbeing, and better able to participate fully in society  

• There will be sufficient mental health professionals and 
provider capacity to meet the needs of consumers and 
their families 
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Oral Health 

Poor oral health in childhood can lead to poor overall health, both 
in childhood and during adult years. Yet most oral disease is 
preventable with good dental hygiene and preventative dental 
care.  

Within MidCentral’s district, data from school age children 
suggests that Maori, Pacific Peoples and Asian children have 
poorer oral health compared to other ethnicities. This is also the 
national trend.  

Our strategies to improve oral health: 

• Increase investment in the promotion of healthy lifestyles and 
good oral hygiene 

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

• Actively encourage the use of available dental services, and 
promote those that are free for children and adolescents 

• Streamline Palmerston North Hospital’s dental unit to cope 
with increased demand 

• Develop increased workforce capacity for dental services. 
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Investment 

In the short to medium term, MidCentral DHB will invest $1.5 
million of additional funds to reduce the incidence and impact of 
oral disease. 

Links to Long Term Outcomes  

These strategies will improve oral health throughout the district.  
The specific needs of children will also be addressed.  The 
strategies will also enable more people to enjoy healthy lifestyles 
within a healthy environment and keep the healthy well. 

 

Oral Health 

What will be different in 2015? 

• Fewer people will experience poor oral health 

• Promotion of good oral health will start when children are 
still babies and continue beyond adolescence  

• Schools will take an active role in oral health, having 
removed soft drink vending machines and unhealthy food 
choices, and enforced the compulsory wearing of mouth 
guards during sports games 

• Access to dental services will have increased, especially for 
low income families 

• There will be sufficient oral health professionals, including 
dentists and dental therapists, to meet demand 
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An Assessment of the Health Needs of MidCentral’s District 

The health needs and priorities of MidCentral 
DHB’s district drive planning initiatives.   

MidCentral DHB monitors the district's health 
status, examining hospital admission data, 
major causes of death, and lifestyle choices.2 

Hospitalisation and Causes of Death 

Cardiovascular Disease 

• Cardiovascular (heart) disease is the number one 
cause of death in MidCentral’s district.  It is also 
the major cause of hospitalisations for the 
district’s elderly population (age 65 years and 
over).   

 

 

 

                                       

2 MidCentral’s Health Needs Assessment was reviewed and updated in 2005. 
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• The most prominent cardiovascular disease causing hospitalisation is ischaemic heart disease.  This includes angina and heart 
attacks. 

• There are an increasing number of hospital admissions for strokes.  

• Within MidCentral’s Maori population, the number of people in the mid-age range (15 – 64 years) being admitted to hospital 
for heart disease is increasing. 

• MidCentral’s mortality (death) rate for heart disease is 15% higher than the New Zealand average. 

Cancer 

• Cancers are the second most common cause of death within MidCentral’s region. 

• The incidence of cancer in MidCentral’s district increased by 6% per annum, on average, from 1998 to 2000. A continuing 
increase is predicted.  In 2002, the Ministry of Health forecast that nationally, the number of people developing cancer would 
grow by 37.5% by 2011 – an annual growth rate of 4% over the next 10 years. 

• The risk of cancer is more common among the elderly population. As MidCentral’s population ages, it is expected that cancer 
levels will rise. 

• Within MidCentral’s district, the two major cancer groupings are digestive organs (oesophagus, stomach, bowel, liver, 
pancreas,etc) and respiratory cancers (mostly lung cancer).   

Respiratory Disease 

• Respiratory illness is the third most common cause of death within MidCentral’s region.  This includes a range of disorders 
such as pneumonia, asthma, emphysema, and chronic bronchitis.  
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Injuries and External Causes 

• The fourth most common cause of death within MidCentral DHB’s region is injuries.  This includes accidents, intentional self 
harm, assault, poisoning, and complications of medical and surgical care. 

• When compared to the New Zealand average, MidCentral DHB’s population experienced 20% more deaths from injuries in 
1999-2001. 

• The middle age groups (15 to 55 years) had the highest number of deaths from injuries, followed by the 85 year plus age 
group. 

Diabetes 

• Hospitalisation rates associated with diabetes are increasing.  This suggests 
 an increasing burden of diabetes exists within our communities. 

Maori Health 

• Maori mortality rates from heart disease, cancer and respiratory illness are  
higher than other ethnic groupings. 

• There is a disproportionately higher number of Maori being admitted to  
hospital for heart disease, diabetes, asthma, respiratory disease and infections. 

• Maori are over represented in hospital based mental health service use  
(both as inpatients and for services delivered in the community). 
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Lower Socio-Economic Groups 

• The disadvantaged have worse than expected hospitalisation numbers for many diseases/disorders, such as ischaemic heart 
disease and diabetes, compared to MidCentral overall.  The disadvantaged also have a higher mortality for all causes 
combined, circulatory system disease, cancers, respiratory system disease, and deaths caused by injuries.  

• The number of asthma hospitalisations decreased markedly from 1999 to 2003.  In total, a 55% reduction was recorded overall, 
with a 68% drop for those living in disadvantaged areas.  A similar trend was also recorded for respiratory infections. 

Hospitalisation Rates 

• Hospitalisation numbers for our region are lower than New Zealand overall for non-Maori, non-Pacific ethnicities.  These same 
groups have a slightly higher (10%) than expected death rate from circulatory system diseases (heart disease) and injuries, 
when compared to New Zealand overall. 

• Hospitalisation and mortality numbers for Pacific  
People are low because the Pacific Peoples population 
 in the district is small.  Although this creates 
difficulty generating statistically stable results, there  
seems to be a consistent pattern of poorer Pacific  
People health status across most hospitalisation  
and mortality parameters.  This is consistent with  
national trends. 

 

MidCentral District Hospital Discharges by Major Diagnostic 
Category 2000/2001 to 2002/2003
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Lifestyle Factors 

Lifestyle choices, including smoking, fitness levels, eating habits 
and alcohol and drug practices, affect an individual’s health.   
Smoking and obesity can contribute to people getting diabetes, 
respiratory illnesses, and cancer.  According to the New Zealand 
Health Survey, an estimated 58% of people in MidCentral’s 
district are considered obese or overweight. 

Good oral hygiene (healthy teeth and gums) improves our 
health. Dental data suggests Maori, Pacific People and Asian 
children have poorer dental health compared to other ethnicities, 
including Pakeha.   

The Ministry of Health has looked at the 20 top risk factors 
associated with cause of death.  These factors include diet, 
inadequate vegetable and fruit consumption, tobacco 
consumption, and insufficient physical exercise.  The graph 
provides a summary of the Ministry’s findings: 

(Source:  Looking Upstream: causes of death cross-classified by risk and condition,  
New Zealand 1997.  Ministry of Health, November 2004.) 

Disability 

A national disability survey was undertaken in 2001.  Using this information, the size of MidCentral’s disabled population was 
estimated.  The assessment estimated that more than 32,000 people within the district have a disability.   

The majority of people with a disability report that they have more than one disability.   
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The estimated number of adults by disability type as at 2001 is set out in the following table: 

Disability Type Number 

Sensory 11,035 

Physical 17,468 

Intellectual 1,194 

Psychiatric/psychological 3,909 

Other 10,328 

Total* 26,644 

*an individual may appear in the table more than once.  
Therefore, the column will not sum to the given total.  

The likelihood of disability is higher among older people.  Falls are a major 
cause of injury and accidental death among older people. 

Older disabled people have a higher need of rest home care.  With our 
ageing population, there will be an increasing demand for home support 
and residential care. 

Outlook 

Looking to the future, diseases associated with lifestyle 
are predicted to increase.  These include, stroke, heart 
disease, diabetes, and renal failure. 

MidCentral’s population is ageing and there will be a 
greater proportion of older people in the district in 
future.  This is line with national trends.  The risk of 
many major illnesses is higher among older people, eg 
heart disease, cancers, and many respiratory diseases. 
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MidCentral DHB Outcomes for a Healthy District 

The broad health priority areas identified on page 5 have been used to 
determine the health outcomes that MidCentral District Health Board will 
be working towards in the short, medium and long term.   

There are two types of outcomes that MidCentral DHB will be working 
toward – health outcomes and system outcomes. The latter are those 
outcomes in the area of people, planning and infrastructure that need to 
be present in order to achieve the desired health outcomes.  

Outcomes are the results MidCentral DHB expect to see within a 
particular time period. Recognising that a significant change in health 
status takes time to achieve, MidCentral DHB has determined the 
following timeframes for this District Strategic Plan: 

Timeframe Time Period 

Long term 10 years plus 

Medium term 4-9 years 

Short term 1-3 years 

MidCentral DHB will use a continuum of health and wellbeing model for 
the planning and delivery of health care services for its population. It has 
started the move toward this continuum of health and wellbeing 
approach by using it as the framework for the long term outcomes 
detailed on page 2, and its short and medium term outcomes as detailed 
in Appendix B. 
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Continuum of Health and Wellbeing Approach 

The continuum model is a system of care that covers a number of different elements and linkages. As a system, it both guides 
and tracks an individual patient/client through a comprehensive array of health services and improves the health of the 
population as whole.  The continuum of health and wellbeing approach incorporates the physical, mental, social and spiritual 
aspects of health and wellbeing and spans all levels of care. One of its core aims is to ensure that people receive seamless 
coordinated services, most probably from a range of different providers, as their individual needs change over time. People may 
access the continuum at any point because episodes of illness or injury may occur that demand services other than at the 
beginning of the continuum. Various stages of the continuum are also engaged at different times, not necessarily in a fixed order. 

MidCentral’s Continuum of Health and Wellbeing 

Health promotion 
and prevention – 
this stage of the 
continuum focuses 
on promoting 
healthy lifestyles, 
preventing disease 
risk factors and 
creating healthy 
environments. 

Early detection and 
intervention – this 
involves detecting 
illness prior to the 
development of any 
symptoms (via 
screening) or as soon 
as practicable after 
the development of 
symptoms. It also 
involves providing 
education about signs 
and symptoms of 
disease/illness. Once 
a disease/illness has 
been detected early 
intervention can then 
occur. 

Diagnosis and 
treatment – this 
stage in the 
continuum involves 
the use of  a range of 
procedures and 
techniques to enable 
or confirm a 
diagnosis. Treatment 
follows, and this can 
take many different 
forms and involve a 
variety of therapies 

Support, 
habilitation and 
rehabilitation – this 
stage in the 
continuum involves 
helping people to 
manage a 
disease/illness, 
recover from an 
injury or live with a 
disability. It can 
include 
psychological, 
physical, social, 
economic or spiritual 
assistance. 

Palliative Care – 
this stage of the 
continuum affirms 
life and regards 
dying as a normal 
process. Activities at 
this stage include 
supporting families, 
whanau and carers, 
as well as providing 
relief to the dying 
person from 
distressing 
symptoms. 

Research and 
Surveillance – this 
stage of the 
continuum involves 
the continuous 
collection of 
information on the 
incidence, 
prevalence and 
mortality of disease 
states and the 
evaluation of 
services, treatments 
and programmes. 
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Supporting the Continuum of Health and Wellbeing 

It is impossible to deliver effective and efficient health services across the continuum of health and wellbeing without three key 
inputs – people, planning and investment in infrastructure.  

People Planning Infrastructure 

Ensuring that there are the right numbers 
of health professionals, with the right 
level of skills, to protect and care for the 
health of MidCentral’s population, both 
now and into the future when needs will 
change.   

 

Ensuring that the right services are 
delivered in the right place and that the 
greatest health benefits for the population 
are being achieved within the available 
funding.  

 

Ensuring that there are information 
systems, equipment and facilities to 
enable smooth and coordinated service 
delivery. 

 

MidCentral District Health Board has a Workforce Plan, an Asset Management Plan, and an Information Systems Plan.  These 
detail the strategies to support the health priorities. 

The long term outcomes to be delivered in the three infrastructure areas are: 

• There is sufficient skilled workforce available to meet the district’s needs 

• Health professionals, providers, planners and consumers can access the information they need as and when required 

• The health of the district’s population has benefited from good planning 

• Assets are used efficiently. 
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National Perspective  

The Government has four societal outcomes which it is seeking on behalf of all New Zealanders as detailed on page 39.  As 
shown in the diagram on page 39, the work of MidCentral (and other District Health Boards) contributes toward these. 

MidCentral District Health Board is committed to progressing the Government’s national health priorities and expectations which 
include, but are not restricted to, the following: 

• progressing the NZ Disability Strategy 

• implementing NZ Health of Older Person’s Strategy 

• reducing inequalities 

• implementing He Korowai Oranga 

• implementing the NZ Primary Care Strategy and Primary 
Health Organisations 

• implementing the NZ Cancer Control Strategy 

• implementing the meningococcal vaccine strategy 

 

• implementing “healthy eating, healthy action” programme 

• progressing Maori health 

• achieving elective waiting times 

• developing health infrastructure 

• keeping infrastructure costs as low as possible 

• strengthening collaborative and cross-Government action 
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Measuring Progress toward our Long Term Outcomes 

MidCentral District Health Board is committed to achieving its long term outcomes, and will be measuring and reviewing 
progress on a regular basis. 

The Ministry of Health has developed a set of indicators which, when viewed collectively, provide a picture of New Zealand’s 
health.  MidCentral DHB will be using these indicators and the data relating to its district. 

The indicators cover all stages of life from infants through to older people, as well as “whole of life” measures. 

MidCentral DHB will be seeking improvements across all indicators and will use the 2000/01 data as the base point. 

In reviewing measures it is important that the collective results are viewed.  For example, as a result of investment in early 
detection initiatives, MidCentral expects to see an increase in the incidence of diabetes.  Similarly, it expects to see a reduction in 
the impact on people’s lives as a result of diabetes through early intervention and treatment. 

It is also important to recognise many indicators will be influenced by not only MidCentral DHB, but the actions of other agencies 
and individuals. 

A copy of the measures is set out in Appendix A. 

Milestones 

In addition to monitoring progress against these indicators, MidCentral DHB will be reviewing progress against milestones along 
the way. Achievement of the long term outcomes requires a planned and staged approach.  MidCentral DHB has established 
outcomes for the short and medium term, and these will act as milestones.  Measures for all short term outcomes will be 
developed and monitored as part of the Board’s annual planning process.  The short and medium term outcomes are detailed in 
Appendix B. 



MidCentral District Health Board’s District Strategic Plan, May 2006  41

Financial Pathway 
 

MidCentral District Health Board is in a good financial position going forward with funds available for investment in its priority 
health areas. 

Revenue 

Looking forward, revenue is projected to increase.  In 2005/06 MidCentral DHB shall receive $384 million in revenue.  This will 
continue to increase each year thereafter by at least an amount to take account of inflation (what is called our future funding 
track).  MidCentral DHB expects to receive an additional $23 million in 2005/06 for new investment, and a further $6 million in 
2006/07.  Beyond that date there is less certainty.  This new money, along with retained earnings, will allow MidCentral DHB to 
make a real investment in priority health areas. 

MidCentral Health (the hospital and its associated services) is expecting a downward adjustment in revenue to reflect the closure 
of Kimberley Centre. This residential centre for people with an intellectual disability is scheduled to close on 30 June 2006 when 
all residents have moved into new community-based accommodation.   

The following tables show the forecast revenue increases: 

 
Revenue Projections 2004/05 2005/06 2006/07 2007/08 

     

Base  348,190 383,095 398,397 

Inflation adjustment  11,490 9,462 11,912 

New funding for investment  23,415 5,840 0 

Total 348,190 383,095 398,397 410,309 
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Where Does The Money Go?
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Where the Money Goes 

Three-hundred and eighty million dollars is a lot of money.  
Where does it all go? 

The provision of hospital and associated services costs around 
$220 million per annum.  Over $40 million is spent each year on 
community pharmaceuticals, drugs, and laboratory tests.  A 
similar amount is spent on general practitioner, Maori health, 
mental health and other primary health services.  The cost of 
providing disability support services is around $51 million, and 
this includes rest home care.  Payments to other District Health 
Boards for health services provided by them for our population, 
eg children from MidCentral DHB’s region who are admitted to 
Starship Hospital, Auckland, equate to around $32 million each 
year. 

The  following table demonstrates the shift to spending more money in primary health on prevention, early detection and 
intervention.  

  2004/05 2005/06 2006/07 2007/08 

  $000 $000 $000 $000 

Hospital Services 211,107 225,163 233,262 238,781 
Primary Health 102,043 127,224 131,721 137,496 
Payments to other DHBs 27,897 32,093 32,886 33,466 
  341,047 384,480 397,869 409,743 
      
Hospital Services 62% 59% 59% 58% 
Primary Health 30% 33% 33% 34% 
Payments to other DHBs 8% 8% 8% 8% 
  100% 100% 100% 100% 
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Detailed financial statements are set out in Appendix C.  These forecast MidCentral DHB’s financial position over the next ten 
years.  Each year, the financial forecast is updated as part of the annual planning process.  The most up-to-date financial 
statements are contained in MidCentral DHB’s latest District Annual Plan. 

Investing in Technology, Equipment and Facilities 

Each year, the District Health Board spends at least $9.5 million (being the level of depreciation) on maintaining its equipment 
and facilities.  This includes the replacement of hospital equipment and investment in new technology.   

MidCentral DHB is developing a long-term asset management plan.  This sets out the assets to be replaced and/or purchased.  

Over the next 10 years, the four large capital projects planned are the establishment of a Health Facility in Horowhenua 
(replacing the current hospital), the purchase of replacement linear accelerators for the regional cancer treatment services, a new 
ambulatory/day care centre at Palmerston North Hospital, and the implementation of a picture archival and communication 
system (PACS). 

Capital purchases are largely funded from depreciation.  MidCentral DHB has also tagged surpluses from previous financial years 
for capital projects.  These two funding sources mean MidCentral should be able to self-fund its long term capital programme, 
with two known exceptions.  Equity funding (Government monies) has been approved for the Horowhenua Health Facility.  
MidCentral is currently in the preliminary stages of reviewing its facilities at Palmerston North Hospital and any reconfiguration 
of these is likely to require financial support from the Government.  Demand for day/ambulatory care work has increased beyond 
expectations, and this trend is likely to continue, particularly as additional investment is made in priority health areas.  Planning 
work, which involves both primary and secondary care practitioners, is underway and due for completion by October 2006.  This 
will determine the capital and operating costs involved, and the health gains which will result.  In the meantime, an estimated 
capital cost of $25 million has been used for long term asset management purposes. 

MidCentral DHB works with its neighbouring DHBs to ensure a regional approach to capital investment is upheld.  It also works 
within the national capital framework for DHBs which is managed by the Ministry of Health. 
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Living within Budget 

MidCentral District Health Board must live within its budget and ensure that funds are used efficiently and effectively.  It has 
financial management policies in place to ensure this happens.  It also has risk management processes. 

Some funding is “ring fenced”, such as mental health, and cannot be used for other purposes. 

 



MidCentral District Health Board’s District Strategic Plan, May 2006  45

Risks 

To ensure that MidCentral District Health Board can successfully 
implement its plans for the future, it has assessed the potential risks and 
barriers it may face along the way.  It has then looked at ways of reducing 
or mitigating these.  This assessment identified seven key risks: 

• Instability or change of current policy settings and related funding 

• Changes to the population based funding formula, particularly as 
separate funding streams are incorporated 

• Cost of industrial settlements, workforce development and retention 

• Growing expectations of MidCentral DHB beyond its capacity to deliver 

• Inability to change unhealthy lifestyles 

• Inability to manage elective targets 

• The district is hit by a pandemic and local health and disability services 
are unable to cope. 

 

Instability or change of current policy settings and related funding 

The Risk 

MidCentral DHB’s plans are based on current Government health and financial policies.  

The Mitigation 

Working with the Ministry of Health, and through its involvement in DHBNZ, an organisation comprising all district health 
boards in New Zealand, MidCentral DHB works with the Government’s policy makers and ensures that the impact of any 
changes is known and taken into account. 
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Changes to the population based funding formula, particularly as separate funding streams are incorporated 

The Risk 

District health boards are largely funded by Government.  This funding is calculated using a population based funding formula.  
This formula takes into account the make-up of each district health board's population. Factors such as age, ethnic mix, gender 
mix, rural spread, etc are taken into account.  Any significant change to the funding formula will require MidCentral DHB to 
review its investment plan and budget, and may require a change to the timing or scope of new initiatives, or service changes. 

Some Government funding is provided outside this formula as a separate funding stream, eg monies to offset the nurses pay jolt 
of 2004, and to meet costs involved in removing asset testing for aged residential care.  These separate funding streams are based 
on actual costs, not a population basis.  At some stage these monies will be incorporated into the population based funding 
formula and there is a high risk that MidCentral’s share of the total pool will be different, creating a funding short fall. 

The Mitigation 

Again working with the Ministry of Health, and through its involvement in DHBNZ, MidCentral DHB works with the 
Government’s policy makers to ensure these issues are taken into account, that the funding formula is equitable, and any 
significant change is signalled well ahead of time to enable all district health boards to plan for it. 

Cost of industrial settlements, workforce development and retention 

The Risk 

New Zealand as a nation experiences difficulty in recruiting and retaining enough skilled health professionals to provide care 
across the continuum of health and wellbeing.  It must now compete on the international scene for health care workers.  This 
comes at a cost as NZ must offer employment conditions that are competitive with other countries.  MidCentral DHB shares this 
problem.  If employment costs continue to increase at the rate they have been, MidCentral (as an employer) will have to look at 
reducing costs in other areas.  If MidCentral DHB cannot employ the number of health care workers that it requires, it will need 
to review the level and scope of services provided, waiting times, clinical thresholds, etc.  As a funder of health services, 
MidCentral faces the prospect of rising contract prices as workers in the primary sector seek pay equity with hospital staff.  
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The Mitigation 

Nationally, the Government’s Health Workforce Advisory Committee is leading work in this area.  At a local level, MidCentral 
DHB has its own Workforce Plan and works closely with educational institutes such as UCOL and Massey University.  It also 
plans to establish links with medical schools.  MidCentral has an industrial relations criteria, and collaborates with other DHBs to 
develop and implement options for workforce recruitment. 

Growing expectations of MidCentral District Health Board beyond its capacity to deliver 

The Risk 

Balancing the expectations of the local community with clinical and financial considerations remains an ongoing challenge for 
MidCentral District Health Board. 

Naturally when new drugs, advanced diagnostic tests and better treatment regimes become available, the community wants these 
to be readily available to them.  They also want ready access to services. 

The demand for health services to be planned and delivered in an holistic manner is increasing.  People’s spiritual and special 
needs are to be taken into account. 

To be clinically sustainable, services must have sufficient volumes and be supported by appropriate professional support 
structures.  Also, the cost of health and disability services cannot be ignored.  MidCentral DHB operates within capped funding 
and every dollar must be used most effectively. 

The Mitigation 

MidCentral DHB will be communicating and engaging with its public over these issues, and will use a prioritisation framework in 
making service decisions so as to ensure equity.  It will also use its guiding principles as detailed at the beginning of this Plan. 
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Inability to change unhealthy lifestyles 

The Risk 

Unhealthy lifestyle choices are impacting on the health of New Zealanders.  People’s 
eating habits, fitness levels, alcohol and drug use, and smoking patterns have a major 
effect on their individual health.  Obesity is becoming an increasing problem facing New 
Zealand today.  

No matter how much intervention and treatment services MidCentral DHB puts in place, 
it will not be able to keep up with demand if current lifestyle patterns continue.  To 
succeed people within our district need to take responsibility for living a healthy lifestyle. 

The Mitigation 

MidCentral DHB’s investment plans for diabetes, cancer, respiratory, cardiovascular, 
child health, and Maori health all have a strong healthy lifestyles focus.  MidCentral DHB 
will be encouraging its communities to adopt a healthy lifestyle, and will endeavour to 
support them wherever possible. 

Inability to Manage Elective Targets3 

The Risk 

MidCentral is investing in health priority areas to improve the health status of the population, and reduce demand on secondary 
care services. If these strategies are unsuccessful, or take longer to achieve, secondary care services will face increasing demand, 
with an associated increase in waiting times.   

 

                                       

3 Note:  targets include timeframes, patient flow, order, and level of service. 
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The Mitigation 

MidCentral, through its annual plan, will continue to focus on elective waiting times, and 
invest resources in this area 

The District is hit by a pandemic and local health and disability services unable to cope 

The Risk 

Over recent years, outbreaks of contagious diseases such as SARS (Severe Acute Respiratory 
Syndrome) and the Avian Bird Flu have occurred in overseas countries and scientists predict 
that these will spread to New Zealand.  There is a risk that local health services would be 
unable to cope with an outbreak and to control its spread. 

The Mitigation 

MidCentral, together with other District Health Boards within the central region, has 
developed a major incident health co-ordination plan.  This ensures each DHB maintains an 
appropriate level of readiness to respond to incidents, and has procedures and resources in 
place for mass casualty incidents and emerging infectious diseases.  It is also participating 
with the Ministry of Health and all DHBs at a national level. 
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Appendix A:  Measures for Long Term Outcomes 
 

Outcomes:  Whole of Life 

MDHB (not available) MDHB (1998-2002) New Zealand (1998-2002) Life expectancy at birth 
Non-Maori Maori Non-Maori Maori Non-Maori Maori 

F    81.0  73.1  82.2 72.9 
M    75.8  72.8  77.2 68.1 

 Total    78.4  72.7  79.8 70.5 
MDHB (2000) MDHB (2001) New Zealand (2001) Avoidable mortality, age-standardised rate per 100,000 

Non-Maori Maori Non-Maori Maori Non-Maori Maori 
 Total 207.7 507.4 208.3 474.9 175.6 491.8 

MDHB (1999-2001) MDHB (2002-2004) New Zealand (2002-2004) Ambulatory sensitive hospitalisations, discharge rate 
per 1,000 (0-74yrs) Non-Maori Maori Non-Maori Maori Non-Maori Maori 

F  2291.8  3137.5  2208.3  2968.0  2501.2 4612.3 
M  2723.7  3186.7  2477.5  3144.9  2875.0 4587.9 

 Total  2504.1  3161.2  2341.9  3051.8  2687.4 4607.4 

Outcomes:  Infants (0-4 years) 

MDHB (1997-99) MDHB (2000-02) New Zealand (2000-02) Infant mortality, rate per 1,000 live births 
Non-Maori Maori Non-Maori Maori Non-Maori Maori 

F  4.8  7.1  1.0  9.1  4.4 7.9 
M  5.8 -  6.3  6.7  5.4 9.1 

“-“ represents counts less than 5 Total  5.3  5.8  4.1  7.9  4.9 8.5 
MDHB (1999-2000) MDHB (2001-03) New Zealand (2001-03) Low birthweight, rate per 1,000 live births 

Non-Maori Maori Non-Maori Maori Non-Maori Maori 
F  59.7  61.8  71.4  68.8  65.8 77.6 
M  51.8  80.3  56.6  68.7  57.7 71.8 

 Total  55.7  71.3  63.9  68.7  61.7 74.6 
MDHB (not available) MDHB (2004) New Zealand (2004) Breastfeeding (exclusive and full) at 3 months, rate 

per 100 Non-Maori Non-
Pacific Maori 

Non-Maori 
Non-Pacific Maori 

Non-Maori Non-
Pacific Maori 

 Total   53.0 48.0 59.0 46.0 
MDHB (1997-99) MDHB (2000-02) New Zealand (2000-02) Drowning mortality (0-4 yrs), rate per 100,000 

Non-Maori Maori Non-Maori Maori Non-Maori Maori 
F - - - -  2.0 5.1 
M - - - -  4.2 4.9 

“-“ represents counts less than 5 Total - - - -  3.1 5.0 
MDHB (1999-2001) MDHB (2002-04) New Zealand (2002-04) Burns-related hospitalisations (0-4 yrs), rate per 

100,000 Non-Maori Maori Non-Maori Maori Non-Maori Maori 
F  170.4  131.4  144.4  131.7  88.1 149.7 
M  110.7  202.3   61.5  242.0  127.3 212.8 

 Total  139.3  168.0  102.3  188.7  108.0 182.0 
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MDHB (1999-2001) MDHB (2002-04) New Zealand (2002-04) Falls-related hospitalisations, (0-4 yrs) age-
standardised rate per 100,000 Non-Maori Maori Non-Maori Maori Non-Maori Maori 

F  425.9  410.4  572.7  285.1  541.1 611.8 
M  668.2  544.7  508.3  422.8  634.6 709.3 

 Total  549.8  480.0  538.1  356.4  588.8 661.6 
MDHB (1997-1999) MDHB (2000-2002) New Zealand (2000-2002) Poisonings-related (0-4 yrs) hospitalisations, age-

standardised rate per 100,000 Non-Maori Maori Non-Maori Maori Non-Maori Maori 
F  332.5  215.9  182.1  219.3  174.0 181.9 
M  339.2  223.3  307.0  180.8  206.2 180.6 

 Total  335.1  219.9  244.7  199.1  190.4 181.2 

Outcomes:  Children (5-14 years) 

MDHB (2003) MDHB (2004) New Zealand (2004) Hearing failure at school entry, percentage 
Non-Maori Maori Non-Maori Maori Non-Maori Maori 

 Total 4.6 6.7 6.1 9.5 5.5 9.9 
MDHB  MDHB  New Zealand  Caries-free teeth at Year 8, percentage of children, 

fluoridated supply Non-Maori/ 
Non-Pacific Maori 

Non-Maori/ 
Non-Pacific Maori 

Non-Maori/ 
Non-Pacific Maori 

 Total   43.9 26.7 54.4 37.0 
MDHB  MDHB  New Zealand  Caries-free teeth at Year 8, percentage of children, 

non-fluoridated supply Non-Maori/ 
Non-Pacific Maori 

Non-Maori/ 
Non-Pacific Maori 

Non-Maori/ 
Non-Pacific Maori 

 Total   49.7 29.1 43.1 27.7 
MDHB  MDHB New Zealand Mean number of decayed, missing or filled teeth at 

Year 8, fluoridated supply Non-Maori/ 
Non-Pacific Maori 

Non-Maori/ 
Non-Pacific Maori 

Non-Maori/ 
Non-Pacific Maori 

 Total   1.6 2.4 1.3 1.9 
MDHB  MDHB New Zealand Mean number of decayed, missing or filled teeth at 

Year 8, non-fluoridated supply Non-Maori/ 
Non-Pacific Maori 

Non-Maori/ 
Non-Pacific Maori 

Non-Maori/ 
Non-Pacific Maori 

 Total   1.4 2.6 1.6 2.7 
MDHB (1999-2001) MDHB (2002-2004) New Zealand (2002-2004) Unintentional injury mortality (5-14 yrs), rate per 

100,000 Non-Maori Maori Non-Maori Maori Non-Maori Maori 
F  3.7  12.4  7.1  22.1  4.2 9.5 
M 10.5  33.5  6.8  0  9.1 9.6 

 Total  7.2  23.1  6.9  11.0  6.8 9.5 
MDHB (1999-2001) MDHB (2002-04) New Zealand (2002-04) Asthma hospitalisations (5-14 yrs), age-standardised 

rate per 100,000 Non-Maori Maori Non-Maori Maori Non-Maori Maori 
F  306.8  148.0  261.2  132.6  163.1 258.5 
M  447.3  245.8  285.7  228.3  201.0 323.5 

 Total  378.8  198.0  273.6  181.0  182.6 292.3 

Outcomes:  Youth (15-24 years) 

MDHB (2003) MDHB (2004) New Zealand (2004) Teenage (13-17 years) births, discharge rate per 1,000 
Non-Maori Maori Non-Maori Maori Non-Maori Maori 

 Total 7.9 11.9 4.8 12.5 4.4 16.6 
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Manawatu-Wanganui (2003) Manawatu-Wanganui (2004) New Zealand (2004) Road traffic injury mortality (15-24 year old), rate per 
100,000 Total populations Total populations Total populations 

F - - 17.9 
M 51.3 57.7 36.3 

“-“ represents counts less than 5 Total 29.2 42.3 27.1 
MDHB (1997-99) MDHB (2000-02) New Zealand (2000-02) Suicide mortality, age-standardised rate per 100,000 

Non-Maori Maori Non-Maori Maori Non-Maori Maori 
F  13.6  27.7  7.3  0  7.0 15.5 
M  38.6  44.3  10.9  45.7  24.1 47.9 

 Total  26.2  35.9  9.1  22.7  15.6 31.1 

Outcomes:  Adults (25-64 years) 

MDHB (1997-1999) MDHB (2000-02) New Zealand (2000-02) Female breast cancer mortality, age-standardised rate 
per 100,000 Non-Maori Maori Non-Maori Maori Non-Maori Maori 
 F  21.7  71.5  22.0  62.3  25.4 45.4 

MDHB (1997-1999) MDHB (2000-02) New Zealand (2000-02) Female breast cancer registrations, age-standardised 
rate per 100,000 Non-Maori Maori Non-Maori Maori Non-Maori Maori 
 F  117.4  100.1  153.0  137.7  145.0 163.1 

MDHB (1997-99) MDHB (2000-02) New Zealand (2000-02) Cervical cancer mortality, age-standardised rate per 
100,000 Non-Maori Maori Non-Maori Maori Non-Maori Maori 
“-“ represents counts less than 5 F  2.9 -  1.7  8.8  2.5 9.2 

MDHB (1997-99) MDHB (2000-02) New Zealand (2000-02) Cervical cancer registrations, age-standardised rate 
per 100,000 Non-Maori Maori Non-Maori Maori Non-Maori Maori 
 F  6.9  27.2  13.5  42.9  13.2 23.6 

MDHB (1997-99) MDHB (2000-02) New Zealand (2000-02) Colorectal cancer mortality, age-standardised rate per 
100,000 Non-Maori Maori Non-Maori Maori Non-Maori Maori 

F  18.5  10.2  11.1  9.2  11.8 11.6 
M  19.6  11.7  11.9  18.1  14.7 15.3 

 Total  19.0  11.3  11.5  13.8  13.2 13.4 
MDHB (1997-99) MDHB (2000-02) New Zealand (2000-02) Colorectal cancer registrations, age-standardised rate 

per 100,000 Non-Maori Maori Non-Maori Maori Non-Maori Maori 
F  41.6  14.2  38.2  50.2  39.2 22.1 
M  43.6  34.6  29.2  42.2  42.3 32.5 

 Total  42.5  23.8  33.7  45.6  40.7 27.1 
MDHB (1997-99) MDHB (2000-02) New Zealand (2000-02) Lung cancer mortality, age-standardised rate per 

100,000 Non-Maori Maori Non-Maori Maori Non-Maori Maori 
F  18.7  40.0  17.1  64.8  12.0 71.1 
M  21.9  11.7  22.1  77.3  17.3 62.9 

 Total  20.3  26.9  19.5  70.5  14.6 67.1 
MDHB (1997-99) MDHB (2000-02) New Zealand (2000-02) Lung cancer registrations, age-standardised rate per 

100,000 Non-Maori Maori Non-Maori Maori Non-Maori Maori 
F  20.2  31.1  23.7  111.9  16.0 79.3 
M  19.1  59.8  25.4  79.3  21.9 71.8 

 Total  19.6  45.6  24.5  95.5  18.9 75.7 
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MDHB (1997-99) MDHB (2000-02) New Zealand (2000-02) Melanoma cancer mortality, age-standardised rate per 
100,000 Non-Maori Maori Non-Maori Maori Non-Maori Maori 

F  3.6 -  4.6 -  3.7 0.7 
M  4.7 -  5.2 -  6.7 2.2 

“-“ represents counts less than 5 Total  4.1 -  4.9 -  5.2 1.4 
MDHB (1997-99) MDHB (2000-02) New Zealand (2000-02) Melanoma cancer registrations, age-standardised rate 

per 100,000 Non-Maori Maori Non-Maori Maori Non-Maori Maori 
F  40.2 -  45.8  16.0  57.6 6.7 
M  39.6 -  45.3 -  53.6 2.4 

“-“ represents counts less than 5 Total  40.0 -  45.6  8.2  55.7 4.7 
MDHB (1997-99) MDHB (2000-02) New Zealand (2000-02) Ischaemic heart disease mortality, age-standardised 

rate per 100,000 Non-Maori Maori Non-Maori Maori Non-Maori Maori 
F  26.5  94.5  19.9  110.5  13.1 79.6 
M  69.1  243.5  47.9  180.4  52.6 181.8 

 Total  47.3  165.9  33.5  143.8  32.5 128.8 

Outcomes:  Older People (65+ years) 

MDHB (1999-2001) MDHB (2002-04) New Zealand (2002-04) Falls hospitalisations, age-standardised rate per 
100,000 Non-Maori Maori Non-Maori Maori Non-Maori Maori 

F  1779.1  567.6  1699.9  178.3 2067.2 1345.9 
M  1162.5  1114.5   1059.2  1165.5 1435.3 1168.6 

 Total  1543.6  807.7  1421.5  659.3 1807.4 1277.5 
MDHB (1997-99) MDHB (2000-02) New Zealand (2000-02) Lung cancer mortality, age-standardised rate per 

100,000 Non-Maori Maori Non-Maori Maori Non-Maori Maori 
F  154.9  376.4  123.5  336.2  129.8 485.2 
M  249.7  570.0  321.2  177.6  288.2 641.5 

 Total  197.7  461.3  210.8  257.4  197.4 557.1 
MDHB (1996-98) MDHB (1999-2001) New Zealand (1999-2001) Lung cancer registrations, age-standardised rate per 

100,000 Non-Maori Maori Non-Maori Maori Non-Maori Maori  
F  128.7  303.1  150.7  359.4  142.1 485.0 
M  276.2  230.9  344.5  270.1  315.2 691.2 

 Total  191.5  271.4  241.7  318.5  216.5 568.6 
MDHB (1997-99) MDHB (2000-02) New Zealand (2000-02) Colorectal cancer mortality, age-standardised rate per 

100,000 Non-Maori Maori Non-Maori Maori Non-Maori Maori 
F  172.6 -  148.2 -  144.0 101.5 
M  218.4  144.3  204.6  77.7  206.6 216.7 

“-“ represents counts less than 5 Total  191.7  66.1  169.8  38.8  171.3 152.2 
MDHB (1997-99) MDHB (2000-02) New Zealand (2000-02) Colorectal cancer registrations, age-standardised rate 

per 100,000 Non-Maori Maori Non-Maori Maori Non-Maori Maori 
F  172.6 -  148.2 -  144.0 101.5 
M  218.4  144.3  204.6  77.7  206.6 216.7 

“-“ represents counts less than 5 Total  191.7  66.1  169.8  38.8  171.3 152.2 
MDHB (1997-99) MDHB (2000-02) New Zealand (2000-02) Melanoma cancer mortality, age-standardised rate per 

100,000 Non-Maori Maori Non-Maori Maori Non-Maori Maori 
F  11.6  122.0  17.0 -  18.8 7.6 
M  66.7 -  45.3 -  41.4 14.1 

“-“ represents counts less than 5 Total  35.0  66.1  28.8 -  28.3 9.9 
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MDHB (1997-99) MDHB (2000-02) New Zealand (2000-02) Melanoma cancer registrations, age-standardised rate 
per 100,000 Non-Maori Maori Non-Maori Maori Non-Maori Maori 

F  82.8 -  129.2 64.3  135.3 30.0 
M  188.1  79.4  204.6 -  219.4 25.4 

“-“ represents counts less than 5 Total  125.0  40.0  162.4 34.0  171.5 27.3 
MDHB (1997-99) MDHB (2000-02) New Zealand (2000-02) Cervical cancer mortality, age-standardised rate per 

100,000 Non-Maori Maori Non-Maori Maori Non-Maori Maori 
“-“ represents counts less than 5 F  14.3 -  18.0 -  9.3 40.1 

MDHB (1997-99) MDHB (2000-02) New Zealand (2000-02) Cervical cancer registrations, age-standardised rate 
per 100,000 Non-Maori Maori Non-Maori Maori Non-Maori Maori 
“-“ represents counts less than 5 F  30.1 -  14.4 64.3  15.1 46.8 

MDHB (1997-99) MDHB (2000-02) New Zealand (2000-02) Female breast cancer mortality, age-standardised rate 
per 100,000 Non-Maori Maori Non-Maori Maori Non-Maori Maori 
 F  105.8  80.6  148.7 155.3  104.2 194.2 

MDHB (1997-99) MDHB (2000-02) New Zealand (2000-02) Female breast cancer registrations, age-standardised 
rate per 100,000 Non-Maori Maori Non-Maori Maori Non-Maori Maori 
 F  350.7  539.8  350.9 128.5  317.9 329.2 

MDHB (1997-99) MDHB (2000-02) New Zealand (2000-02) Prostate cancer mortality, age-standardised rate per 
100,000 Non-Maori Maori Non-Maori Maori Non-Maori Maori 
“-“ represents counts less than 5 M  259.9 -  219.9 394.5  247.8 407.6 

MDHB (1997-99) MDHB (2000-02) New Zealand (2000-02) Prostate cancer registrations, age-standardised rate 
per 100,000 Non-Maori Maori Non-Maori Maori Non-Maori Maori 
 M  876.8  885.5  901.6 388.7  1002.3 844.7 

MDHB (1997-99) MDHB (2000-02) New Zealand (2000-02) Ischaemic heart disease mortality, age-standardised 
rate per 100,000 Non-Maori Maori Non-Maori Maori Non-Maori Maori 

F  800.4   1322.4  782.0 1822.2  706.1 1436.1 
M  1466.9  2008.1  1361.0 2129.3  1211.0 1955.4 

 Total  1081.2  1653.4  1033.8 1954.0  919.0 1675.9 
MDHB (1997-99) MDHB (2000-02) New Zealand (2000-02) Stroke mortality, age-standardised rate per 100,000 

Non-Maori Maori Non-Maori Maori Non-Maori Maori 
F  466.6  714.6  408.5 749.7  406.5 520.8 
M  468.4  298.5  550.0 375.2  429.8 516.3 

 Total  470.4  496.3  467.3 579.2  420.5 517.2 

Infectious Diseases 

MDHB (1997-99) MDHB (2000-02) New Zealand (2000-02) Infectious disease related mortality (all ages) 
Non-Maori Maori Non-Maori Maori Non-Maori Maori 

F  13.8  39.4  10.0 35.8  10.7 19.9 
M  21.3  46.8  12.5 37.0  13.2 29.1 

 Total  17.1  43.8  11.5 35.5  11.8 24.1 
MDHB (2003) MDHB (2004) New Zealand (2004)  
Total population groups Total population groups Total population groups 

Tuberculosis notifications, age-standardised rate per 
100,000 
“-“ represents counts less than 5 

- 3.9 9.5 

Pertussis notifications, age-standardised rate per 
100,000 6.4 31.5 73.3 
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Meningococcal disease notifications, age-standardised 
rate per 100,000 
“-“ represents counts less than 5 

5.6 - 7.6 

Hepatitis B notifications, age-standardised rate per 
100,000 
“-“ represents counts less than 5 

- - 0.9 

Rheumatic fever notifications, age-standardised rate 
per 100,000 
“-“ represents counts less than 5 

- - 2.1 

Campylobacteriosis notifications, age-standardised 
rate per 100,000 233.3 175.1 329.9 

Cryptosporidiosis notifications, age-standardised rate 
per 100,000 24.2 39.4 18.6 

Giardiasis notifications, age-standardised rate per 
100,000 24.0 15.5 41.5 

Salmonellosis notifications, age-standardised rate per 
100,000 14.9 4.0 30.5 

Socioeconomic Factors (2001 Census) 

MDHB  New Zealand   

Non-Maori Maori Non-Maori Maori 
F  50.4  34.2  52.9 32.0 
M  49.9  30.0  52.8 28.9 

School completion (6th Form Certificate or 
higher), percentage 

Total  50.1  32.2  52.8 30.5 
F  4.8  9.2  4.6 10.1 
M  4.8  9.7  4.8 10.1 

Unemployment, percentage (15+ yrs) 

Total  4.8  9.4  4.7 10.1 
F  32.7  30.9  30.9 31.6 
M  21.8  26.5  20.8 26.8 

Population with low income, percentage (15+ 
yrs) 

Total  27.4  28.8  26.0 29.3 
F  4.7  14.7  7.9 20.0 
M  4.6  13.1  7.6 18.1 

Household crowding: percentage of 
households needing 1 or more additional 
bedrooms Total  4.7  14.0  7.7 19.1 

Risk Factors (New Zealand Health Survey, 2002/03) 

MDHB  New Zealand   
Non-Maori Maori Non-Maori Maori 

F 27.3 31.6 26.7 33.7 
M 41.4 31.8 40.8 38.0 

Overweight, age-standardised percentage 

Total 34.3 31.7 33.7 35.8 
F 21.1 28.9 20.2 27.5 
M 21.2 33.7 18.0 29.0 

Obesity, age-standardised percentage 

Total 21.1 31.3 19.1 28.3 
F 3.0 4.4 3.3 6.7 
M 3.5 12.2 4.0 9.5 

Diabetes prevalence (15+ yrs), age-
standardised percentage (self-reported) 

Total 3.2 8.1 3.6 8.0 
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F 20.6 20.5 18.7 23.9 
M 17.6 20.9 17.3 23.7 

High blood pressure, age-standardised 
percentage 

Total 19.1 20.7 18.0 23.8 
F 13.9 12.5 13.0 12.0 
M 13.4 17.0 14.3 15.9 

High blood cholesterol, age-standardised 
percentage 

Total 13.7 14.6 13.6 13.8 
F 19.2 49.3 19.4 51.1 
M 24.7 40.3 21.8 42.9 

Current smoker, age-standardised percentage 

Total 21.9 45.1 20.5 47.2 
F 13.6 23.1 10.5 18.4 
M 30.0 36.3 26.2 34.5 

Hazardous drinking, age-standardised 
percentage 

Total 21.4 29.3 18.1 25.9 
Protective Factors (New Zealand Health Survey, 2002/03) 

MDHB  New Zealand   
Non-Maori Maori Non-Maori Maori 

F 74.2 66.6 69.8 70.7 
M 76.9 83.4 78.2 79.7 

Physically active - ≤150mins/week, age-
standardised percentage 

Total 75.5 74.4 73.9 74.9 
F 77.4 71.7 71.5 67.6 
M 68.7 72.0 63.3 63.4 

Consumption of at least 3 servings of 
vegetables per day, age-standardised 
percentage Total 73.2 71.8 67.6 65.6 

F 61.3 50.8 64.8 54.6 
M 40.2 39.0 44.1 36.8 

Consumption of at least 2 servings of fruit 
per day, age-standardised percentage 

Total 51.2 45.3 54.8 46.3 
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Appendix B:  Short and Medium Term Outcomes Across the 
Continuum of Health and Wellbeing 

 Prevention/Promotion Early Detection & 
Intervention 

Diagnosis & Treatment 

S
h
o
rt
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er

m
 

• A reduction in the number of dental caries in 
child and youth populations 

• A reduction in contributory factors (poor diet, 
lack of exercise, smoking, obesity, poor 
housing, drug and alcohol abuse) to priority 
disease states 

• Improved immunisation coverage 

• Improved intersectoral collaboration to 
address social isolation and wellness of older 
people 

• Improved capacity of primary care providers 
to impact on suicide prevention 

• An increase in case detection for diabetes 

• An increase in the early recognition of 
individuals at risk of cardiovascular 
disease/stroke 

• An increase in cervical screening and 
breast screening rates 

• An increase in the use of elder abuse 
family violence  intervention guidelines 

• Improved capacity of primary care 
providers to provide early detection and 
intervention services for depression 

• Improved access to oral health services 

• Strengthened access to secondary care services, 
particularly in priority health areas 

• Increased access to, and effectiveness of, 
regional cancer treatment services. 

• Improved equity of access to elective services 

• Improved access to appropriate and equitable 
mental health services 

• An increase in children and adolescent mental 
health services. 

• Improved Maori mental health services 

M
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• Further reductions in the number of dental 
caries in child and youth populations 

• Further reductions in smoking levels 

• Reduction in obesity rates and improved 
nutrition  

• An increase in levels of physical activity 

• A reduction in suicide attempts 

• A reduction in the number of older people 
experiencing social isolation 

• An increase in the detection of hearing 
problems for school aged children 

• Fewer individuals admitted to hospital 
with chronic conditions. 

• A reduction in the incidence of elder 
abuse 

• A reduction in hearing loss for school 
aged children 

• A slower rate of disease progression and a 
reduction in the incidence of avoidable 
complications for individuals with chronic 
conditions. 

• A reduction in the timeframe between confirmed 
diagnosis and treatment for individuals 

• An increase in access to interventional 
cardiology services. 

• Children and their whanau/families have access 
to a community paediatric service. 

• Progress toward improving Maori mental health. 

• Improved discharge planning for older people  
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Short and Medium Term Outcomes Across the Continuum of 
Health and Wellbeing 

 Support, Habilitation & Rehabilitation Palliative Care Research & 
Surveillance 

S
h
o
rt
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er
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• An increase in case management for diabetes. 

• An increase in access to and uptake of effective asthma self management strategies. 

• Improved information sharing, needs assessment and service co-ordination with other 
services. 

• More effective MDHB wide focused assessment, treatment and rehabilitation services in 
line with local and national health strategies 

• Deinstitutionalisation of Kimberley Centre. 

• Progress in the development of a Maori disability provider 

• Increased ability of disabled people in MidCentral’s district to live an ordinary life 

• The Liverpool 
concept of palliative 
care is extended to 
MidCentral’s district 

• Clinical interventions 
will be appropriate as 
measured against 
national or international 
benchmarks 

• The clinical indicators 
used to measure disease 
states have been 
continually validated  
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• Strengthened self management capability for individuals living with chronic conditions. 

• Culturally appropriate convalescent options for Maori are provided. 

• An increase in psychological support for cancer patients 

• An increase in access to information and advocacy services for older people 

• An increase in access to home based rehabilitation and support services, and respite care 
for older people. 

• Process established for training and funding family members and other informal carers of 
disabled people 

• An increase in respite care options for disabled and chronically ill children 

• People who have had a stroke have access to an organised stroke service. 

• People living with congestive heart failure have access to a community-based support 
service. 

• An increase in mental health consumer advisory services 

• Culturally 
appropriate respite 
and palliative care 
options for Maori are 
provided 

• Clinical research has 
informed new 
treatments and models 
of care. 

• Evaluation of public 
health programmes has 
informed programme 
delivery 

• A district wide clinical 
governance framework 
is in place 

• The use of clinical 
guidelines maximises 
health gain and provides 
a positive experience for 
the patient. 
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Short and Medium Term Outcomes to support the Continuum of 
Health and Wellbeing 

 People Planning Infrastructure 
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• MidCentral district’s profile as a workplace of 
choice strengthened 

• An increase in the capacity and capability of 
the Maori workforce and Maori providers 

• Financial sustainability of MidCentral District 
Health Board is secured 

• Clinical and financial sustainability of 
Horowhenua Health Services achieved 

• Planning and purchasing decisions advance 
the district’s health status and are 
understood by the community 

• An increase in the co-ordination of service 
delivery in priority disease state areas 

• Improved access to, and effectiveness of,  
mainstream services for Maori 

• Clinical information is integrated across 
primary and secondary sectors  

• The capability and capacity requirements of 
the district’s primary sector is enhanced 

• The capability and capacity requirements of 
the district’s secondary provider is enhanced 

• The value of capital investment is enhanced 
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• An increase in access to appropriately skilled 
workforce and training facilities. 

• The Maori health workforce proportionally 
mirrors the population in MidCentral’s 
district 

• Magnet hospital recognition achieved by 
MidCentral Health. 

• A system of promoting and rewarding 
quality is established 

• Continued commitment to learning 
organisation principles demonstrated 

• Improved integration and responsiveness of 
mental health services. 

• The internal capability and capacity of 
MidCentral Health has been developed so it 
continues to meet the health needs of the 
population. 

• MidCentral Health’s capacity as a regional 
provider of services has increased. 

• Improved Maori health information supports 
effective service delivery, monitoring and 
achievement of Maori health objectives. 

• Asset value is maximised  
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Appendix C:  Financial Statements 
 

 

Statement of Financial Performance
MidCentral DHB

Actual Forecast Budget Budget Budget Budget Budget Budget Budget Budget Budget Budget
($'000's) 2003/04 2004/05 2005/06 2006/07 2007/08 2008/09 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15

Revenue 323,377 372,231 383,095 398,397 410,309 420,567 431,081 441,858 452,904 464,227 475,833 487,728
% change 15.11% 2.92% 3.99% 2.99% 2.50% 2.50% 2.50% 2.50% 2.50% 2.50% 2.50%

less Expenditure
Personnel                     116,060 129,447 130,255 133,160 137,156 140,585 144,100 147,702 151,395 155,179 159,059 163,035
Outsourced Services           11,357 13,412 11,689 11,366 11,707 12,000 12,300 12,607 12,922 13,245 13,577 13,916
Clinical Supplies             28,834 33,033 33,071 33,175 34,146 35,000 35,875 36,772 37,691 38,633 39,599 40,589
Infrastructure & Non-Clinical 45,047 47,776 45,157 45,467 46,799 47,969 49,168 50,397 51,657 52,949 54,272 55,629
Financing Charges  8,758 10,527 9,864 9,931 10,223 10,479 10,741 11,009 11,284 11,566 11,856 12,152
External Provider Payments 83,313 99,866 122,351 131,884 135,840 139,236 142,717 146,285 149,942 153,690 157,533 161,471
Inter-District Payments 26,974 29,763 32,093 32,886 33,872 34,719 35,587 36,476 37,388 38,323 39,281 40,263
Corporate costs - - - - - - - - - - - -

320,343 363,824 384,480 397,869 409,743 419,987 430,486 441,248 452,280 463,587 475,176 487,056
% change 13.57% 5.68% 3.48% 2.98% 2.50% 2.50% 2.50% 2.50% 2.50% 2.50% 2.50%

Operating Surplus / (Deficit) 3,034 8,407 (1,385) 528 566 580 595 610 625 640 656 673
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Statement of Financial Position
MidCentral DHB

Actual Forecast Budget Budget Budget Budget Budget Budget Budget Budget Budget Budget
($'000's) 2003/04 2004/05 2005/06 2006/07 2007/08 2008/09 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15

Current Assets 32,895 55,909 43,116 41,381 42,661 43,241 43,836 44,445 45,070 45,710 46,367 47,040
Current Liabilities 89,752 71,347 61,704 77,891 89,223 96,494 104,018 98,836 93,419 87,044 81,026 75,629
Working Capital (56,857) (15,438) (18,588) (36,510) (46,562) (53,253) (60,182) (54,391) (48,349) (41,334) (34,659) (28,589)

Non current assets 112,237 107,907 119,062 138,012 148,630 155,901 163,425 158,243 152,826 146,451 140,433 135,036

Assets Employed 55,380 92,469 100,474 101,502 102,068 102,648 103,243 103,852 104,477 105,117 105,774 106,447

Non Current Liabilities 3,276 32,420 35,310 32,810 32,810 32,810 32,810 32,810 32,810 32,810 32,810 32,810
Equity 52,104 60,049 65,164 68,692 69,258 69,838 70,433 71,042 71,667 72,307 72,964 73,637

Funds Employed 55,380 92,469 100,474 101,502 102,068 102,648 103,243 103,852 104,477 105,117 105,774 106,447

Statement of Cashflows
MidCentral DHB

Actual Forecast Budget Budget Budget Budget Budget Budget Budget Budget Budget Budget
($'000's) 2003/04 2004/05 2005/06 2006/07 2007/08 2008/09 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15

Total Receipts 323,100 376,878 386,372 405,020 414,270 420,567 431,081 441,858 452,904 464,227 475,833 487,728
Total Payments (309,576) (348,033) (374,638) (393,484) (403,605) (409,987) (420,286) (430,848) (441,680) (452,787) (464,176) (475,856)

Operating Cash flow 13,524 28,845 11,734 11,536 10,665 10,580 10,795 11,010 11,225 11,440 11,656 11,873

Investing Cashflow -10,876 -4,076 -20,556 -28,958 -21,460 -18,231 -19,049 -6,803 -6,600 -5,662 -6,039 -6,685
Financing Cashflow -6,324 -189 6,500 3,000 0 0 0 0 0 0 0 0

Net Capital Cashflow (17,200) (4,265) (14,056) (25,958) (21,460) (18,231) (19,049) (6,803) (6,600) (5,662) (6,039) (6,685)

Net Cashflow (3,676) 24,580 (2,322) (14,422) (10,795) (7,651) (8,254) 4,207 4,625 5,778 5,617 5,188
Opening Cash 8,467 4,791 29,371 27,049 12,627 1,832 (5,819) (14,073) (9,867) -5,242 537 6,154
Closing Cash 4,791 29,371 27,049 12,627 1,832 (5,819) (14,073) (9,867) (5,242) 537 6,154 11,342
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Statement of Debt & Equity
MidCentral DHB

Actual Forecast Budget Budget Budget Budget Budget Budget Budget Budget Budget Budget
($'000's) 2003/04 2004/05 2005/06 2006/07 2007/08 2008/09 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15

Debt: 
   Facility Utilised: 

Working Capital - - - - - 5,819 14,073 9,867 5,242 - - -
Long-Term Debt 47,000 47,000 47,000 47,000 47,000 47,000 47,000 47,000 47,000 47,000 47,000 47,000

47,000 47,000 47,000 47,000 47,000 52,819 61,073 56,867 52,242 47,000 47,000 47,000

   Facility Available: 
Crown 47,000 47,000 47,000 47,000 47,000 47,000 47,000 47,000 47,000 47,000 47,000 47,000
Private Sector 15,000 15,000 15,000 15,000 15,000 15,000 15,000 15,000 15,000 15,000 15,000 15,000

62,000 62,000 62,000 62,000 62,000 62,000 62,000 62,000 62,000 62,000 62,000 62,000

   Unused Facility 15,000 15,000 15,000 15,000 15,000 9,181 927 5,133 9,758 15,000 15,000 15,000

Equity:
Opening 48,611 51,642 60,049 65,164 68,692 69,258 69,838 70,433 71,042 71,667 72,308 72,964
Net Surplus/(Deficit) 3,034 8,407 (1,385) 528 566 580 595 610 625 640 656 673
Revaluation Reserve 459 - - - - - - - - - - -
Equity Injection - 6,500 3,000 - - - - - - - -

52,104 60,049 65,164 68,692 69,258 69,838 70,433 71,042 71,667 72,308 72,964 73,637

Debt / Debt plus Equity ratio: 47.42% 43.91% 41.90% 40.63% 40.43% 43.06% 46.44% 44.46% 42.16% 39.39% 39.18% 38.96%

YTD Interest Cover 1.84 5.66 4.34 4.51 4.24 4.24 4.24 4.24 4.24 4.24 4.24 4.24
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Statement of Financial Performance
Provider

Actual Forecast Budget Budget Budget Budget Budget Budget Budget
($'000's) 2003/04 2004/05 2005/06 2006/07 2007/08 2008/09 2009/10 2010/11 2011/12

Revenue 205,334 226,766 226,373 229,744 236,636 242,552 248,616 254,831 261,202
% change 10.44% -0.17% 1.49% 3.00% 2.50% 2.50% 2.50% 2.50%

less Expenditure
Personnel                     110,788 122,821 123,820 126,532 130,328 133,586 136,926 140,349 143,858
Outsourced Services           10,962 13,088 11,352 11,019 11,350 11,634 11,925 12,223 12,528
Clinical Supplies             28,831 33,032 33,067 33,171 34,142 34,996 35,870 36,767 37,686
Infrastructure & Non-Clinical 40,150 42,360 40,116 40,325 41,554 42,593 43,658 44,749 45,868
Financing Charges  8,240 8,976 8,802 8,848 9,118 9,346 9,580 9,819 10,065
Corporate costs 8,758 9,145 9,209 9,321 9,578 9,817 10,063 10,314 10,572

207,729 229,422 226,366 229,216 236,070 241,972 248,021 254,222 260,577
% change 10.44% -1.33% 1.26% 2.99% 2.50% 2.50% 2.50% 2.50%

Operating Surplus / (Deficit) (2,395) (2,656) 7 528 566 580 595 610 625

Statement of Financial Performance
Funder

Actual Forecast Budget Budget Budget Budget Budget Budget Budget
($'000's) 2003/04 2004/05 2005/06 2006/07 2007/08 2008/09 2009/10 2010/11 2011/12

Revenue 260,828 305,271 327,001 340,187 350,391 359,151 368,130 377,333 386,766
% change 17.04% 7.12% 4.03% 3.00% 2.50% 2.50% 2.50% 2.50%

less Expenditure
Provider and Governance Division's 145,056 163,885 173,949 175,417 180,679 185,196 189,826 194,572 199,436
External Providers 83,313 99,866 122,351 131,884 135,840 139,236 142,717 146,285 149,942
Inter-District Outflows 26,974 29,763 32,093 32,886 33,872 34,719 35,587 36,476 37,388

255,343 293,514 328,393 340,187 350,391 359,151 368,130 377,333 386,766
% change 14.95% 11.88% 3.59% 3.00% 2.50% 2.50% 2.50% 2.50%

Operating Surplus / (Deficit) 5,485 11,757 (1,392) - - - - - -
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Statement of Financial Performance
Governance

Actual Forecast Budget Budget Budget Budget Budget Budget Budget
($'000's) 2003/04 2004/05 2005/06 2006/07 2007/08 2008/09 2009/10 2010/11 2011/12

Revenue 2,271 4,079 3,670 3,883 3,961 4,060 4,162 4,266 4,372
% change 79.61% -10.03% 5.80% 2.01% 2.50% 2.50% 2.50% 2.50%

less Expenditure
Personnel                     5,272 6,626 6,435 6,628 6,828 6,999 7,174 7,353 7,537
Outsourced Services           395 324 337 347 357 366 375 384 394
Clinical Supplies             3 1 4 4 4 4 4 4 4
Infrastructure & Non-Clinical 4,897 5,416 5,041 5,142 5,245 5,376 5,511 5,648 5,789
Financing Charges  518 1,551 1,062 1,083 1,105 1,133 1,161 1,190 1,220
Corporate costs (8,758) (9,145) (9,209) (9,321) (9,578) (9,817) (10,063) (10,314) (10,572)

2,327 4,773 3,670 3,883 3,961 4,060 4,162 4,266 4,372
% change 105.11% -23.11% 5.80% 2.01% 2.50% 2.50% 2.50% 2.50%

Operating Surplus / (Deficit) (56) (694) - - - - - - -

 

 

 



 

 

About MidCentral DHB 

MidCentral DHB is the  
crown entity responsible for 
planning and purchasing 
most health services, and 
some disability support 
services, for its district. 

It was established under the 
New Zealand Public Health 
and Disability Act 2000. 

 MidCentral services a wide geographical 
district stretching across the North Island 
from the west to the east coast and is 
distinguished by the Tararua and 
Ruahine ranges that traverse the centre 
of the district.  MidCentral’s district 
comprises the following territorial 
authority areas: 

• Horowhenua district 

• Manawatu district 

• Palmerston North City 

Facts about us: 

• Staff: approximately 2, 
100 staff members  
(full time equivalents) 

 • Tararua District 

• the Otaki ward of Kapiti Coast  
District. 

• Assets (long term):   
$125 million 

• Annual revenue:   
$383 million 

Iwi within our District 

Four iwi have manawhenua status within the district:  Muaupoko, Ngati Kahungunu, Ngati 
Raukawa, and Rangitaane.   

Manawhenua Hauora, a consortium comprising these four Iwi, is MidCentral’s Iwi partner. 



 

 

 

 

 

Quality Living – Healthy Lives 


