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Summary  

of our



MidCentral District Health Board is 
responsible for ensuring the people of 
its district have access to a wide range 
of health and disability support services.

Currently around 160,000 people live 
in MidCentral’s district and the DHB is 
responsible for  “improving, promoting 
and protecting” their health and  
the health of the communities in  
which they live.

This involves assessing the health status 
of the district, and determining what 
funds should be directed to preventing 
illness (via primary health and public 
health services) while continuing to 
provide and improve existing hospital 
and other specialist services.

MidCentral DHB receives around  
$530 million each year.  This DHB 
ensures health services are available to 
its communities either by contracting 
with external providers (such as GPs, 
rest homes, dentists, pharmacists, and 
Maori and mental health providers)  
or providing the services directly  
(eg hospital services).

Some of the services provided directly 
by MidCentral DHB are for a larger 
region.  This includes cancer and  
renal services, public health, and 
specialist equipment services.

Residents of MidCentral’s region 
currently enjoy a health status in  
line with the national average.
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      About
MidCentral Distict  
   Health Board

Iwi Within Our District
Four Iwi have manawhenua status within the district: 
Muaupoko; Ngati Kahungunu; Ngati Raukawa; and 
Rangitaane.  (Manawhenua status means that the Iwi is 
recognised as having tribal authority within a region.)

Our Vision

Our Geographic Area

The area for which the MidCentral District Health Board 
has responsibility is based on territorial authority and 
ward boundaries and includes:  Manawatu District, 
Palmerston North City, Tararua District, Horowhenua 
District, and Kapiti District (Otaki Ward).

In terms of service provision, the board’s Provider 
Division (MidCentral Health) provides regional services, 
such as the Regional Cancer Treatment Service and 
Breast Screening Coast to Coast, to a population 
of 540,000 people, encompassing the Wanganui, 
Wairarapa, Taranaki, Tairawhiti and Hawke’s Bay.
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In our district,
 every day,
on average

1 
person is admitted to Intensive Care Unit

2 
people are admitted to Coronary Care Unit

5 
five year olds have their teeth checked

6 
babies are born in hospital care

8 
people receive a needs assessment

13 
people are admitted to the  

Medical Assessment & Planning Unit 
and 13 people are seen by the hospital’s  

mental health service

14 
people with diabetes receive  

their free annual check-up

25 
people receive haemodialysis at  

Palmerston North Hospital

30 
people are operated upon

31 
women have a screening mammogram

43 
elderly people (65+) receive  

a free flu vaccination

75 
people are discharged from  

inpatient hospital care

94 
people are seen by a member  

of the chronic care team

108 
people attend the Emergency Department

179 
people are seen by a district nurse

481 
people attend an outpatient  

appointment and 35 people don’t

1,647 
people consult their GP

284 
items of disability support equipment are  
issued by Enable New Zealand nation-wide

2,214 
laboratory tests are done in the community

7,851 
medicines are dispensed

Delivered by
41 general practices,  
40+ non-governmental organisations,  
32 pharmacies, 36 rest homes,  
25 dentists, 7 optometrists,  
5 Iwi/Maori health providers,  
3 hospitals/health centres,  
1 PHO and 1 laboratory
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2010/11 was a 
landmark year for 
MidCentral District 
Health Board
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Chairman Phil Sunderland (left) and CEO Murray Georgel.

Report from  
the Chairman & CEO

2010/11 in Review


2010/11 was a landmark 
year for MidCentral District 
Health Board.  


Our financial position 
returned to a healthy 
surplus after four years  
of deficit.


We began investment in 
greater local and regional 
capacity for cancer and 
cardiac services.


We moved more services 
closer to home and 
continued to grow primary 
care to meet future 
demand.


We delivered more health 
and disability services, and 
advanced the national 
health targets.


We continued to advance 
the health status of our 
communities, particularly 
for vulnerable populations.


We helped develop the 
region’s first Regional 
Services Plan, together 
with a comprehensive 
information systems plan.
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... generate small surpluses to fund 

investment to grow our services
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Return to Financial Sustainability

As we reported last year, when we were six months into a 2.5 year 

programme to address our financial position, our deteriorating balance sheet 

was the one key issue halting our progress and severely restricting our ability 

to invest in new services and infrastructure.  We knew we had to return to 

a position where we could generate small surpluses to fund investment to 

grow our services.  We also knew it would require some hard decisions  

and a new culture of accountability and responsibility.  

We are pleased to report that we achieved our financial turnaround  

more quickly than envisaged.  This was due to the work of staff  

throughout the organisation and our focus on addressing the  

underlying cause – our cost structure.  

To have achieved our goal ahead of schedule and be able to 

commit to major service development projects, such as a fourth 

permanent linear accelerator for our cancer service and an 

expanded cardiac service, is superb.  These initiatives will serve 

our communities and the wider regional community, well.

More about our financial turnaround on pages 26 – 34.



• Whanau ora assessments were successfully 
piloted, targeting people who are not 
enrolled with a PHO and who have high 
health needs.  Whanau ora navigators are 
employed by local Maori health providers to 
work in the community, undertaking these 
assessments in the home, linking people in 
with the health and support services.  

• During the year, the Board decided to 
improve access to retinal screening 
services by having these all community-
based.  A community-based service had 
been established in Horowhenua and 
Tararua with great success, and now 
Palmerston North and the Manawatu  
are to receive the same.

• Health of Older People teams were 
introduced in Tararua and Horowhenua.

Closer to Home
MidCentral DHB (MDHB) maintains its reputation as a leader in primary health service 
innovation.

Since becoming a DHB in 2001, the Board has invested in growing the capacity and capability 
of primary care, and supporting general practices to move to a new, integrated model of care 
which will ensure ongoing services provision to our communities.  

This work was further advanced in 2010/11 as the  “better sooner more convenient primary 
health care”  business case which was implemented under the leadership of the Alliance 
Leadership Team.  Some of the highlights were:

• InterRAI was used as the standard assessment tool for determining what community home 
help services older people require (people aged 65 plus) and we piloted its use in general 
practice in Tararua – more about this next.
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• The urgent community care pilot in 
Horowhenua was launched.  St John 
Ambulance staff provide an extended 
paramedic service, assessing patients to 
determine where they should be taken 
for appropriate care.  The service, which 
got underway in December 2010, is used 
around 54 times a week on average with 
its busiest times being day time, early 
evenings and weekends.  It has so far 
saved 800 people an unnecessary trip to 
Palmerston North Hospital’s emergency 
department.

• Healthline was introduced as the  “single 
point of access”  after-hours services for 
general practices throughout the district.

• The chronic care management model 
was implemented in a number of general 
practices.  This is a proactive approach to 
managing common chronic conditions, 
using standard care plans and other tools 
within general practice.  Historically, 
many conditions have been treated on 
an “episodic”  basis when the condition 
flared up resulting in the need for the 
person to consult a GP.  The chronic 
care management model reduces the 
incidence of  “flare ups”  and the need for 
acute care.

• Integrated family health centres (IFHC) 
were advanced with the Tararua Health 
Group submitting an IFHC establishment 
plan, and a similar plan from the 
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Horowhenua Health Centre is pending.  
These centres bring together general 
practices as well as other health providers 
like pharmacies, community laboratories, 
radiology, and the district hospital’s 
community services.

• A nurse-led general practice was 
established in Horowhenua to service 
the 1,700 patients on the GP waiting 
list in Levin – an innovative solution to 
addressing GP shortages.  Read more  
about this on page 18.

• The community-based paediatric clinic 
held in general practice in Levin and Otaki 
was expanded, improving access to this 
service for local residents.  The clinics also 
provide support to GPs as a part of a more 
integrated health system.

We are a leader in primary  

health service innovation



Ageing Well
A lot of our focus in 2010/11 was on elder health; increasing the level of services and support for 

this group, and strengthening links between all providers of this care.  Our investment in chronic 

care (cancer, diabetes, heart disease, and respiratory problems) has greatly benefited the elderly 

who are high users of these services.  However, we found that the complexities of chronic care, 

ageing and growing demand required more co-ordination of the many providers involved in 

supporting the district’s elderly. 

An ageing population influences health care need because most diseases and causes of disability 

are more common in older age groups.  Whereas the proportion of people in New Zealand aged 

65 and over has remained relatively constant in recent years, MDHB is experiencing a growing 

proportion of population in this age group.

Integration of elder care with primary and secondary care providers is key to ensuring health of 

older people.  As part of our  “better, sooner, more convenient”  strategy, specialist older health 

care teams have been established in Horowhenua and Tararua.  

Between 1,300 to 1,600 people in the district live in age residential care, and a further 2,500 

receive DHB-funded home based support to live in the community.
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A lot of our focus in 2010/11 was on elder health



In 2008, MidCentral DHB took a strong 

stand on the quality of care provided in 

the district’s aged residential care facilities.  

This emphasis has not stopped and the 

large variability of care between facilities 

has been reduced.  There is a much higher 

degree of stability and consistency of  

care.  The emphasis on meeting quality 

standards continues, and we are also 

working with the sector in developing 

service quality, particularly through 

workforce development. 

During the past 12 months, over 70 

registered nurses working in aged 

residential care facilities (ARC) completed 

the Knowledge and Skills Programme.   

It is anticipated that all ARC nurses  

will have undertaken this training by 

December 2011.  

Note:  The Knowledge & Skills Programme 

is inter-disciplinary and targets learning 

and development activities to specific 

competence levels for health care 

workers (regulated and non-regulated).  

It was developed by MDHB’s Healthcare 

Development Team.  The older people 

component includes 14 modules: 

cardiovascular disease; respiratory 

management; falls prevention and fracture 

and contracture management; dementia; 

enduring powers of attorney (EPOA) 
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and advanced care planning; delirium; 

depression; pain and comfort management; 

diabetes management; nutrition and 

hydration; skin integrity; incontinence and 

urinary tract infection; constipation and 

gastrointestinal; and palliative care.

InterRAI, the standard assessment tool 

for determining what community home 

help services older people require (people 

aged 65 plus), is now used throughout 

the district.  These assessments are 

traditionally done by a centralised team 

(Supportlinks), but as part of the integrated 

health approach, it is intended they be 

done within Integrated Family Health 

Centres.  MidCentral DHB was the first DHB 

to pilot this, with the Tararua Health Group 



providing InterRAI home help assessments 

for its community from 1 November 2010.  

The Tararua Health Group’s experience is 

the assessment tool that enables them to 

identify needs that were often unknown 

or underestimated by close family and 

general practice teams.  The resulting 

care plans are used by general practice 

to ensure the client and their family have 

the supports in place to help them stay 

well and safe in their home.  Being locally 

based, the assessors can easily link their 

client into local services, and ensure all 

aspects of health care are taken into 

account and monitored.

Next year, it is intended that the 

Horowhenua IFHC will be up and  

running and able to offer this service.

The InterRAI assessment tool for 

determining aged residential care 

requirements will then be rolled-out 

within the district as part of a  

national programme.

It is well known that falls are a common 

cause of disability and hospitalisation 

among the older population.  MidCentral 

DHB has been working with ACC to 

increase the use of Vitamin D by residents 

in age residential care facilities to reduce 

the incidence and impact of falls.  From 

June 2010 to June 2011, usage rates 
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increased from 39% of residents to 63%  

of ARC residents.  There is still more work 

to be done and we are aiming for 75% 

usage rate.

The establishment of an older health 

clinical network is underway and will be 

launched early in the 2011/12 year.  This 

will provide a forum for local providers to 

plan and monitor ongoing developments 

in this area of care. 

The establishment of an older health 

clinical network is underway
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Much of our planning is focused 

on advancing the health status 

of our community

Regional Planning

DHB’s responsibilities for regional and national health services grew this year with a change 

to our founding legislation.  Amendments to the NZ Public Health & Disability Act place 

responsibility on DHBs to think and act locally, regionally and nationally.

For the central region, of which MDHB is one of six DHBs, this was a logical progression and  

one which was already well advanced.  We had looked at secondary care (hospital level)  

services and so the establishment of a Regional Services Plan (RSP) was a no brainer.

It focuses on services vulnerable to workforce and other pressures, with radiology, elder 

health and rehabilitation a first priority.  The RSP also seeks to ensure regional achievement 

of the national health targets, and the establishment of support systems such as travel and 

accommodation, information systems, and clinical governance and leadership. 

Information systems are a key means of enabling access to services and for staff to have access 

to the right clinical (patient) information regardless of their location.  A major achievement for 

2010/11 was the development of the central region’s information systems plan.  This plan was 

in final draft by the end of the year, ready to go through the respective DHB approval processes.  

The plan will cost MidCentral DHB around $8m over five years to implement. 



Advancing Health Status
Much of our planning is focused on advancing 
the health status of our community, particularly 
for high need areas.  We undertake a health 
needs assessment (HNA) on a regular basis, 
with the last one in 2009.  We also undertake 
a child and youth health epidemology (CYHE) 
report.  The next HNA and CYHE reports will 
be completed in conjunction with our alliance 
partner, Whanganui DHB.

The health status for the district is improving, 
and the five common causes of mortality have 
remained consistent:  circulatory diseases; cancer; 
respiratory diseases; injuries; and endocrine 
diseases (mostly diabetes).  As a result, MDHB has 
invested heavily in chronic care, particularly in 
the community (primary care).

14

Within the district, Horowhenua 
has a disadvantaged health status, 
compared to MidCentral DHB overall.  
The groups of people who experience 
health status disadvantage in the 
district are Maori, Pacific peoples, and 
people experiencing socio-economic 
disadvantage.  Horowhenua residents 
are highly representative of people who 
experience health status disadvantage.  

For this reason, when new programmes 
are being rolled out across the 
district, special attention is given 
to Horowhenua.  During 2011/12 
a number of new initiatives were 
established.  These were all based in 
the local community.  More information 
about these Horowhenua initiatives are 
set out on pages 18 – 25.
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Looking Ahead
With our financial position back on track, the 
focus is now on maintaining this and developing 
our investment plan for the future, identifying 
what new and enhanced services are required, 
their priority, and supporting systems.  Among 
other things, we will be looking at ambulatory 
care capacity, critical care services, renal services 
and maternity services, to name but a few.

Phil Sunderland, Chairman

Murray Georgel, Chief Executive Officer

20 September 2011

We also acknowledge the input of our health 
sector unions and look forward to advancing 
our partnership going forward.

In December 2010, we farewelled five board 
members – Graeme Campbell, Dennis Emery, 
Jim Jefferies, Stephen Paewai and David 
Warburton – whose term with the board had 
ended.  We record our appreciation of their 
contributions which were many.  

Kate Joblin, Pat Kelly, Mavis Mullins, Karen 
Naylor and Richard Orzecki joined the Board.  

Membership of the board’s statutory 
committees also changed and we thank 
outgoing members and welcome the new.

Thanks to our iwi partner, Manawhenua 
Hauora, for your continued support and 
commitment to Maori health.  A significant 
milestone occurred this year, with the 10 
year anniversary since we first signed our 
Memorandum of Understanding to work 
together for the health of Maori.

Thanks also to our centralAlliance  
partner, Whanganui DHB.  We also  
record our appreciation of our  
central region DHBs.  2010/11  
was a significant year for regional  
health and we are proud to be  
working with you.



Improvement made

Target:  95% of people presenting to the Emergency Department 
are admitted, discharged or transferred within six hours.

For the year we achieved 86.6% – up from 79.3% last year but 
still not quite at target level.

Achieved

Target:  5,717 hospital discharges for elective surgery.  

6,077 elective surgical discharges achieved.

Achieved

Target:  Everyone needing radiation treatment will have it within 
four weeks (Note:  for period 1.7 – 31.12.10 target was six weeks.) 

100% achievement throughout  year.

Achieved from November 2010

Target:  90% of two-year-olds are fully immunised.

Target achieved each month since November 2010.

Very close to target

Target:  90% of hospitalised smokers will be provided with advice 
and help to quit.

Great progress, reaching 88.4% by end June.

Achieved

Target:  Combined average score for three indicators – increased 
percentage of people with diabetes attend free annual checks 
and have satisfactory or better management, and, increased 
percentage of adult population have had their cardiovascular 
disease risk assessed in the last five years.

Steady progress.

         The  
National
 Health
Targets           June 2011
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More and more 
surgery is being 
done year on year
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Spotlight on Horowhenua 2011

Fact Box re Horowhenua

 Population of 29,865 forms  
18.8% of MDHB’s district


20% of population  
are aged 65 and over  
(MDHB: 14.1%; NZ 12.3%)


Ethnicity:     
•	 European	 74.4%									 
•	 Maori	 21%
•	 Pacific	Peoples	 3.5%																					 
•	 Asian	 2.6%
•	 Middle	Eastern/Latin	 
 American/African 0.2%
•	 Other	 11.7%


Age-adjusted all cause  
mortality rate 13% higher  
than for MDHB overall  
(1.13 Horowhenua; 1 MDHB)

 Median household income  
is $33,100 (NZ $51,400)

Source:  MDHB’s Health Needs Assessment & 2006 Census

Toward the southern end of MidCentral’s district, along 
the west coast of the North Island, is Horowhenua.  It is 
an area renowned for horticulture and dairying, and for 
manufacturing.  Levin is the major township, with small 
centres of Foxton, Shannon and Tokomaru. 

Within the DHB’s district, it is the area with the highest 
mortality rates, higher level of socio-economic 
deprivation, and an ageing population.  The number 
of GPs in the area has fluctuated over recent years, 
particularly as many reach retirement age.  MidCentral 
DHB has been working with the community, using 
innovative approaches to improve the health status 
and strengthen primary care services.

We profile some of the work done during 2010/11.
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The Horowhenua Community Practice 

now has 8,000 people enrolled with it

The change didn’t stop there.  A few months 
later, the PHO added another general practice 
to its establishment.  The  “Horowhenua 
Community Practice”  now has 8,000 people 
enrolled with it. 

A unique feature of the practice is it operates as 
a  “not for profit” entity and has an open book,  
ie it will always accept new enrolments and 
there is no waiting lists for people to see a GP.

The Horowhenua Community Practice has 
a team of 17 clinical staff – GPs, GP registrar, 
nurse practitioners (NP), NP interns, practice 
nurses, community clinical nurses and a clinical 
pharmacist.  A practice manager and three 
receptionists provide the support.  The practice 
is a hive of activity, reflected by the growing 
numbers of consultations.

The Central PHO now intends to support 
collaborative initiatives in other areas, such 
as Foxton, with the Horowhenua Community 
Practice acting as a support/keystone practice.

Building on work done the previous year to 
standardise and improve after-hours access to 
general practice, an urgent community care 
(UCC) pilot was launched on 6 December 2010.   

General Practice
The cornerstone of primary health care is 
general practice.  The GP, the practice nurses 
and other members of the team are the health 
professionals people see most regularly.  

Horowhenua’s GP population is ageing and 
recent years have seen a lot of volatility, with 
retirements and practice closures.  The Central 
PHO and MidCentral DHB had a shared strategy 
to create a central general practice hub at the 
Horowhenua Health Centre.  This strategy was 
advanced in December 2009 when the Central 
PHO purchased a general practice at the 
Horowhenua Health Centre.  During 2010/11 
this strategy gained momentum.  In February 
2011 the PHO added a  “waiting list” practice – 
taking ownership of the 1,700 people who had, 
until then, been unable to enrol with a GP. 

Essential to good primary health care is the 
ability to access a GP as required, and when 
more and more people were saying they 
couldn’t do so, the Central PHO offered a 
co-ordination service.  People who were not 
enrolled with a GP could register with the PHO 
who would then endeavour to link them in 
with a local practice.  The Central PHO realised 
this was only a short term solution and so the 
“waiting list” practice initiative took shape.  
The practice is nurse-led, with experienced 
nurses, including nurse practitioners, triaging 
and treating patients, and arranging access 
to GPs for those who require that care.  They 
hold clinics in chronic care management, 
minor ailments, minor trauma, and acute 
exacerbations of people with known  
chronic conditions.
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Horowhenua Community Practice 
GP Consultation Volumes By Quarter
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These services build on the investment MDHB 
has already made.  Over recent years, a number 
of new health services have been provided 
in the Horowhenua community, aimed at 
improving access.  Many are focused on chronic 
health care, such as respiratory, cardiac, cancer 
and diabetes  Use of these services continues 
to rise and the Horowhenua area is leading 
the district in ensuring people with diabetes 
receive their free annual check.  Of particular 
note is the high rates being achieved for Maori.

Further advancements are planned, including 
use of text and web technology, to enable 
people to receive advice from their health 
care teams by phone and email, as well as 
requesting repeat prescriptions.

A “recovery at home” scheme got underway in 2010/11

This 24 hour/7 day a week service is provided 
through St John Emergency Ambulance 
Service.  It supports general practice, 
particularly with after-hours medical care.  
Use has been consistently high, with 54 
callouts on average each week.  The service 
has enabled over 800 people to be treated 
at their home, rather than having to go 
by ambulance to the district’s emergency 
department in Palmerston North.

The pilot, commonly known as UCC, is staffed 
by experienced ambulance officers with 
extended training in primary care assessment 
and treatment.  They attend to calls received 
via the 111 service and Healthline and triaged 
as  “non-acute”.  The UCC travels to where 
the patient is and makes an assessment.  
Wherever possible, it treats the patient.  
Sometimes, a follow-up referral to a GP or 
other service is required and UCC arranges 
this.  Referral and transport to the district’s 
emergency department can also occur.  The 
service has been well received and key to 
its success is the close links maintained with 
general practice.  All patient assessment 
reports are copied to their GP, and where the 
patient doesn’t have a GP, they are referred  
to one for enrolment.

A “recovery at home” scheme got underway 
in 2010/11.  District nurses put in place 
intensive nursing care packages for patients 
in partnership with the general practice and/
or accident and medical centre so that the 
patient can be cared for at home.  The service 
operates 24 hours a day, seven days a week 
and includes canulation, IV therapy, and 
observations/assessment of health status.  
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Child Health
The district’s socio-economic profile is reflected in child 
health figures.  There is a high prevalence of diseases 
associated with poverty, such as respiratory problems,  
skin conditions and poor oral health.

To make sure it was directing resources and attention to 
the right areas, MDHB funded a paediatric registrar to 
do a health needs assessment of Horowhenua’s young 
population in 2011.  Its findings were not surprising: 

• poor oral health with high rates of dental caries
• increasing rates of skin infections and eczema
• high rates of respiratory illness
• high rates of behavioural problems
• adolescent behavioural problems, including drugs  

and alcohol abuse and poor sexual health.

Determinants were a mix of social, economic, environmental 
and lifestyle.  Priority areas for action were access to health 
care, adolescent health, oral health, and well child care/early 
intervention.  These findings will inform future investment.

Meantime during 2010/11, MidCentral DHB grew its local 
paediatric clinic service, increasing the paediatric specialist 

 There is a high prevalence of 

diseases associated with poverty

Snapshot of  
Primary Health Care  
in Horowhenua


12.6 fte GPs, including  
locums, operating from  
eight general practices

From 1 July 2010 – 30 June 2011

 100,920 GP visits 


6,343 outpatient  
appointments at Horowhenua 
Health Centre (HHC)

 5,224 cardiac risk assessments

 3,302 clients accessing  
PHO chronic care services*

 4,575 calls to Healthline

 1,126 free diabetes checks

 874 discharges from  
HHC (excluding births)

 656 B4 School checks

 166 births at HHC

*Central PHO’s Chronic  
Care Services include:

 Dieticians

 Respiratory physiotherapist

 Smoking cessation

 Physical activity educators

 Community clinical nurses

 Nurse practitioners

 Primary mental health –  
mild to moderate

Source:  Central PHO, MDHB & Plunket

21



time in Horowhenua from one 
day to two days per week.  The 
waiting list now stands at around 
two weeks whereas last year it was 
four to five months.  The clinics are 
based at the Horowhenua Health 
Centre.  The paediatric clinic service 
has established strong links with 
all local GPs and dedicates time 
to provide a telephone advisory 
service to support GPs in the 
management of their young clients.

An eczema clinic commenced 
in June 2011 and is provided by 
the district’s two Child Health 
Clinical Nurse Specialists.  They 
receive on average 12 referrals 
from local general practices 
each month.  Children receive a 
treatment plan which ensures a 
consistent approach to managing 
eczema.  While still in its infancy, 
the feedback has been very positive 
and a further clinic is planned  
for Foxton.

Youth Health
A common challenge faced when addressing youth health 
issues is their reluctance to access services and often economic 
and social factors prevent this.  In February 2011, as part of 
a national programme to overcome these barriers, MDHB 
has located a nurse-led school based health service in two 
Horowhenua secondary schools – Waiopehu College, Levin and 
Manawatu College, Foxton.  These schools have a low decile 
rating and a combined roll of over 1,000 students.  The service 
also supports youth in alternative education programmes. 

A local Levin resident, Collis Blake, generously donated a house 
to the school-based service at Waiopehu College.

The everyday challenges faced by young people using the 
service are immense and include heavy family responsibilities, 
abuse, lack of regular food, no toothbrushes or other personal 
hygiene material, and alcohol/drug problems.  From day one, 
the school-based service has been embraced by students, the 
school and the school community.  

Every Year 9 student (211 in total) and all the alternate 
education students, will receive a home environment, 
education/employment/eating/exercise, activities/peer 
relationships, drugs/alcohol, sexuality, suicide/depression/
mood, safety, spirituality assessment (or HEADSSS as it is 
commonly known).  The service is nurse-led and includes access 
to psychology services (via the Youth One Stop Shop), smoking 
cessation, chronic care, and other primary health services.

Use of the service is growing and the demand varied, but 
includes skin conditions, wound management, sexual health, 
and general personnel care.  By the end of June 2011, the 
service had treated and/or referred over 280 children, and 
completed 114 Year 9 assessments.  Next year, a GP component 
will be added.

Note:  Throughout MidCentral DHB’s district, the school-based 
service has been implemented within eight schools, with a 
further two in progress. 

An eczema clinic commenced in June 2011
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In June 2011 we completed a very 
successful  “children in care” pilot 
– one of five undertaken in New 
Zealand over the past 24 months.  The 
pilots, commissioned by the Ministries 
of Health and Social Development, 
have been so worthwhile that this 
service is to be provided throughout 
New Zealand – all children entering or 
in Child, Youth & Families (CYFS) care 
will receive a health and education 
assessment through DHBs.

During the pilot, 90 referrals for 
Horowhenua children were managed.  
Children in care are known to have 
high health needs and the vast 
majority have health problems  
which have not been identified or 
treated before.  Impaired hearing,  
skin conditions, developmental  
delay, mental health problems,  
and poor dental hygiene are  
common conditions.

More work is planned to support and 
improve the health and wellbeing 
of the district’s youth.  MDHB will 
be participating in the Ministry of 
Social Development’s sector change 
programme in Horowhenua.  This 
programme starts in July 2011 and 
brings together various government 
departments, such as health, justice, 
education, police, and  social welfare.  
In Horowhenua, the focus is on young 
people, particularly those who have 
alcohol and drug problems, are 
regular truants, or have been in the 
justice service.

More work is planned to support 

and improve the health and 

wellbeing of the district’s youth
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Other Community-based Services  
Established in Horowhenua Over Recent Years

 Cardiology services, including specialist cardiology  
and associated diagnostic tests, eg ECGs

 Cardiac rehabilitation services

 Chronic care teams – physical activity education, 
nutrition/dietitics, smoking cessation and nursing

 Clinical pharmacy advisory service

 Community clinical nursing

 Diabetes – specialist nursing services

 Health of older persons – specialist team

 Neurology diagnosis & management decision support 
programme for general practice

 Nocturnal enuresis service (bedwetting)

 Nurse-led general practice

 Palliative care support for general practice

 Podiatry services

 Recovery at home programme

 Renal service – joint specialist/primary care service to 
identify and manage renal failure within general practice


Respiratory, including specialist respiratory, pulmonary 
rehabilitation, spirometry, and GP sleep assessment 
programme

 Retinal screening

 Subsidised sharps containers


Trans-ischaemic attacks (mini strokes) diagnosis and 
management decision support programme for general 
practices

 Urgent community care

 Vitamin D in aged residential care facilities

 Whanau ora navigators



Oral Health

In April 2011, a fixed dental clinic opened 

for business at Horowhenua Health 

Centre.  It has a state-of-the-art dental 

chair enabling the full range of dental 

procedures to be completed, including 

dental surgery under general anaesthetic.  

The clinic is serving a number of schools 

based in Levin and is also piloting a 

scheme focusing on pre-schoolers.  

The fixed clinic is also used by MidCentral 

DHB’s hospital dental service, particularly 

for providing care to former residents of 

Kimberley Centre.  The special needs of 

these people with an intellectual disability can be easily met by the new 

facility.  The new facility, together with clinics held on the mobile surgical bus 

when it visits Levin and additional dental sessions held at Palmerston North 

Hospital, have cleared the backlog of former Kimberley Centre residents 

who were overdue for a dental assessment, and they are now managing the 

regular recall of patients for annual check-ups. 
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A fixed dental clinic opened for business 

at Horowhenua Health Centre



Health of Older Persons
A distinct feature of Horowhenua is its large and growing elderly population.  “Elderly” 

in health terms has been defined as 65 and over which doesn’t truly reflect the current 

profile of people that age.  Most people in their late 60s/early 70s wouldn’t regard 

themselves as elderly.

The chronic care services MidCentral DHB has funded are well used by the elderly.

In 2011, a specialist, community health of older persons team was launched.  Staffed by 

a general practitioner with a special interest in gerontology, nurse practitioners, clinical 

pharmacist and allied health staff, it works in partnership with general practice and the 

10 local aged residential care facilities.  

It is early days in the team’s  

development and it has been  

well received.  We will report  

outcomes next year.

The Future
The focus on Horowhenua’s 

health status will not abate.  More 

investment in this area will continue 

to be made.

The multi-pronged approach will 

also continue – working with primary 

and secondary care health services, 

our regional colleagues, and other 

government sectors.

Horowhenua has a large and 

growing elderly population
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We ended 
the year 
with a $9.6m 
surplus; almost 
a complete 
reversal of our 
2009/10 result 
being a $9.4m 
deficit. 

   Returning to
financial
 sustainability

Our aim was to return to financial 

sustainability – not just breakeven

It was achieved through sheer hard work, perseverance and a commitment  
to address the cause – a cost structure which was out of sync with activity  
and revenue.

The turnaround plan was done openly and, it being DHB election year,  
created a lot of interest.  Some hard decisions had to be made and the 
management team was supported by a committed and determined Board.

The economic environment helped as everyone was all too aware of the  
pressures on the national and national economies, and households.  

Our aim was to return to financial sustainability – not just breakeven, but a 
position where we could generate small surpluses year on year to invest back into 
the business – back into new and expanded services for our communities, staff, 
new technology and information systems.  We were not looking for a quick fix.  
Everything we did had to protect and enhance our future sustainability.  

We are confident we can maintain this position;  our costs now match activity  
and revenue.
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volumes) were exceeded, and 
we also did additional work as 
part of a national initiative to 
offset Canterbury DHB’s reduced 
elective capacity. 

Theatre productivity has been 
improved with a reduction in the 
number of late starts and early 
finishes for theatre sessions, and 
a reduction in the number of 
cancelled sessions.  

We have managed to reduce 
the number of people waiting 
greater than six months for 
surgery by 58%.  An amazing 
effort, particularly given rising 
referral rates for elective  
surgery.  The over six month 
waiting list is now the lowest 
it has ever been and further 
reductions are planned. 

A small group, led by an 
anaesthetist, are redesigning 
our pre-operative assessment 
processes, and the orthopaedic 
service has put a pre-surgical 
joint clinic in place.  As a result, 
patients are more prepared for 
their hospital stay and surgery, 
and things are put in place to 
support their eventual discharge 
from hospital. 

The level of nurse-led clinic work 
rose by 15% over 2009/10 levels. 

Some problems are still being 
experienced with the flow of 
patients through the emergency 

Hospital Throughput
Key to our financial recovery was enhancing the productivity  
and value of our hospital services.

In 2009 we decided to do all elective surgery in-house.  At that 
time, around 10% was outsourced as MidCentral Health did 
not have the capacity (as measured by discharges).  It wasn’t an 
issue of beds, theatres or staff.  It was systems, particularly the 
management of acute and medical patients.  Progressively, we 
established a Medical Assessment & Planning Unit and a women’s 
surgical unit.  We implemented home-warding so patients 
under the care of a particular specialist were more closely 
grouped together.  By June 2010 we had eliminated the need to 
outsource (other than specialist cardiology) and achieved our 
target caseweights, but  were still short of the total number of 
elective cases.  Twelve months on, all elective targets (CWDs and 
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Elective Throughput
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Organisational 
Culture & 
Structure
Circumstances enabled us to 
operate with a much smaller 
management team for a short 
period (18 months).  Murray 
Georgel, as chief executive 
officer (CEO), took direct 
responsibility for hospital and 
associated services (the chief 
operating officer role – or COO 
as it is known), and the General 
Manager, Funding assumed 
responsibility for corporate 
services.  At the same time, the 
Chief Medical Officer joined the 
executive leadership team.

These changes saw much 
closer working relationships 
between the various divisions 
of the organisation, and with 
all clinical and operational 
directors (including directors of 
nursing, midwifery and allied 
health), reporting direct to the 
CEO in his COO role.  

The benefits, while 
intangible, have been 
significant, helping to foster 
an organisational culture of 
teamwork, responsibility and 
accountability.  It is relatively 
early days but the level of 
organisational ownership 
continues to grow.

department (ED) to hospital wards, and this is an area of focus for 
2011/12.  The possibility of a Surgical Assessment and Planning 
Unit is one of many strategies to be explored.  A recovery at 
home service is being rolled out.  This is a specialist district 
nursing service being provided in conjunction with primary care, 
where people referred by general practice can be treated in their 
own home to reduce the need for them to present to ED or be 
admitted to hospital.

The Medical Assessment and Planning Unit (MAPU), a 13-
bed area, has had high occupancy and turnover.  It has been 
successful in reducing and minimising the number of otherwise 
surgical inpatient beds occupied by acute medical patients.  In 
2009/10 an average of 10.3 surgical beds were occupied each 
month by medical patients;  this had reduced to only three beds 
on average each month during 2010/11.  This has enabled both 
acute and elective surgical patients to be admitted and treated 
as planned in surgical wards. 

The unit has also enabled the medical service as a whole to 
reduce the average length of stay for patients by almost half 
a day during the year.  With the higher volume of patients 
admitted to hospital via MAPU, clinical assessment and 
treatment has commenced earlier, which in turn supports more 
effective transfer of care and discharge for patients.  It also 
enables other medical wards to focus on providing treatment 
and care for patients who have more complicated medical 
conditions and generally require a longer length of stay.

The level of nurse-led clinic work 

rose by 15% over 2009/10 levels
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Late in the year, Murray began a  
review of his executive leadership team 
arrangements.  A critical component  
of this was to increase clinical, 
particularly primary, perspective.  
As CEO, Murray will be retaining 
responsibility for hospital services,  
with direct contact with clinical leaders.

For MidCentral Health – our 
provider arm – the role of the 
Senior Management Team (clinical 
and operational directors) became 
increasingly important.  This part of  
the organisation is responsible for  
over 50% of our revenue ($278m).

Work is underway to refocus the 
role of MDHB’s Clinical Council so it 
can proactively influence strategic 
and major capital plans.  Wider 
representation from all health 
professionals, including aged  
residential care, is a critical element. 

Aligning Revenue, 
Outputs & Costs
MidCentral Health’s cost structure 
had got out of balance, the gap 
between revenue and expenses 
widening.  We did not want to 
arbitrarily cut costs as our long term 
organisational sustainability had 
to be assured.  So we took a very 
deliberate approach to set projected 
volumes, and align all resources to 
these, including staff and funding.  

We used the 2010/11 budget process to do this.  
Corporate services worked closely with the clinical 
and operational directors of each major service 
area.  Establishing volumes which met the funder’s 
requirements and reflected expected demand, was 
the first step.  From there, it was a matter of working 
through what resources would be required, building 
in contingencies.

Following this, a series of financial service reviews 
were undertaken by each service.  These were 
clinically led and looked at the key processes used to 
deliver services, and further aligning staffing levels 
to activity and costs to revenue.  While not always 
well received or embraced, the results were very 
good.  Throughput across the hospital increased.

Concurrently, financial reports were refocused to 
better meet the services’ requirements and financial 
training and support was provided to team leaders, 
charge nurses and others involved in service 
management.  We found many staff were focused 
upon reporting results and explaining variances, 
rather than understanding these and emerging 
trends.  Shifting this focus has enabled a proactive 
approach to financial management throughout 
MDHB.  Monthly financial review meetings are held 
at service level involving all levels of clinical and 
operational management through to charge nurses.

Work is underway to refocus the 

role of MDHB’s Clinical Council
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A key to 
improving 
the flow of 
acute medical 
patients 
through the 
hospital was 
the Medical 
Assessment & 
Planning Unit, 
enabling us 
to treat these 
patients more 
efficiently, 
with a 
positive flow-
on impact 
for surgical 
services where 
beds have 
been freed up.

Hospital 
throughput 
rose, reaching 
new highs. 
More people 
were seen 
and treated. 
Waiting times 
were reduced. 
Operating 
costs, 
including 
staff costs, 
reduced.
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Maintain and increase 

throughput while more effectively 

managing personnel costs
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Financial Controls Tightened

An immediate impact was the reduction in personnel costs.  Use of locums 

and agency staff has reduced, and through better alignment of staff to 

activity, we have been able to maintain and even increase throughput  

while more effectively managing personnel costs.

We also looked at areas of possible service duplication and/or over servicing.  

MidCentral DHB had invested significantly in primary care and it was time 

to check that duplication of service provision hadn’t occurred.  Five targeted 

reviews were undertaken.  One review looked at our district nursing service.  

MidCentral DHB runs the only 24 hour, 7 day a week DHB-based district 

nursing service.  This is well received by our communities but comes at a 

high cost – one which well exceeded revenue.  The review found that the 

night-time service supported the local hospice, with a high proportion of 

patients being under their care.  A collaborative approach enabled retention 

of the after-hours service, with financial support from both the Hospice 

and MidCentral DHB.  District nursing staff took a proactive approach to the 

review and identified other ways of more effectively providing care, such as 

clinics.  Many of the district nursing services’ clientele preferred being able  

to book a time to a district nurse, rather than wait at home for their visit.  

(Other reviews were sexual health services, diabetes lifestyle centre, 

rehabilitation inpatient services, and AT&R inpatient services for elderly – 

Horowhenua Centre.)



An aggressive approach was taken to 

ensuring contracts for supplies and services 

were providing the best value for money
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Supplies and Contracts
An aggressive approach was taken to ensuring 
contracts for supplies and services were 
providing the best value for money.  Wherever 
possible, contracts were reviewed and 
renegotiated.  The financial and other benefits 
which resulted, were well worth the effort.

As part of our alliance with Whanganui DHB, 
we also moved our contractual arrangement 
for the provision of hotel, food, works/
maintenance, grounds and security services, 
from a local to a sub-regional basis.  Economies 
of scale benefited both DHBs.

As well as the cost of supplies, our use of them 
was also scrutinised.  Greater awareness of the 
cost of high use/high cost items was achieved, 
and we managed to reduce the rate of cost 
increase in this area.  This work continues.  

A lot of work is also being done in the area of 
pharmaceuticals, with use of less expensive 
generic medicines where appropriate, 
and restrictions on high cost, specialised 
pharmaceuticals where other options are 
available.  Again, the rate of increase had  
been staunched. 

Revenue Growth
It was not only the cost side of our ledger which 
came under scrutiny.  Every effort was made to 
ensure revenue was maximised.

We found that our processes for identifying and 
claiming ACC revenue needed enhancement.  
Many staff from all services across the hospital  
were involved in identifying and collecting 
this revenue, however systems needed to be 
standardised.  We also moved to electronic billing.

ACC revenue was also a significant issue for Enable 
New Zealand.  Last financial year it took over a 
major national ACC contract.  Increased revenue 
was achieved, however it was significantly short of 
expectations.  This shortfall in income was offset  
by a corresponding reduction in expenditure.

Paid car parking was successfully installed 
following a feasibility assessment.  Not only has 
this initiative increased the DHB’s financial health, 
it resolved overnight the congestion problems 
faced by patients and visitors attending Palmerston 
North Hospital (PNH).  We used to receive regular 
complaints regarding the length of time it took to 
find a public car park on our site.  Today, patients 
and visitors do not experience any difficulty in 
finding a park close to the hospital.  As part of 
this project, we increased the number of car parks 
on site at PNH by a further 284.  Over half of all 
available parks are dedicated for staff, including 
contract/ors’ staff.  There are eight options for staff 
car parking.  Interestingly, the most expensive 
(dedicated, personalised parks and a dedicated 
general parking area) have proved the most 
popular, resulting in waiting lists for these.  Staff use 
of the scheme continues to increase, with around 
900 staff signed up to permanent arrangements.  
Casual parking options have also been popular  
with staff with over 900 casual tickets sold.
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The Aim

Our aim was to return to a position where we could invest in the future.   

As our financial turnaround progressed, we were able to confidently commit  

to some major service developments:

• Growing our cancer services through the addition 

of a permanent fourth linear accelerator and 

associated bunker for the region.  Capital cost 

$6.3m.  Operating costs $0.8m per annum.

• Expanding our cardiac services through 

additional staff ($1.2m per annum), with 

plans for a dedicated CATH lab ($2.6m)

• Clinical information systems – $8.2m over 

the next five years, with the first programme 

being a clinical work station, Concerto.   

(This investment is part of the Central 

Region’s Information Systems Strategy.)

• Construction of a new clinical records 

building.  Capital cost $2.5m.

More developments are planned and we 

intend to self-fund these.  The key focus 

for 2011/12 is investigating future service 

requirements, prioritising these and 

forming an investment plan for the next 

three to five years.
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A linear accelerator (linac) has been ordered, bringing 

MidCentral Health from a three to a 4-linac site. Each machine 

provides around 7,500 radiation therapy treatments a year. The 

decision to move to a 4-linac site was a major milestone for 2011.
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MDHB gets over $520m to spend on behalf of its residents.  

Over 50% of funds goes into 
the provision of hospital 

services.  The other funding 
is used for a range of primary 

care services, including GP 
visits, aged residential care 

(rest homes), mental health 
and Maori health services.

Where themoney goes

$m What Services Were Purchased in 2010/11 $m Who Provided Them

Hospital-based Services
64.7 Surgical specialties, ICU and anaesthetics 275.0 MidCentral Health
46.0 Medical services 72.2 GPs, PHOs, non-govt owned providers
33.6 Regional cancer treatment service 46.6 Other DHBs
27.9 Elder health and rehabilitation and therapy 44.1 Community pharmacies
28.1 Women’s and child health 41.0 Rest homes
25.7 Mental health 25.1 Enable New Zealand
12.5 Emergency department 10.1 Community laboratories

8.6 Clinical support 6.0 MidCentral DHB – governance
6.5 Public health 1.4 Iwi/Maori health providers
3.8 Dental health 1.4 Primary Health Nursing
1.7 Rural health

15.9 Other
275.0 Total hospital-based services

Community-based Services
44.1 Pharmaceuticals
41.0 Residential care
28.0 Primary practice
10.7 Home support
10.1 Laboratories

9.1 Mental health
4.8 Chronic disease management

21.0 Other
168.8 Total community-based services

25.1 Disability services and needs assessment
46.6 Inter-district flows

6.0 Governance
1.4 Primary Health Nursing

522.9 Total DHB Expenditure 522.9 Total DHB Expenditure

How is this money used?

Who receives it?
What services does it fund?
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