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MIHI

Tuia ki runga

Unite celestial matters

Tuia ki raro

Unite terrestial matters

Tuia te muka tangata

Unite the human fibres

Tīhei Mauri ora

The breath of life

Kāore te aroha e pūkatokato ana te tau
o taku ate mō te iwi nui tonu kua haere
ki tua o ārai i roto i te tau i hipa ake
nei.

My heart is grieving at the departing of
the many dear ones who have
journeyed to beyond the veil within the
past year.

Takoto mai i runga i te urunga tē taka,
moenga tē whakaarahia.

Lay on the pillow which never moves,
the bed of no return.

Heoi anō kua pahemo tētahi atu tau me
ngā tini mahi kua tutuki me ētahi atu e
haere mai ana.

Yet another year has passed with many
milestones and achievements with
many more to come.

Tēnei e māua ko Te Tumu Whakarae
me Te Heamana o Te Poari o Te Pae
Hauora o Ruahine o Tararua me ngā
wāhanga whakawhētai kua tukuna atu
ki a koe ngā kaimahi hōhipera katoa,
me ngā kaimahi me te hapori.

Your Chief Executive and the
Chairperson of the MidCentral District
Health Board extend greetings and
thanks to you all; hospital staff on- and
off-site, volunteers and the many health
workers in the community.
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Wāhanga 1

Tirohanga Rautaki

Section 1

Strategic Overview

REPORT FROM THE CHAIRPERSON AND CHIEF
EXECUTIVE
During the year, we had several causes for
celebration. Chief among these was the
125th anniversary of Palmerston North
Hospital in November 2018. Looking back
at our history we acknowledge those in our
community who set up the hospital, and
we thank former staff and those who have
continued to support our work over many
years. We are grateful for the many
current volunteers and contributors to our
health service, who remind us that our
service is an integral part of our
community.
Our communities are continuing to play a
big role by helping us develop our locality
health and wellbeing plans. Their views on
how our health services are delivered in
their locality are invaluable for our future
plans.
Our Māori partners
Achieving equity for Māori and at risk
population groups is a high priority. Māori
make up 20 per cent of our population and we have a very strong commitment to
Māori health.
During the year we re-signed our Memorandum of Understanding with Manawhenua
Hauora, a consortium of local Iwi, to formalise our common interests and
commitment to advancing Māori health. Manawhenua Hauora is our Treaty partner
in delivering health services for the region.
We are focused on helping Māori living throughout our region to determine how to
manage their own health and wellbeing. Our partnership with Māori will provide
practical solutions to support providers to address equity challenges.
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Our changing structure
To meet our challenges we are continually thinking about how we can best use our
resources to improve health and wellbeing outcomes.
Three years ago we decided to change our operating model, and this is now near
completion. Our integrated service model, Te Wao nui a Tāne, together with
clinical and operational leadership of the six clusters is now in place.
The establishment of Pae Ora Paiaka Whaiora, Hauora Māori, will further advance
MidCentral DHB in meeting its Treaty obligations and improving the health and
wellbeing of Māori across the District Health Board’s rohe.
Our performance
The year has been characterised by increasing demand for our services, driven by a
growing and ageing population.
There were 46,903 Emergency Department
(ED) attendances at our Palmerston North
Hospital service – a six per cent increase on
the number of people presenting to the ED
last year. This put enormous pressure not
only on ED staff but also throughout the rest
of the hospital, where staff had to
accommodate higher than usual admissions.
We also face more demand for elective
surgeries, but lack the theatre capacity to
fulfil it.
We have been aware for some time that our clinical facilities are no longer fit for
purpose and our plans for a new Acute Services Block, which will house ED, our
operating theatres and the intensive care unit, are well advanced. We hope to
secure Government approval and investment for a new Acute Services block and
refurbishment of the existing tower block over the next few years.
Our operating costs are rising, particularly salaries and pharmaceuticals. We face a
shortage of specialist staffing in crucial areas and therefore have to bear the costs
of locums. Industrial action added additional cost pressure this year, as did the
need to make provisions for the Holidays Act and the National Oracle Solution.
In spite of a range of initiatives to keep within budget, these factors contributed to
a final deficit of $26.844m.
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Looking ahead
The National Bowel Screening programme will be rolled out in our district in late
2019. This will increase demand for colonoscopy services so we will need to expand
the gastroenterology department and find new accommodation for our adjoining
inpatient renal unit.
The new programme is a reminder that as we provide more services, many driven
by innovations, we increase demand for those services and our financial obligations
increase.
The upgrade of our inpatient mental health unit is also a key focus and the project
has been prioritised for capital investment by the Government of $30m. We must
ensure the best possible conditions are available to people receiving our care so
they feel safe in a culturally appropriate and welcoming environment that is
conducive to improved health and wellbeing.
Our staff

We would like to acknowledge the efforts of all our staff who have been working
hard to improve our patients’ experiences. Staff have embraced wholeheartedly
Our Speaking up for Safety Programme, which will positively influence the
experience of those receiving care and services from our DHB.
As we head into our new financial year we are confident of our strategic direction
and our ability to deliver high quality health services for our people.
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PROGRESSING OUR STRATEGIC INTENTIONS
Our strategic priorities
Achieving quality and excellence by design
Promoting professional accountability
The introduction of the Cognitive Institute’s Speaking
Up For Safety (SUFS) programme is the foundation for
achieving a safe and reliable culture, where all staff
support each other and speak up whenever they see a
potential safety concern.
We began changing our safety culture over the last
year, recognising that fostering a high performance
culture of safety and reliability is integral to our
strategy and our values of being compassionate,
courageous, respectful and accountable.
We want every staff member to feel comfortable about
speaking up whenever our safety culture and values
are threatened. Nearly 80 percent of staff are now
trained in SUFS, and we will continue to run sessions
for new staff and others until all staff are fully aware
of how to manage a safety issue in the workplace.
The next stage of the programme, Promoting Professional Accountability, will
introduce an electronic reporting process for instances when a staff member is
unable to speak up in the moment to report behaviour that may put patient or staff
safety at risk.
Flourishing Research Community
MidCentral DHB has a flourishing research community, and the outcomes of our
research help us to improve our services. All our current research projects were
presented to staff during our inaugural research week in July, the first time all
projects had been showcased together.
One project completed during the year revolves around classifying each birthing
woman in our care by the Robson Ten-Group Classification System. This WHOendorsed system allows us to track outcomes for birthing women based on their
specific characteristics. We can then compare our results with other internationally
published data and within the unit over time. We have developed specific
interventions to focus on reducing caesarean section rates including a new labour
dystocia and induction of labour guideline. Results have been very positive. With
the data collected we can also track other significant maternal and neonatal
outcomes.
This project began in 2017 and will be developed further.
MidCentral District Health Board
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Major step made towards enhancing patient flow
Bed management and patient flow is much more efficient following the
implementation of the new digital MIYA platform.
It gives real-time updates, showing a patient’s progress from the time they arrive
to the time they’re discharged, as well as an overview of hospital occupancy.
Staff are able to securely view a current patient’s history, including admissions,
demographics and results, and quickly view immediate bed availability in suitable
wards, minimising waiting times and making a patient’s journey through the
hospital as smooth as possible.
Decisions about patient care can be actioned immediately with the most up-to-date
information available, meaning their care is better managed by reducing clinical
risks, reducing wait times and keeping patients better informed about their
progress and care.
The MIYA platform is now live in 17 wards, the Emergency Department, and in one
ward at the Horowhenua Health Centre.
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Partnering with people and whānau
Expanded digital access to health care
Nearly one million New Zealanders are using the digital patient portal service
introduced several years ago. It has provided patients with instant access to their
health information and provides another way for people to interact with their
general practice team.
Hospital staff can also access a patient’s records, ensuring that primary and
secondary care are more connected through one shared electronic record.
We are continuing to promote this service in our region by using primary health
care clinical champions to promote its use.
There are around 25 general practices in our region, and 16 of them are now
offering access to the e-portal. In mid-2019 the primary health organisation,
THINK Hauora, was in the process of implementing the portal in two more
practices.
THINK Hauora reports a noticeable increase in patients making enquiries about
using the product.
Health and Wellbeing plans for local communities
Our commitment to achieving well
communities continued with the
advancement of locality planning. This
method was adopted to better
understand the priority needs of the
different communities that make up
our district and place people and
whānau at the centre of future
planning decisions.
The Palmerston North Health and
Wellbeing Plan was completed March
2019. It identifies five community
priority areas to focus on: access to healthcare; mental health and addiction; better
communication and connection; building healthy whānau and communities; and
wider determinants of health and wellbeing.
MidCentral DHB now has Health and Wellbeing plans for all five major localities in
its district. All of the plans aim to make a positive contribution to the health
outcomes of the population by looking at how the DHB and partners can better
meet priority health and wellbeing needs within each community. A key component
of achieving better communication and connection within each locality has been the
development of local Health and Wellbeing Groups in the Tararua District,
Manawatu District and Ōtaki during this year. These groups bring together
representatives from the DHB, local council, iwi, primary healthcare providers,
government agencies, non-government agencies and local communities.
MidCentral District Health Board
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Mahi Tahi – whānau supporting their loved ones
Whānau and friends are now encouraged to assist with the care of their loved ones
in hospital. Our Mahi Tahi – Better Together programme invites whānau, friends or
support people of hospital inpatients to be a kaimanaaki (partner in care).
Chosen by the patient, in agreement with the support person and hospital staff, a
kaimanaaki is able to join the ward’s patient care team in assisting with care of
their relative or friend. This includes tasks like helping a patient to eat and dress, or
simply spending time with them. The kaimanaaki also has special privileges, such
as 24 hour access to the ward.
The programme formalises the ability of staff to allow family and whānau to offer
additional support and care for their people in hospital.
The programme puts partnership into action and is being rolled out to all medical
and surgical wards.
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Achieving equity of outcomes
Sex-specific testing removed
The MidCentral Rainbow Staff forum aims to provide a safe and inclusive space for
people who are of a diverse gender identity or sexual orientation. As a result of
their feedback our Pathology provider, Medlab Central, no longer requires sexspecific gender markers for certain tests such as cervical smears, prostate markers,
or pregnancy tests. These were a barrier for members of the LGBTTQI+
community who required tests that did not align with their chosen gender marker.
Clinicians now select the appropriate gender group on the basis of their knowledge
of each patient’s personal circumstances.

We are committed to tackling the personal and structural discrimination faced by
people who are part of the LGBTTQI+ community. MidCentral encourages
healthcare professionals and staff to consult with these communities to identify
what information, education or changes are needed to better serve them.
Kāinga Whānau Ora project offers free dental service for whānau
MidCentral supported the Kāinga Whānau Ora project by coordinating the provision
of dental services to individuals and whānau participating in the project. This group
of people had significant unmet oral health needs and there was a strong realisation
that this has a very real impact on their health and wellbeing.
In July 2018 a dental bus was used to deliver services in Palmerston North. For the
initial assessments held over a weekend, 95 patients were scheduled. Collectively
they 55 had fillings, extractions and deep cleans during the subsequent week. In
total, the dental team removed 122 teeth and completed 113 fillings. Following on
from the initial clinics, MidCentral provided additional dental care to more than 20
individuals who required more extensive treatment.
MidCentral District Health Board
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Reducing inequities for Māori with cancer
Our Māori Cancer Advisory group, Te Hononga, advocates for and facilitates the
reduction of cancer inequities and disparities that exist for Māori.
The group has several projects under
way to reduce the incidence and
impact of cancer for Māori, with the
most recent being the creation of an
automatic referral system for Māori
cancer coordinators. Other initiatives
include providing equity training for
staff, assisting with the bowel
screening roll out and working with
rangatahi to promote radiation
therapy as a career.
Te Hononga was formed in 2013 and
grew out of a group which provided
‘demystifying cancer’ hui and tours.
Hononga means union, connection, and relationship. The group liaises with and
faciliatates between Māori whānau and service providers along the cancer
continuum to increase awareness, access and engagement. Its membership
includes Māori community and health service providers who are committed to
achieving equitable cancer outcomes for Māori.

Connecting and transforming primary, community and specialist care
Community clinical pharmacists help people understand their medications
Our Primary Care Support Pharmacists programme is an evidence-based and
internationally recognised intervention involving a team of six clinical nondispensing pharmacists who work in the community in conjunction with primary
care clinicians to improve patient health through better use of medicines. This
includes evidence-based interventions such as medication therapy assessment for
patients, educational and quality improvement campaigns for prescribers, audits,
pairing with over-prescribers and in some cases patient-centred care.
The team focuses on improving the quality use of medicines in primary care and
the community, targeting three main areas: reducing medicine-related harm,
reducing unwarranted variation and reducing waste. This is a partnership approach
with THINK Hauora (Central PHO) and local Integrated Family Health Centres and
general practice teams.
A particular focus for the team is polypharmacy. MidCentral has very high rates of
polypharmacy in the 65+ year old population, which has been shown to increase
the likelihood of adverse drug events, poor adherence and a variety of medical
symptoms.
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Addressing suicide risk
We are continuing to implement actions and recommendations of our Suicide
Prevention Postvention Action Plan and have achieved a number of excellent
initiatives over the past twelve months.
Training has been delivered on the “Detection and Management of Suicide and
other Risk” for staff and for communities in Horowhenua and Ōtaki, and in our
tertiary service at UCOL. This professional development education is critical to
support professionals working in health who are assessing and managing risk for
people living in our region.
A highlight was the development of local suicide prevention/postvention response
teams now running in Tararua, Horowhenua and Ōtaki. These teams are focused on
networking and increasing capability and capacity in their communities to address
the concerns and impacts related to suicide. They are community driven and
supported by a range of professionals working closely with our staff to implement
prevention strategies as well as managing the effects of deaths by suicide in their
regions. Another great initiative has been the work of the Horowhenua District
Council and the Youth Empowerment Project led by the local secondary schools to
build resilience in young people.
Working with Māori is a critical part of our strategy. In our region, Tūramarama
Kaupapa Māori Rōpū is working collaboratively with Te Rau Ora and Te Aue, to roll
out Tiaki Whānau Tiaki Ora, a programme aimed at building healthy whānau by
increasing awareness of risk factors and building strategies to reduce risk.
Avoiding attendances at ED and Hospital stays
General practice teams now have access to an increased range of services to safely
manage acute illness. This provides an alternative to referring patients to hospital
via the Emergency Department (ED) and also integrates primary and secondary
health services. POAC (Primary Options for Acute Care) has moved out of its pilot
phase and is now in place permanently to help primary health providers manage
the acute needs of patients in the community.
The clinical pathways available to GPs include: acute rehydration in adults;
cellulitis; chronic obstructive pulmonary disease (COPD); deep vein thrombosis;
gastroenteritis in children; and anaemia (iron deficiency).
POAC is provided at most medical centres throughout the region. It improves
patient experience by providing care closer to home and increases the management
of acute illness in the community.
Around 30 patients per week are being referred from ED to the service.
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Highlights of the 2018/19 year
Palmerston North Hospital turns 125
In November 2018, Palmerston North Hospital turned 125 and this milestone was
celebrated with tributes in memory of those who made this hospital great.
Looking back the highlight has been the constant dedication of staff and the
community. In the beginning the hospital was a community affair, established by
the people of the district for the district’s people. This backing from our community
continues to this day. Our history is steeped in the generosity and commitment
from individuals and organisations that have worked extraordinarily hard to make
sure a first-class hospital service was and is delivered every day of every year.
We have evolved from four wards with beds for 25 patients, to over 350 beds and
2,700 staff and have witnessed amazing developments in health care.
The Minister of Health Dr David Clark was present with us to celebrate this great
anniversary. We look forward to the 200th anniversary.

Reducing bed days
A new programme, Medimorph, has improved the patient journey and flow through
the hospital, and has contributed to shortening lengths of stay for patients in the
Emergency Department (ED) as well in the hospital.
This programme included changes to the medical clinical model of care to facilitate
its evolution to a proactive and patient-centred service. The interface for the
Emergency Department and Medical Assessment and Planning Unit (MAPU) was
enhanced to optimise safe and timely patient flow from ED to MAPU. Effective ward
processes were analysed, acknowledging that shared goals between patients and
the interdisciplinary team will bring greater patient satisfaction and an improved
workload. Finally, the programme worked on earlier identification and assessment
of older patients with frailty. By implementing definitive case management for frail
patients we can prevent deconditioning, reduce overnight stays and ensure
supportive discharge.
Timely care reduces the delays for patients and those close to them, and also frees
up staff. These improvements mean a safer hospital and happier staff.
MidCentral District Health Board
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Caesarean rates on the decline
Our district has higher than national average rates of smoking in pregnancy,
obesity, pre-term births and caesarean sections. Women in the region in their first
pregnancy had a 40 to 50 per cent chance of having a caesarean.
To reduce the incidence of caesarean birth, we introduced a method of induction
that is common in Northern Europe - low dose oral misoprostol.
This involved widespread consultation with all stakeholders, including core staff,
Lead Maternity Carers and consumers. A small midwifery team was trained to pilot
the new induction process and weekly auditing was conducted to monitor results
and adjust ongoing staff education and communication.
The new policy is now embedded into practice and core midwifery staff have gained
confidence with managing early labour, analgesia and the new regime.
Data shows that there has been an increase in vaginal births in women who have
not given birth before and who are having an induction of labour.
MidCentral DHB received a Health Roundtable Maternity Improvement Group award
for this project in May 2019.
New approach to eczema reduces hospital attendances
The introduction of nurse-led clinics in the community has meant most children with
eczema no longer have to travel to the hospital for treatment.
Now primary care providers, such as GPs and Iwi providers, can treat children
closer to home with nurse-led clinics under the oversight of a paediatrician or
dermatologist. Six registered nurses are running a total of 42 clinics a month –
double the number offered five years ago.
As a result, appointments at the hospital’s
children’s clinic for eczema have fallen from
144 in 2010, to just 10 in 2018. Nearly 50
percent of children with eczema are under
five years old.
The model of care was introduced several
years ago in the face of increasing hospital
visits and hospitalisations, and results are
now proving the programme’s worth.
Admissions to Palmerston North Hospital for
eczema have fallen by half in the past eight years. In April 2019 MidCentral DHB
received a Health Roundtable award for this work.
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Enabling our success
Award for positive inclusion
MidCentral won an award for workplace inclusivity in the 2018 Diversity Awards run
by Diversity Works New Zealand.
The Positive Inclusion Award recognises organisations that demonstrate the
importance of building diverse teams and are committed to inclusive policies and
practices.
We were praised for the various initiatives taking place across MidCentral DHB,
including gender and sexual diversity training, gender neutral toilet signage and our
successful rainbow sticker day.
We encourage a rainbow inclusive work place that recognises the whole person. We
offer Gender and Sexual Diversity at Work training, which is available to all staff.
Inaugural health and safety award
Materials Management Co-ordinator Karl Anthony was the recipient of a new award
that recognises individual staff and teams who demonstrate outstanding leadership
and commitment to health and safety.
At the time of the award Karl’s department had been 184 days incident-free. The
panel of judges found that Karl demonstrated a very high commitment to hazard
identification, management and overall leadership toward health and safety within
his workplace, which had high risk potential.
The awards will be held annually to promote proactivity when it comes to
preventing workplace accidents.
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A new digital landscape
In July 2018, we launched our five-year digital
strategy, Te Awa, which will guide
transformational change using data, information
and technology to help services deliver better
outcomes for our people. Our vision is for easier
access to health information by health providers
and patients. The digital system of the future will
promote a better, fairer and timely route to
wellness, and allow patients to be cared for closer
to home.
Much of our health information is still paper-based, which makes providing
integrated care challenging. Te Awa, the digital strategy will connect the health
information infrastructure across the district providing information that is easily
available to all, meaning better, faster health care and healthier communities.
In future, patients will be able to enter health information themselves, which will be
accessible by their health providers. Information will be able to be collated and
analysed to give an overall picture of the health of our communities.
Improving our ED facility
Our Emergency Department faces increasing demand year-on-year. Almost 47,000
people sought help from the service over this year in an area where the layout had
not changed in the last 30 years. A new configuration has led to the space being
used more efficiently and a more comfortable environment has been created for
patients, their families, and staff.
Dedicated cubicles have addressed some privacy and confidentiality issues that
arose when people were triaged in the public waiting room. The new cubicles are
more appropriate for starting each patient’s journey where private information can
be given without being overheard.
New private rooms have also been added so that clinicians can have consultations
in private with people and their families/whānau.
ED’s sub-acute area was also expanded to improve patient flow.
The refurbishment also included a new reception and waiting area. Ultimately, the
project has transformed the patient journey at what is often a distressing time.
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First-class new MRI facility more comfortable for patients
Our new Magnetic Resonance Imaging (MRI) service at Palmerston North Hospital is
now an in-house service, producing top-quality images with state-of-the-art
technology.
Already the service has demonstrated that fewer rescans have been required and
there is higher diagnostic confidence. The full size Siemens MAGNETOM Sola
machine has a number of cutting-edge features, including a larger table limit that
will allow for a broader range of patients to be imaged.
The MRI suite also offers a small replica MRI machine so that children can
familiarise themselves with the equipment and environment before being scanned.
This may help younger patients who are anxious about the process. There are also
superhero toys and capes for children to play with while they wait for their turn in
the scanner.
Bringing the service in-house is providing a greater level of support, flexibility and
integration across our services.
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Improving Health Outcomes
The health and wellbeing of our population
Key findings from our Health Needs Assessment and the Equity Snapshot
undertaken by the DHB identify that health inequities are experienced by our Māori
and Pacific people and by people facing socio-economic disadvantage. Māori are
least advantaged in our district with respect to both socio-economic opportunities
for good health as well as mortality outcomes.
In terms of each local authority area, inequities are evident in the Horowhenua
district (as they have high proportions of Māori, Pacific and socio-economically
disadvantaged people among their residents), and, notable disadvantage may be
emerging in the Tararua district.
The health status of our population has been gradually improving over time (as it
has been for New Zealand overall). This is indicated by reducing age-adjusted
mortality rates.
Life expectancy, mortality rates and morbidity (hospitalisation) data are useful
indicators to monitor progress toward our long term goals and as a checkpoint to
assess the health of our population over time. The data is used to help us in our
strategic planning and to identify where we need to target our resources to services
and interventions that improve the health and wellbeing of our population and
address health inequities.
Reducing mortality
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New Zealand and MidCentral DHB All Cause Mortality by
Ethnicity, Yearly Age Adjusted Rates per 100,000
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There were 1,486 deaths registered
(all-causes) across MidCentral’s
population in 2016 – an increase of
102 deaths compared to 2015. From
an age-adjusted perspective
(compensating for differences in
population age balance) the general
health status of MidCentral DHB’s
population, as for New Zealand, has
been improving over the years, as
shown by an overall decrease in ageadjusted mortality rates.
MidCentral’s age-adjusted all-cause
mortality rate suggests a slightly worse
health status than New Zealand’s
health status. This may be expected
because MidCentral’s population has
higher proportions of higher needs
groups (Māori, socio-economically
disadvantaged people, and older
people) than New Zealand overall.

MidCentral District Health Board
ANNUAL REPORT 2018/19

Page | 16

The factors that influence all-cause mortality are much wider than health treatment
service performance. They include for example: lifestyle changes (healthier
eating, greater physical activity); living conditions; economic conditions
(unemployment, income, housing, food and other living costs); and better
preventive care.
The term amenable mortality refers to potentially preventable deaths that might
have been prevented if health services had been delivered more effectively or if
patients had accessed services earlier. Amenable mortality analysis shows the
same patterns and inequities that exist for all-cause mortality.
The amenable mortality rate for the MidCentral’s population tended to be higher
than for the New Zealand population overall. In 2015, the MidCentral Non Māori
and Non Pacific rate was 90.0 per 100,000 population compared to 74.7 for all New
Zealand. The rate for Māori however was much higher at 181.5 per 100,000
population – slightly lower than for all New Zealand (188.8 per 100,000
population). Coronary disease was the predominant cause of premature death
followed by, chronic obstructive pulmonary disease, female breast cancer,
cerebrovascular disease and suicide.
While disease patterns are important, the importance of socio-economic and
cultural factors to health status should not be underestimated in terms of seeking
to improve health outcomes.
By implementing our Strategy, MidCentral is seeking to make its contribution to
better health outcomes for all and continuing to work toward our vision of “quality
living, healthy lives, well communities”. In Section 2 of this report, the Statement
of Service Performance, a range of indicators is used to measure our progress
toward the medium term outcomes we are seeking that contribute to reducing
amenable mortality and reduced health loss with improved health and wellbeing of
our communities. Our Outcomes Framework below (Figure 1) illustrates these
medium term outcomes.

Outcomes (what difference will we make)
Prevention services

Early detection and
management

 People are healthier and 







take greater
responsibility for their
own health
Children have a healthy
start to life
People are engaged with
safe and healthy
lifestyles
People are supported to
make informed decisions
about their health care
More people participate
in health screening
programmes
Our people live and work
in protected healthy
environments






Intensive assessment
and treatment
 People have appropriate,
Fewer people have
shorter stays in hospital
unplanned hospital
admissions
 People have equitable
access to specialist
More people better
assessment and
manage their long term
treatment on time
health conditions
 People stay safe in
People can access
hospital and patients
urgent and acute care
have a positive
closer to home
experience of the health
More people avoid
care system
premature death
 Patients, their family and
More children and young
whanau are engaged
people have better oral
with their health care
health
 People have evidence
based, clinically effective
health care services
delivered on time

Rehabilitation and
support

 People are supported to

maintain optimal
functional independence
and quality of life
 People with disabilities
have access to choice
and control of the
supports they receive
and the lives they lead
 Disabled people and
their carers are more
aware of, and are
connected with, available
disability services and
community supports
 People who are dying
have access to essential
palliative care services
and quality end of life
care

Figure 1: MidCentral DHB Outcomes Framework, 2018/19
MidCentral District Health Board
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Wāhanga 2

Tauākī o Te Ratonga me te Whakatutukitanga Pūtea

Section 2

Statements of Service and Financial Performance
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STATEMENT OF RESPONSIBILITY
The Board and management of MidCentral District Health Board accept
responsibility for the preparation of the annual Financial Statements and
Statement of Service Performance and the judgements made in the process
of preparing these statements and information.

We are responsible for the preparation of the MidCentral District Health Board
group’s financial statements and statement of performance, and for the judgements
made in them.
We are responsible for any end-of-year performance information provided by the
District Health Board under section 19A of the Public Finance Act 1989. We are
responsible for establishing and maintaining a system of internal control designed
to provide reasonable assurance as to the integrity and reliability of financial
reporting.
In our opinion, these financial statements and statement of performance fairly
reflect the financial position and operations of the MidCentral District Health Board
group for the year ended 30 June 2019.
Signed on behalf of the Board and management:

MidCentral District Health Board
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STATEMENT OF SERVICE PERFORMANCE
A key role of the health sector is to make positive changes to the health status of the
population. Many of the determinants of health are influenced by the lifestyle choices,
environmental and socio-economic status of our population. While the DHB contributes to
the prevention of disease and the promotion and protection of health and wellbeing in our
communities, there are other key contributors and factors that influence healthy and well
communities. Government priorities, national policy and decision-making, other public
sector and social agencies, and individuals, families and whānau themselves all have a part
to play in making gains on health status and sustaining a healthy population.
As the major planner, funder and provider of publicly funded health services in our district,
MidCentral DHB is committed to ensuring we deliver on the most effective and efficient
health service arrangements that we can for our population. Assessments of the health
status and needs of our population together with understanding the determinants of health
and drivers of demand for health and disability services inform what and how much we plan,
fund and provide with the funds made available to us from Government each year.
As part of our obligation, we monitor our progress toward our strategic intentions as well as
measuring our achievements against the planned activities and services (or outputs) that
were expected to be delivered in the year as outlined in our Statement of Performance
Expectations (SPE). Our performance is assessed against each indicator using the following
reference criteria and grading system. A rating has not been given to demand driven
services.
Reference criteria:
On target or better

Achieved

95-99.9%

Substantially achieved

0.1%-5% away from target

90-94.9%

5.1%-10% away from target

Not achieved, but progress made

<90%

>10% away from target

Not achieved






This Statement of Service Performance (SSP) is organised into four “Output Classes” –
Prevention Services, Early Detection and Management Services, Intensive Assessment and
Treatment Services, and Rehabilitation and Support Services. The service outputs that we
measure within each Output Class are a logical fit with the population health care continuum
as outlined in the following figure.

Figure 2: Population health continuum of care
MidCentral District Health Board
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The following pages set out in detail how well we did against what
we planned for the period from 01 July 2018 to 30 June 2019
and how we have contributed to our goals (outcomes)
for our health care system and health service users.

MidCentral DHB’s Integrated Service Model (ISM)
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1

Output Class: Prevention Services

Output Class Description
Prevention services are publicly funded services that protect and promote health in the
whole population or identifiable sub-populations comprising services designed to enhance
the health status of the population. Prevention services address individual behaviours by
targeting physical and social environments to influence health and wellbeing. They include
health promotion and education activities to ensure that illness is prevented and inequalities
in health outcomes are reduced, statutorily mandated health protection services to protect
the public from environmental risk and communicable diseases, and services such as
immunisation to help prevent infections and screening programmes to detect disease at
early stage.
(Refer to Appendix 1 for a description of these outputs)

How are we measuring our progress? (Indicators)


Reducing population rates of tobacco smoking



Increasing participation in physical activity



Increasing rates of breast feeding



Reducing rates of vaccine preventable diseases



Increasing breast and cervical screening coverage rates



Increasing enrolment in well child services



Reducing self-harm hospitalisations by young people



A high proportion of children receive a health check

How did we progress over the year?


Although more people were enrolled with Central PHO, proportionately fewer people
were recorded as being current smokers



There was a moderate increase in the proportion of Māori infants who were exclusively
or fully breast fed at three months of age



The immunisation coverage rates fell over the year for children at their milestone ages
of 8 months and two years over the year, particularly for Māori, similar to the rest of
New Zealand



We continued to have a high rate of referrals to health professionals for children
identified as obese at their Before School (Health) Check. We also exceeded our target
for ensuring eligible children, especially those living in high deprivation areas, received
their health check before starting school



Intentional self-harm hospitalisations for young people reduced relative to the higher
rate in the previous year



While improvements were made in our breast screening rates for women, the cervical
screening rates for Māori women declined compared to the previous year, although this
was influenced by an increase in the number of eligible women in this last period

MidCentral District Health Board
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1.1

Disease prevention, health promotion and education services

Indicators

2016/17
Actual

Proportion of PHO enrolled
population (aged 15-74 years)
recorded as “current smokers”
Percentage of pregnant women
identified as current smokers
and seen by Lead Maternity
Carers who were offered
smoking cessation services
Percentage of people enrolled
with CPHO being seen by
clinical dieticians and/or by
physical activity educators
Percentage increase in the
number of referrals to Green
Prescription programmes
(Adults and Active Families) for
additional physical activity
support over the year
Percentage of children identified
as obese in the B4 School
Check programme offered a
referral to a health professional
for clinical assessment and
family based nutrition, activity
and lifestyle interventions
Percentage of infants that are
exclusively or fully breast fed at
3 months of age
Rate per 10,000 population
aged 10 – 24 years (age
standardised) admitted to
hospital with intentional selfharm (DHB of Domicile)

2017/18
Actual

2018/19 2018/19
Target
Actual

Māori 36.9%

35.6%

≤35%*E

35.2%



Non
16.3%
Māori

15.5%

≤15%*E

14.9%



Māori 76.3%

76.3%

67.9%

1



68.4%

1



>75%

Non
66.9%
Māori

78.7%

Māori 3.9%

4.5%

≥5%

3.8%



Non
2.5%
Māori

2.8%

≥3%

2.5%



Māori -

11.0%

≥1%

-24.1%



Non
Māori

6.7%

≥2%

8.4%



Māori 92.7%

98.4%

97.1%





≥95%
Non
88.5%
Māori

96.4%

95.4%

Māori 49.1%

45.9%*D17

49.4%*D18 

Non
59.6%
Māori

63.4%*D17

Māori 39.9*M17

58.9*M18

≤44

48.1*M19



Total 50.9*M17

51.0*M18

≤47

50.8*M19



≥70%

58.2%*D18 

Notes:
1

*E
*D17 and *D18
*M17, *M18 and *M19

decreased rates influenced by considerably fewer number of LMCs subscribing to the
Midwifery and Maternity Providers Organisation (MMPO) database, from which this data
is sourced by the Ministry of Health. This therefore represents a small sample. A new
national maternity information system is expected in 2020/21.
refers to an estimated target
refers to data sourced from the Well Child Tamariki Ora Framework, as reported by the
Ministry of Health for the six month periods to 31 December 2017 and December 2018
respectively
refers to the 12 month period ending 31 March 2017, 2018 and 2019 respectively. Data
source: Ministry of Health report, March 2019.
(shh_dhbdomicile_youth_report_2019q1_v2)

MidCentral District Health Board
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1.2

Immunisation services

Indicators

2016/17 2017/18
Actual
Actual

Percentage of eligible 8 month
Māori
old infants who receive their first
Non Māori
course immunisations on time
Percentage of eligible 4 year old
Māori
children who are fully immunised
Non Māori
by 5 years of age
Percentage of the total
Māori
population aged 65+ years
vaccinated for seasonal influenza Non Māori
*S
Percentage of eligible girls fully immunised
for Human Papillomavirus (HPV)

92.2%

90.4%

94.9%

92.8%

93.5%

92.4%

92.7%

92.8%

48.0%

42.4%*S18

60.8%

54.9%*S18

72.1%

66.9%

Notes:
*S18 and *S19
*F05

1.3

2018/19 2018/19
Target
Actual

≥95%

≥95%

≥75%

≥75%

85.9%



92.1%



90.0%



91.2%



40.2%*S19



58.2%*S19



65.1%*F05



refers to the influenza season for the applicable year, from March to September
refers to eligible females in the 2005 birth cohort, data to June 2019 measured at final dose.
Data source: Ministry of Health National Immunisation Register.

Population based screening

Indicators

Percentage of MidCentral
Māori
domiciled women aged 25 – 69
years who have had a cervical
screening event in the last three
years (hysterectomy adjusted
Non Māori
population)
Percentage of MidCentral
Māori
domiciled women aged 50 -69
years who have received a
mammogram in the last two years Non Māori
(breast screening programme)
Percentage of infants who receive
Māori
all Well Child Tamariki Ora core
contacts (1 – 5) in their first year
Non Māori
of life *W
Percentage of high deprivation
High dep
and total population of eligible
children who have received their
Total
B4 School Check
Percentage of Year 9 students receiving a
health assessment (HEEADSSS) by the school
based health service (SBHS) in the calendar
year

2016/17
Actual

2017/18
Actual

61.3%

65.1%

2018/19 2018/19
Target
Actual

64.6%



≥80%
77.5%

77.5%

78.3%



64.9%

65.1%

65.8%




≥70%
77.4%

77.0%

78.2%

69.9%

72.9%*M18

69.9%*M19 

77.9%

81.7%*M18

80.7%*M19 

95.6%

93.7%

92.7%



95.7%

92.6%

91.1%



≥90%

≥90%

99.5%*C16 92.7%*C17 ≥95%

85.3%*C18 

Notes:
*M18 and *M19

refers to period as at March 2018 and March 2019, Ministry of Health: Well Child Tamariki
Ora Report
*C16, *C17 and *C18 refers to the 2016, 2017 and 2018 calendar years respectively
*W
refers to Well Child Tamariki Ora Quality Improvement Framework Indicators, as reported
by Ministry of Health

MidCentral District Health Board
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What did we spend on this Output Class?
Revenue and expenditure by
Output Class

2017/18 Actual

2018/19 Budget

2018/19 Actual

Revenue Expenditure

Revenue Expenditure

Revenue Expenditure

Health promotion and education
Statutory regulation, environmental
health
Population based screening
Immunisation
Well child services

$000
5,054

$000
5,030

$000
5,218

$000
5,146

$000
5,255

$000
5,411

4,187
5,952
1,562
1,852

4,149
6,251
1,566
1,845

4,323
6,145
1,613
1,912

4,245
6,395
1,602
1,887

4,354
6,189
1,624
1,925

4,464
6,725
1,685
1,985

Total Prevention Services 18,607 18,841 19,211 19,275 19,347 20,270

MidCentral District Health Board
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2

Output Class:

Early Detection and Management

Output Class Description
Early detection and management services are delivered by a range of health and allied
health professionals in various private, not-for-profit and government service settings. They
include general practice, community and Māori health services, community diagnostic and
pharmacist services, community pharmaceuticals (the Schedule) and child and adolescent
oral health services. Early detection and management services are by their nature more
generalist, usually accessible from multiple health providers and from a number of different
locations across the district.
These services are focused on, and delivered to, individuals and smaller groups of
individuals.
(Refer to Appendix 1 for a description of these outputs)

How are we measuring our progress? (Indicators)


Reducing ambulatory sensitive hospitalisations



Increasing population enrolment with a Primary Health Organisation



Service utilisation ratio of ‘high need’ PHO enrolled population



Containing growth in attendances at the Emergency Department



Increasing proportion of people with diabetes have good glycaemic control



Increasing proportion of eligible people enrolled with Central PHO have their
cardiovascular risk assessed



Increasing proportion of 5 year old children are caries free



Increasing percentage of people receive their diagnostic imaging scan on time

How did we progress over the year?
 There was a higher than expected demand for our Emergency Department (ED) services
– a six percent increase compared to the number of attendances over the previous year.
This, along with a refurbishment programme, contributed to a reduction in the proportion
of people who had shorter stays in the ED
 While we bettered our target reduction in the rate of ambulatory sensitive
hospitalisations for the 0 – 4 year old population, we have more work to do to improve
our rates for adults aged 45 – 64 years across all ethnicities – particularly for Māori living
with heart disease and chronic respiratory conditions
 A new service introduced over the year where clinical pharmacists are working alongside
general practitioners to assist with medicines management is showing promising results
with a relatively high proportion of patients’ prescribed medicines being reviewed and/or
amended by the GP following assessment by the clinical pharmacists
 We did not achieve our targets for increasing the proportion of people having a risk
assessment for cardiovascular disease, nor for achieving better glycaemic control for
more people living with diabetes. While there will be more emphasis on managing risks
for patients with cardiovascular disease, we also intend supporting general practices to
focus more on people with diabetes to help them better manage their condition
 More of the five year old children seen over the year were caries-free but the target for
Māori children was not achieved, albeit improved. The average number of decayed,
missing or filled teeth of school year 8 children increased slightly, but well within target

MidCentral District Health Board
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2.1

Primary health care and diagnostic services

Indicators

2016/17 2017/18 2018/19
Actual
Actual
Target

Percentage of MidCentral population
Māori 82.5%
(medium projections) enrolled with
Central PHO at end of financial year Non Māori 89.7%
**
Average consultation rate per month
Māori 0.34
of Central PHO registered patients
Pacific 0.29
Other 0.45
Ambulatory sensitive (avoidable)
Māori 6,523*M
hospitalisation rate per 100,000
Non Māori 5,653*M
domiciled population, 0 – 4 year old
Total 5,961*M
children (non-standardised)
Ambulatory sensitive (avoidable)
Māori
hospitalisation rate per 100,000
Non Māori
domiciled population, 45 - 64 year
Total
old adults (non-standardised)
Percentage of people with accepted
CT
referrals for a computerised
tomography (CT) scan or magnetic
resonance imaging (MRI) receive
MRI
their scan within 6 weeks (42 days)
Percentage of Medicines Therapy Assessments
undertaken by community Clinical Pharmacist
that result in a change to prescribed medicines

2018/19
Actual

83.4%

≥90%

78.9%



89.8%

≥90%

93.4%



0.33
0.28
0.46
6,456*M

≥0.34
≥0.29
≥0.46

0.35
0.29
0.46

≤6,500

6,617*M

5,421

*M

≤6,000

5,177*M







5,790*M

≤6,100

5,699*M



*M

6,350

*M

≤6,700

7,950

*M



4,305*M

4,066

*M

≤4,200

3,971*M



4,665*M

4,388*M

≤4,500

4,544*M



89.9%

89.5%

≥95%

70.5%



100%

100%

≥95%

100%



N/a

N/a

≥10%

73.2%



6,904

Notes:
**
*M

Ministry of Health: PHO Enrolment Demographics, as at 01 July 2019. Prior years’ data updated to reflect
population update for earlier years, and, same data source for enrolment data
Refers to 12 month period ending March each year. Data source: Ministry of Health SI1 report (data to
2019Q1) (wiesnz14) v1.04.
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2.2

Primary community care programme

Indicators

2016/17
Actual

2017/18
Actual

Percentage of eligible adult
Māori
population who have had their
Non Māori
cardiovascular disease risk
Total
assessed in the last five years
Percentage of enrolled people
Māori
aged 15-74 in the PHO with
Non Māori
diabetes and the most recent
HbA1c during the past 12
months of equal to or less than
Total
64mmol/mol (good glycaemic
control)
Ambulatory sensitive
Māori
hospitalisation rate (nonNon Māori
standardised) in the 45 – 64
year old population age group
for certain cardiac and
Total
respiratory diseases, stroke and
*ASH
diabetes
Percentage of CPHO enrolled population
registered to use e-portal (‘Manage My
Health’)
Percentage of acute readmissions to hospital
within 28 days of a previous discharge
(standardised, all ages, DHB of Domicile)***

83.7%

2018/19 2018/19
Target
Actual

82.1%

76.2%

90.7%

84.9%

79.4%

89.6%

84.4%

52.6%

51.0%

≥55%

44.7%




66.2%

64.8%

≥65%

55.5%



63.3%

61.8%

≥63%

53.3%



3,874*M17 3,987*M18 ≤3,950

4,992*M19



2,380*M17 2,334*M18 ≤2,290

2,342*M19



2,586*M17 2,567*M18 ≤2,500

2,724*M19



N/a

13.4%



N/a

≥90%

78.9%

≥15%

11.2%*M17 11.2%*M18 ≤12%




12.6%*M19 

Notes:
*ASH includes ambulatory sensitive hospitalisations for the following conditions: angina/chest pain, asthma,
congestive heart failure, chronic obstructive pulmonary disease, diabetes, hypertensive disease, myocardial
infarction, other ischaemic disease, and stroke
***
Data source: Ministry of Health, ACR_DHB_Rpt_2019Q1_(30APR2019) (2) Applies the Ministry of Health’s
revised definition for acute readmissions to retain consistency across prior years and a small adjustment to
the 2017/18 result compared to figure reported in the 2017/18 Annual Report to accommodate late data for
readmissions at hospitals (reported as DHB of domicile). Excludes non-casemix events, palliative care and
short stay Emergency Department admissions, and applying the DRG clusters where the readmission can be
considered a planned readmission.
*M17, *M18 and *M19 refers to 12 month periods ending 31 March 2017, 31 March 2018 and 31 March 2019

2.3

Oral health services for children and adolescents

Indicators

2016/17 2017/18 2018/19
Actual*C16 Actual*C17 Target

Mean score of Decayed, Missing and
Filled Teeth of Year 8 children seen
in the year
Percentage of 5 year old children
seen in the year who are caries free

2018/19
Actual*C18

Māori 1.26

0.85

≤1.50

0.95



Total 1.06

0.59

≤1.00

0.66

Māori 39.2%
Total 57.2%

47.6%
65.3%

≥55%
≥61%

49.4%
64.2%

Proportion of 0 – 4 year population
Māori 94.6%
enrolled with DHB funded oral health
Total 94.7%
service
Proportion of adolescent population utilising
81.2%
DHB-funded dental services

72.3%

≥95%

51.7%






102%

≥95%

96.0%



80.3%

≥85%

80.9%



Notes:

*C16, *C17 and *C18 refers to the calendar years for 2016, 2017 and 2018
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What did we spend on this Output Class?
Revenue and expenditure by
Output Class
Primary health care
Child & adolescent oral health
School based and youth health
services
Primary community care
Community pharmacy services
Community referred testing &
diagnostics
Total Early Detection and
Management

2017/18 Actual

2018/19 Budget

2018/19 Actual

Revenue Expenditure

Revenue Expenditure

Revenue Expenditure

$000

$000

$000

$000

$000

$000

43,856
3,060

44,120
5,981

45,279
3,159

45,136
6,119

45,601
3,182

47,466
6,435

2,150

2,305

2,220

2,358

2,236

2,480

6,954
45,656

6,972
45,770

7,180
47,137

7,132
46,824

7,231
47,473

7,501
49,241

17,290

17,628

17,850

18,033

17,976

18,964

118,966

122,776

122,825

125,602 123,699

132,087
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3

Output Class:

Intensive Assessment and Treatment

Output Class Description
Intensive assessment and treatment services are delivered by a range of secondary and
tertiary providers using public funds. These services are usually integrated into facilities
that enable co-location of clinical expertise and specialised equipment such as a hospital.
These services are generally complex and provided by health care professionals that work
closely together. They include:
 ambulatory services (including outpatient, district nursing and day services) across the
range of secondary assessment, diagnostic, therapeutic, and rehabilitative services
 inpatient services (acute and elective streams) including diagnostic, therapeutic and
rehabilitative services
 emergency department services including triage, diagnostic, therapeutic and disposition
services
These services are at the complex end of treatment services and are focused on and
delivered to individuals.
MidCentral DHB provides a wide range of intensive treatment and complex specialist
services to its population – and to the populations of other DHBs that do not provide these
specialist services in their own district. The DHB also funds some intensive assessment and
treatment services for its population that are provided by other DHBs.
A proportion of these services are driven by demand which the DHB must meet, such as
acute (unplanned and urgent) medical and surgical services and maternity services. Other
services are planned (elective) for which provision and access are determined by capacity,
clinical triage, national service coverage agreements and treatment thresholds.
(Refer to Appendix 1 for a description of these outputs)

How are we measuring our progress? (Indicators)


Sustained access to emergency and acute care services



Shorter hospital lengths of stay



Improved quality and safety of health care services



Best use of health system resources



Improved specialist assessment and treatment waiting times



Increased access to planned care

How did we progress over the year?


Our average scores for the inpatient experience surveys showed an improvement over
target in both the ‘communication’ and ‘partnership’ domains



There was a pleasing reduction in the hospital acquired blood stream infection
(bacteraemia) rate



The major programme of work to reduce our inpatient average lengths of stay for both
acute and elective admissions showed positive results with improvements over the
previous year, but not quite to target



We achieved the national target standardised intervention rates for major joints and
cataracts and some improvement was made for cardiac surgery and angiography



There was a diminished rate of acute readmissions to hospital for people who were
discharged from the Assessment, Treatment and Rehabilitation services

MidCentral District Health Board
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3.1

Hospital based acute and maternity services

Indicators

Percentage of people presenting to the
Emergency Department that are discharged,
admitted or transferred within six hours
Acute inpatient average length of stay
(standardised) – days
Standardised acute bed days per 1,000
population (DHB of Domicile)
Percentage of people referred with a high
suspicion of cancer and a need to be seen
within two weeks receive their first cancer
treatment (or other management) within 62
days
Percentage of caesarean section deliveries at
Palmerston North Hospital among standard
primiparae (calendar year) *
Percentage of preterm term births at
Palmerston North Hospital (calendar year) *
Number of in-hospital falls causing a fractured
neck of femur over the year
Hospital acquired bacteraemia rate per 1,000
patients
Average overall scores to the Communication
four surveys responded to
Partnership
over the year for each of the
Coordination
patient experience domains
Physical &
emotional needs

2016/17
Actual

2017/18 2018/19 2018/19
Actual
Target
Actual

90.7%

84.2%

≥95%

80.1%



2.55*M17

2.74*M18

≤2.40

2.43*M19



422.0

398.1

≤400.0 390.3



81.9%

94.6%

≥90%



18.3%*15

18.7%*16 ≤17%

20.3%*17 

8.7%*15

9.8%*16

≤9.0%

8.9%*17



3

1

0

1



1.91

1.68

≤1.7

1.20



8.3
8.5
8.3

8.4
8.5
8.4

≥8.4
≥8.5
≥8.4

8.5
8.6
8.2





8.6

8.7

≥8.6

8.6



97.3%

Notes:
*M17, *M18 and *M19
*15, *16 and *17
*

refers to the 12 month period ending 31 March 2017, 2018 and 2019 respectively.
refers to the calendar years of 2015, 2016, and 2017. Data is lagged by one year.
Data source. Ministry of Health, July 2019: New Zealand Maternity Clinical Indicators,
2017.
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3.2

Hospital based elective services

Indicators

2016/17 2017/18 2018/19 2018/19
Actual
Actual
Target
Actual

Standardised intervention
Major joints
rates for specific orthopaedic,
Cataracts
cardiac and ophthalmology
Cardiac surgery
services, per 10,000
Angiography
population
Elective inpatient average length of stay
(standardised) – days
Percentage of patients waiting greater than four
months for their first specialist assessment (as
at end June each year)
Percentage of patients given a commitment to
treatment (surgery) but not treated within four
months (as at end June each year)
Percentage of people accepted for a non-urgent
diagnostic colonoscopy receiving their procedure
within six weeks (42 days)
Surgical site infections per 100 hip and knee
operations

22.88*M17 21.3*M18 ≥21.0
31.39*M17 30.74*M18 ≥27.0
6.13*M17 4.28*M18 ≥6.5

21.34*M19 
34.05*M19 

4.74*M19

36.98*M17 33.9*M18

≥34.7

34.10*M19 

1.58*M17

1.67*M18

≤1.50

1.56*M19



0.7%

8.8%

0%

7.3%



1.6%

N/a

0%

41.3%



74.3%

80.3%

≥70%

73.4%



≤0.8

0.98



1.3

Notes:
*M17, *M18 and *M19 refers to the 12 month period ending 31 March 2017, 2018 and 2019 respectively

3.3

Mental Health and Assessment, Treatment and Rehabilitation
services

Indicators

Percentage of the population
accessing specialist mental health
and addiction services (all ages)

2016/17
Actual

2017/18
Actual

2018/19 2018/19
Target
Actual

Māori 6.0%*M17
Non Māori 3.8%*M17
Total 4.3%*M17

5.6%*M18
3.4%*M18
3.9%*M18

≥6.5%
≥4.1%
≥4.6%

Percentage of people referred for
0-19 yrs
non-urgent mental health and
20-64 yrs
addiction services seen within 3
weeks (DHB Mental Health and
65+ yrs
Addictions service provider only)
Average length of time between referral from
acute inpatient services to transfer to AT&R
services (days)
Percentage of acute readmissions to hospital
within 28 days for those with a previous
discharge from AT&R services (geriatric)

6.2%*M19
3.4%*M19
4.0% *M19

81.3%*M17 85.0%*M18

83.8%*M19 

84.2%*M17 93.9%*M18 ≥80%

82.4%*M19



80.9%*M17 85.3%*M18

82.6%*M19



2.1

1.7

≤2.0

1.6



7.3%

7.3%

≤7.5%

6.6%



Notes:
*M17, *M18 and *M19





refers to the 12 month period ending 31 March 2017, 2018 and 2019 respectively. Data
source: Ministry of Health (PRIMHD), June 2019, PP6 Dashboard Apr18-Mar19, and PP8
Dashboard Apr18-Mar19 V2.
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What did we spend on this Output Class?
Revenue and expenditure by
Output Class
Emergency department
Medical services
Surgical / ICU / Anaesthetic
services
Regional Cancer Treatment services
Women’s & children’s services
Elder health services
Rehabilitation and Therapy services
Mental health and addiction
services
Clinical support services
Inter district flows
Total Intensive Assessment and
Treatment

2017/18 Actual

2018/19 Budget

2018/19 Actual

Revenue Expenditure

Revenue Expenditure

Revenue Expenditure

$000

$000

$000

$000

$000

$000

19,851
63,809

22,952
60,527

20,495
65,879

23,480
61,920

20,641
66,348

24,693
65,117

82,027
46,366
35,677
12,589
2,015

85,820
44,348
36,256
16,230
2,436

84,688
47,870
36,834
12,997
2,080

87,795
45,369
37,091
16,604
2,492

85,291
48,211
37,097
13,090
2,095

92,328
47,711
39,006
17,461
2,621

34,669
6,822
54,588

38,821
7,661
54,725

35,794
7,043
56,359

39,715
7,837
55,985

36,048
7,093
56,760

41,765
8,242
58,875

358,413 369,776 370,039 378,288 372,674 397,819
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4

Output Class:

Rehabilitation and Support

Output Class Description
Rehabilitation and support services are delivered following a ‘needs assessment’ process
and coordination input by Needs Assessment and Service Coordination (NASC) Services for
a range of services such as home-based support services and residential care services for
older people. In MidCentral’s district, the NASC service is known as “SupportLinks”. The
rehabilitation and support services also include palliative care services for people with endstage conditions and services that support people with a disability.
MidCentral DHB contracts for the provision of these services from a wide range of providers,
including Arohanui Hospice, rest homes and home-based support agencies.
A key provider of disability support services is Enable New Zealand – a division of
MidCentral DHB that provides services across New Zealand. These services include the
EASIE Living and Demonstration Centre, equipment and housing modification services for
the health and disability sector and disability information services. Enable New Zealand also
provides NASC services for people with a disability aged less than 65 years of age.
Rehabilitation and Support services are focused on and delivered to individuals.
(Refer to Appendix 1 for a description of these outputs)

How are we measuring our progress? (Indicators)


Older people receive appropriate levels of home and community based support
services when needed to maintain their independence and quality of life



Sustained access to subsidised Aged Residential Care beds for people living with
dementia who require that level of care



Timely access to community rehabilitation services following a discharge from hospital
with an acute stroke event



Patients and their whānau receive quality end of life care from specialist or primary
care based palliative care programmes when they need them

How did we progress over the year?


Access to home based support services for older people remains strong, with a high
proportion of people seen by the Needs Assessment and Service Coordination agency
receiving personal care supports at home



Proportionately more people were provided with carer relief and/or respite care following
their first assessment of need for home and community support services



There was an increase in the proportion of patients with end stage conditions other than
cancer who were referred to the specialist palliative care team



We continue to support people within our population who need age related residential
care or residential care for people living with dementia
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4.1

Needs assessment, service coordination and home based
support services

Indicators

Percentage of older people with a new (urgent
and routine) referral to NASC service who wait
less than 20 days for an interRAI assessment
Percentage of people aged 65 or older receiving
publicly funded long term home-based support
services who have a comprehensive clinical
assessment and a completed care plan
Percentage of eligible people aged 65+ years
receiving community initiated Packages of
Temporary Support (PoTS) as a proportion of
total people receiving PoTS
Proportion of all first needs assessments
completed for MidCentral DHB domiciled people
that resulted in a service coordination outcome
of home based support services

4.2

2018/19
Actual

74.7%

69.6%

≥80%

65.1%



100%

98.1%

≥95.0%

100%



36.1%

34.8%

≥35%

32.7%



68.6%

72.8%

≥65%

70.0%



Age related residential care

Indicators

Percentage of population aged 65+ years
receiving DHB funded support in long term age
related residential care facilities
Percentage of total ARC beds utilised by people
for dementia care

4.3

2016/17 2017/18 2018/19
Actual
Actual
Target

2016/17 2017/18 2018/19
Actual
Actual
Target

2018/19
Actual

6.0%

5.9%

≤6%

5.6%



12.9%

12.2%

≤15%

12.5%



Rehabilitation, respite and palliative care services

Indicators

2016/17 2017/18 2018/19
Actual
Actual
Target

Percentage people discharged from hospital
following an acute stroke and who are referred
to DHB community rehabilitation services seen
within seven days of discharge
Proportion of MidCentral DHB individuals who
had respite care/carer relief as a service
coordination outcome following a first
assessment during the year
Proportion of patients referred to the hospitalbased Palliative Care team who have a nonmalignant diagnosis
Percentage increase/decrease from previous
year in the number of new referrals to primary
palliative care programme

n/a

2018/19
Actual

≥60%

27.3%



15.8%

18.8%

≥15%

20.5%



40.2%

36.8%

≥35%

41.1%



+10.3%

-16.3%

n/a

-11.4%
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What did we spend on this Output Class?
Revenue and expenditure by
Output Class
Needs assessment & service
coordination
Age related residential care beds
Home based support services
Rehabilitation services
Palliative care services
Life long disability services
Respite care services
Day services
Pay equity adjustment
Inter district flows
Total Rehabilitation and
Support

2017/18 Actual

2018/19 Budget

2018/19 Actual

Revenue Expenditure

Revenue Expenditure

Revenue Expenditure

$000

$000

$000

$000

$000

$000

3,616
48,932
17,049
16,638
3,830
36,762
3,782
2,424
10,131
5,943

3,727
49,076
17,095
16,863
4,013
36,153
3,894
2,532
10,131
5,959

3,733
50,519
17,602
17,178
3,954
37,955
3,905
2,502
10,460
6,136

3,813
50,206
17,489
17,251
4,105
36,985
3,984
2,590
10,364
6,096

3,760
50,879
17,727
17,300
3,982
38,225
3,932
2,522
10,534
6,179

4,010
52,798
18,391
18,142
4,317
38,895
4,189
2,725
10,899
6,411

149,107 149,443 153,944 152,883 155,040 160,777
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FINANCIAL STATEMENTS
Statement of Comprehensive Revenue and Expense for the
year ended 30 June 2019

Actual
2019
$000

Group
Budget
2019
$000

Actual
2018
$000

669,963
1,523
12,623
684,109

658,422
1,413
11,263
671,098

637,806
1,871
11,312
650,989

242,687
19,193
32,983
51,828
56,657
59,697
222,707
11,820
13,476
711,048
95
(26,844)

231,088
20,139
23,164
46,498
51,344
60,520
222,656
11,148
9,491
676,048
(4,950)

216,668
17,103
27,672
49,807
54,087
58,995
213,351
11,731
11,521
660,935
99
(9,847)

-

-

14,490

-

-

14,490

(26,844)

(4,950)

4,643

Notes

Revenue
Patient care revenue
Interest revenue
Other revenue
Total revenue
Expenses
Personnel costs
Depreciation and amortisation expense
Outsourced services
Clinical supplies
Infrastructure and non-clinical expenses
Other district health boards
Non-health-board provider expenses
Capital charge
Interest expense
Other expenses
Total expenses
Share of associate surplus/(deficit)
Surplus/(deficit)
Other comprehensive revenue and
expense
Item that will not be reclassified to
surplus/(deficit)
Revaluation of land and buildings
Total other comprehensive revenue and
expense
Total comprehensive revenue and
expense

2(i)
2(ii)

3
12,13

4
5
11

19

Explanations of major variances against budget are provided in Note 24.
The accompanying notes form part of these financial statements
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Statement of Financial Position as at 30 June 2019

Actual
2019
$000

Group
Budget
2019
$000

Actual
2018
$000

27,015
16,258
10,742
2,000
3,886

24,008
12,633
11,796
3,250
3,633

23,500
14,648
10,449
18,500
3,404

59,901

55,320

70,501

1,188
185,040
27,968

2,000
1,208
189,570
33,696

1,255
185,532
27,094

226,474

213,881

Notes

Assets
Current assets
Cash and cash equivalents
Receivables from exchange contracts
Receivables from non exchange contracts
Investments
Inventories
Total current assets
Non-current assets
Investments
Investment in associate
Property, plant, and equipment
Intangible assets

6
7
7
8
9

8
11
12
13

Total non-current assets

214,196

Total assets

274,097

Liabilities
Current liabilities
Payables from exchange contracts
Payables from non exchange contracts
Borrowings
Employee entitlements

281,794 284,382

53,040
7,755
310
30,912

45,663
2,477
126
31,766

44,249
2,400
247
30,056

92,017

80,032

76,952

1,388
3,719
2,970

74
2,879
2,911

200
2,879
2,871

8,077

5,864

5,950

Total liabilities

100,094

85,896

82,902

Net assets

174,003

195,898 201,480

117,504
(46,212)
102,711

119,591
(26,403)
102,710

174,003

195,898 201,480

Total current liabilities
Non-current liabilities
Borrowings
Employee entitlements
Trust /special funds

14
14
16
17

16
17
18

Total non-current liabilities

Equity
Crown equity
Accumulated surpluses/(deficits)
Property revaluation reserves
Total equity

19
19
19

118,137
(19,368)
102,711

Explanations of major variances against budget are provided in Note 24.
The accompanying notes form part of these financial statements.
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Statement of Changes in Equity for the Year Ended 30 June
2019

Group
Notes

Balance at 30 June 2017
Surplus/(deficit) for the year
Revaluation of land and buildings
Total comprehensive revenue
and expense
Distributions to the Crown
Balance at 30 June 2018
Surplus/(deficit) for the year
Total comprehensive revenue
and expense
Distributions to the Crown
Balance at 30 June 2019

19

Crown
equity

Property
revaluation
reserves

Accumulated
surpluses /
(deficits)

Total
equity

$000
118,770

$000
88,221

$000
(9,521)

$000
197,470

-

14,490

(9,847)
-

(9,847)
14,490

-

14,490

(9,847)

4,643

(633)
118,137

102,711

(19,368)

(633)
201,480

-

-

(26,844)

(26,844)

-

-

(26,844)

(26,844)

(633)
117,504

102,711

(46,212)

(633)
174,003

Explanations of major variances against budget are provided in Note 24.
The accompanying notes form part of these financial statements.
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Statement of Cash Flows for the Year Ended 30 June 2019

Actual
2019
$000

Group
Budget
2019
$000

Actual
2018
$000

667,061
14,656
(426,541)
(236,243)
(11,820)
609
7,722

657,056
13,296
(413,449)
(229,437)
(11,148)
978
17,296

633,485
13,952
(405,819)
(215,985)
(11,731)
(474)
13,428

23

-

47

(15,228)

(22,380)

(9,112)

(6,384)
16,661
1,523
100
(3,305)

(8,400)
13,250
1,413
87
(16,030)

(9,644)
1,871
(118)
(16,956)

(633)
(269)
-

(633)
(126)
-

(633)
(261)
-

(902)

(759)

(894)

3,515

507

(4,422)

23,500

23,501

27,922

27,015

24,008

23,500

Notes

Cash flows from operating activities
Receipts from Ministry of Health
Receipts from other revenue
Payments to suppliers
Payments to employees
Capital charge
GST (net)
Net cash flow from operating activities
Cash flows from investing activities
Receipts from sale of property, plant,
and equipment
Purchase of property, plant, and
equipment
Purchase of intangible assets
Decrease / (increase) in investments
Interest received
Trust/special funds
Net cash flow from investing activities
Cash flows from financing activities
Return of capital to the Crown
Repayment of loans
Repayment of finance leases
Net cash flow from financing activities
Net (decrease)/increase in cash and
cash equivalents
Cash and cash equivalents at the start of
the year
Cash and cash equivalents at the end
of the year

6

Equipment totaling $1,519,000 (2018: $nil) was acquired by means of finance leases during
the year.
Explanations of major variances against budget are provided in Note 24.
The accompanying notes form part of these financial statements
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Statement of Cash Flows for the Year Ended 30 June 2019
(continued)
Reconciliation of Net Surplus/ (Deficit) to Net Cash Flow from Operating
Activities
Actual
2019
$000
Net surplus/(deficit)
Add/(less) non-cash items
Depreciation
Amortisation
Impairment
Share of associate surplus
Total non-cash items
Add/(less) items classified as investing or financing
activities
Items relating to investing and financing activities
Net (gains)/losses on disposal of property, plant, and
equipment
Total items classified as investing or financing activities
Add/(less) movements in statement of financial position
items
(Increase)/Decrease in receivables and prepayments
(Increase)/Decrease in inventories
Increase/(Decrease) in payables
Increase/(Decrease) in employee entitlements
Net movement in working capital
Net cash flow from operating activities

(26,844)

Actual
2018
$000
(9,847)

16,612
2,581
3,123
(95)

15,053
2,050
471
(99)

22,221

17,475

(1,522)
107

(1,871)
156

(1,415)

(1,715)

(1,903)
(482)
14,449
1,696

2,673
154
4,115
573

13,760

7,515

7,722

13,428

The accompanying notes form part of these financial statements
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1.

STATEMENT OF ACCOUNTING POLICIES

REPORTING ENTITY
The MidCentral District Health Board (MDHB) is a Crown entity as defined by the Crown
Entities Act 2004 and is domiciled and operates in New Zealand. The relevant legislation
governing the DHB’s operations is the Crown Entities Act 2004 and the New Zealand Public
Health and Disability Act 2000. The DHB’s ultimate parent is the New Zealand Crown.
The group consists of the DHB and its associate Allied Laundry Services Limited (ALSL, 16.7
percent owned) and an investment in Central Region’s Technical Advisory Service Limited
(CTAS, 16.7 percent owned). ALSL is equity-accounted. In addition, the group includes
wholly owned subsidiary Enable New Zealand Limited (Enable NZ), which is non-trading. As
of November 2002 all the assets, liabilities and activities of Enable NZ were vested in the
MDHB. As a result Enable NZ has no balances as at 30 June 2019 (2018: nil). The DHB’s
subsidiary and associates are incorporated and domiciled in New Zealand.
The group’s primary objective is to deliver health, disability, and mental health services to
the community within its district. The group does not operate to make a financial return.
The group is designated as a Public Benefit Entity (PBE) for the purposes of complying with
generally accepted accounting practice.
The financial statements for the group are for the year ended 30 June 2019, and were
approved for issue by the Board on 22 October 2019.
BASIS OF PREPARATION
The financial statements have been prepared on a going concern basis, and the accounting
policies have been applied consistently throughout the year.
Statement of compliance
The financial statements of the group have been prepared in accordance with the
requirements of the Crown Entities Act 2004 and the New Zealand Public Health and
Disability Act 2000, which include the requirement to comply with New Zealand generally
accepted accounting practice (GAAP).
The financial statements have been prepared in accordance with and comply with the Public
Benefit Entity International Public Sector Accounting Standards (PBE IPSAS) (Tier 1).
Presentation currency and rounding
The financial statements are presented in New Zealand dollars and all values are rounded to
the nearest thousand dollars ($000), other than remuneration disclosed in Note 3 which are
rounded to the nearest dollar.
Going concern
The going concern principle has been adopted in the preparation of these financial
statements. The group, after making enquiries, has a reasonable expectation that the DHB
has adequate resources to continue operations in the foreseeable future. The Board has
reached this conclusion having regard to circumstances which it considers likely to affect the
DHB during the period of one year from the date of signing the 2018/19 financial
statements, and to circumstances which it knows will occur after that date which could
affect the validity of the going concern assumption.
The Board has considered forecast information relating to operational viability and cash flow
requirements. The Board is satisfied that there will be sufficient cash flows generated from
operating activities to meet the investing and financing requirements of the DHB as set out
in the current Annual Plan.
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Changes in accounting policies
There have been no changes in the group’s accounting policies since the date of the last
audited financial statements.
Standards issued, not yet effective and not early adopted
Standards and amendments, issued but not yet effective that have not been early adopted,
and which are relevant to the DHB are:
Impairment of revalued assets
In April 2017, the External Reporting Board (XRB) issued Impairment of Revalued Assets,
which now clearly scopes revalued property, plant, and equipment into the impairment
accounting standards. Previously, only property, plant, and equipment measured at cost
were scoped into the impairment accounting standards.
Under the amendment, a revalued asset can be impaired without having to revalue the
entire class of asset to which the asset belongs. This amendment is effective for the 30 June
2020 financial statements, with early adoption permitted. The timing of the DHB adopting
this amendment will be guided by the Treasury’s decision on when the Financial Statements
of the Government will adopt the amendment.
Interests in other entities
In January 2017, the XRB issued new standards for interests in other entities (PBE IPSAS 34
- 38). These new standards replace the existing standards for interests in other entities
(PBE IPSAS 6 - 8). The new standards are effective for annual periods beginning on or after
1 January 2019, with early application permitted.
The DHB plans to apply the new standards in preparing the 30 June 2020 financial
statements. The DHB has not yet assessed the effects of these new standards.
Standards issued, not yet effective and early adopted
MDHB have adopted the following revisions to accounting standard during the financial year,
which have had only a presentational or disclosure effect:


PBE IFRS 9 Financial Instruments (effective 1 January 2022, early adoption permitted).

MDHB has early adopted the standard for its financial statements for the year ended 30
June 2019. The DHB has applied PBE IFRS 9 retrospectively, but has elected not to restate
comparative information. As a result, the comparative information provided continues to be
accounted for in accordance with MDHB's previous accounting policy. On 1 July 2018,
certain assets have been reclassified from 'Loans and receivables' to 'Financial assets at
amortised cost' (refer to Note 23).
The standard also introduced a new expected credit losses model that replaced the incurred
loss impairment model used in PBE IPSAS 29 for calculating the provision for doubtful
debts. MDHB has applied this expected credit losses model to the loans advanced however
the impact of this is not material to MDHB.
Accounting policies have been updated to comply with PBE IFRS 9. The main updates are:


Trade and other receivables: this policy has been updated to reflect that the impairment
of short term receivables is now determined by applying an expected credit loss model.

SUMMARY OF SIGNIFICANT ACCOUNTING POLICIES
Significant accounting policies are included in the notes to which they relate. Significant
accounting policies that do not relate to a specific note are outlined below.
Foreign currency transactions
Foreign currency transactions (including those for which forward foreign exchange contracts
are held) are translated into NZ dollars (the functional currency) using the exchange rates
prevailing at the dates of the transactions.
MidCentral District Health Board
ANNUAL REPORT 2018/19

Page | 44

Foreign exchange gains and losses resulting from the settlement of such transactions and
from the translation at year-end exchange rates of monetary assets and liabilities
denominated in foreign currencies are recognised in the surplus or deficit.
Goods and services tax
All items in the financial statements are presented exclusive of goods and service tax (GST),
except for receivables and payables, which are presented on a GST-inclusive basis. Where
GST is not recoverable as input tax, it is recognised as part of the related asset or expense.
The net amount of GST recoverable from, or payable to, the Inland Revenue Department
(IRD) is included as part of receivables or payables in the statement of financial position.
The net GST paid to, or received from the IRD, including the GST relating to investing and
financing activities, is classified as a net operating cash flow in the statement of cash flows.
Commitments and contingencies are disclosed exclusive of GST.
Income tax
The DHB is a public authority and consequently is exempt from the payment of income tax.
Accordingly, no provision has been made for income tax.
Budget figures
The budget figures are derived from the 2018/19 Statement of Performance Expectations in
the Annual Plan. The budget figures have been prepared in accordance with GAAP, using
accounting policies that are consistent with those adopted by the Board in preparing these
financial statements.
Cost allocation
The cost of outputs has been determined using the cost allocation system outlined below.
Direct costs are those costs directly attributed to an output. Indirect costs are those costs
that cannot be identified in an economically feasible manner with a specific output.
Direct costs are charged directly to outputs. Indirect costs are charged to outputs based on
cost drivers and related activity or usage information.
Depreciation is charged on the basis of asset utilisation.
Personnel costs are charged on the basis of actual time incurred. Property and other
premises costs, such as maintenance, are charged on the basis of floor area occupied for the
production of each output. Other indirect costs are assigned to outputs based on the
proportion of direct staff costs for each output.
There have been no changes to the cost allocation methodology since the date of the last
audited financial statements.
Critical accounting estimates and assumptions
In preparing these financial statements, the Board has made estimates and assumptions
concerning the future. These estimates and assumptions might differ from the subsequent
actual results. Estimates and assumptions are continually evaluated and are based on
historical experience and other factors, including expectations of future events that are
believed to be reasonable under the circumstances.
The estimates and assumptions that have a significant risk of causing a material adjustment
to the carrying amounts of assets and liabilities within the next financial year are in respect
of:


Estimating the fair value of land and buildings – refer to Note 12



Measuring long service leave and retirement gratuities – refer to Note 17.
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Critical judgements in applying accounting policies
Management has exercised the following critical judgements in applying accounting policy:


Revenue recognition and income in advance – refer to Note 14



Classification of leases – refer to Note 16.

2

REVENUE

Accounting Policy
The specific accounting policies for significant revenue items are explained below.
MoH population-based revenue
The DHB receives annual funding from the Ministry of Health (MoH), which is based on
population levels within the MidCentral DHB district.
MoH population-based revenue for the financial year is recognised based on the funding
entitlement for that year.
MoH contract revenue
The revenue recognition approach for MoH contract revenue depends on the contract terms.
Those contracts where the amount of revenue is substantively linked to the provision of
quantifiable units of service are treated as exchange contracts and revenue is recognised as
the DHB provides the services. For example, where funding varies based on the quantity of
services delivered, such as number of screening tests or heart checks.
Other contracts are treated as non-exchange and the total funding receivable under the
contract is recognised as revenue immediately, unless there are substantive conditions in
the contract. If there are substantive conditions, revenue is recognised when the conditions
are satisfied. A condition could include the requirement to provide services to the
satisfaction of the funder to receive or retain funding.
Revenue for future years is not recognised where the contract contains substantive
termination provisions for failure to comply with the service requirements of the contract.
Conditions and termination provisions need to be substantive, which is assessed by
considering factors such as the past practice of the funder. Judgement is often required in
determining the timing of revenue recognition for contracts that span a balance date and
multi-year funding arrangements.
Inter-district flows
Inter-district patient inflow revenue occurs when a patient treated within the DHB’s district is
domiciled outside of the district. Inter-district patient inflow revenue is recognised when
eligible services are provided.
ACC contract revenue
ACC contract revenue is recognised as revenue when eligible services are provided and any
contract conditions have been fulfilled.
Interest revenue
Interest revenue is recognised using the effective interest method.
Rental revenue
Rental revenue under an operating lease is recognised as revenue on a straight-line basis
over the lease term.
Lease incentives granted are recognised as an integral part of the total rental income over
the lease term on a straight-line basis.
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Sale of goods
Revenue is measured at fair value of consideration received and recognised when risks and
rewards of ownership are transferred.
Provision of other services
Revenue derived through the provision of other services to third parties is recognised in
proportion to the stage of completion at the balance date, based on the actual service
provided as a percentage of the total services to be provided.
Donations and bequests
Donated and bequeathed financial assets are recognised as revenue, unless there are
substantive use or return conditions. A liability is recorded if there are substantive use or
return conditions and the liability released to revenue as the conditions are met. For
example, as the funds are spent for the nominated purpose.
Grants revenue
Grants are recognised as revenue when they become receivable unless there is an obligation
in substance to return the funds if conditions of the grant are not met. If there is such an
obligation, the grants are initially recorded as grants received in advance and recognised as
revenue when conditions of the grant are satisfied.
Vested or donated physical assets
For assets received for no or nominal consideration, the asset is recognised at its fair value
when the group obtains control of the asset. The fair value of the asset is recognised as
revenue, unless there is a use or return condition attached to the asset.
The fair value of vested or donated assets is usually determined by reference to the cost of
purchasing the asset if the asset is new, or reference to market information for assets of a
similar type, condition, or age for used assets.
Donated services
Volunteer services received are not recognised as revenue or expenses by the group.
Breakdown of Patient Care and Other Revenue
2.1

Patient care revenue

Exchange transactions [for approximate equal value]
MoH other contracts
Inter-district flows
ACC contract revenue
Other patient care related revenue

Actual
2019
$000

Actual
2018
$000

38,870
50,550
24,127
403

36,146
48,066
24,598
613

Total exchange transactions
Non-exchange transactions [without directly receiving equal
value]
MoH population-based funding*
MoH other contracts

113,950

109,423

511,655
44,358

492,530
35,853

Total non-exchange transactions

556,013

528,383

669,963

637,806

Total patient care revenue

* The appropriation revenue received by MidCentral DHB equals the government’s actual
expenditure against their appropriation. The government’s budgeted appropriation was
$511,676,000 prior to top-slices and other allocations (2018: $499,456,000). This is a required
disclosure in terms of the Public Finance Act. Performance against this appropriation is reported
in the Statement of Service Performance.
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2.2

Other revenue

Exchange transactions [for approximate equal value]
Rental revenue
Facilities revenue
Other revenue
Total exchange transactions
Non exchange transactions [without directly receiving equal
value]
Cash donations and bequests received
Total non-exchange transactions
Other transactions
Gain on sale of property, plant, and equipment
Total other transactions
Total other revenue

Actual
2019
$000

Actual
2018
$000

1,207
1,417
9,859

1,177
1,420
8,630

12,483

11,227

140

49

140

49

-

36

-

36

12,623

11,312

Operating leases as lessor
The future aggregate minimum lease payments to be received under non-cancellable
operating leases are as follows:
Actual
2019

Actual
2018

$000

$000

584

770

Later than one year and not later than five years

1,823

1,962

Later than five years

1,121

1,484

Total non-cancellable operating lease revenue

3,528

4,216

Not later than one year

Operating leases relate to the lease of buildings to a number of third parties providing
support or health services from MDHB’s facilities. The lessees do not have an option to
purchase the properties at the expiry of the lease periods.
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3.

PERSONNEL COSTS

Accounting Policy
Salaries and wages
Salaries and wages are recognised as an expense as employees provide services.
Superannuation schemes
Defined contribution schemes
Employer contributions to KiwiSaver, the Government Superannuation Fund, and the
National Provident Fund are accounted for as defined contribution schemes and are
recognised as an expense in the surplus or deficit as incurred.
Defined benefit schemes
MDHB makes employer contributions to the National Provident Fund, which is managed by
the Board of Trustees of the National Provident Fund. The scheme is a multi-employer
defined benefit scheme.
Insufficient information is available to use defined benefit accounting, as it is not possible to
determine from the terms of the scheme the extent to which the surplus/deficit will affect
future contributions by individual employers, as there is no prescribed basis for allocation.
The scheme is therefore accounted for as a defined contribution scheme. Further
information on this scheme is disclosed in Note 20.
Breakdown of Personnel Costs and Further Information
Actual
2019
$000
Salaries and wages
Defined contribution plan employer contributions
Increase in liability for employee entitlements

Actual
2018
$000

233,571 209,261
7,420
6,617
1,696
790
242,687 216,668

Total personnel costs
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Employee remuneration
The number of employees or former employees who received remuneration and other
benefits of $100,000 or more within specified $10,000 bands were as follows:

Total remuneration paid or payable:
$100,000 – 109,999
$110,000 – 119,999
$120,000 – 129,999
$130,000 – 139,999
$140,000 – 149,999
$150,000 – 159,999
$160,000 – 169,999
$170,000 – 179,999
$180,000 – 189,999
$190,000 – 199,999
$200,000 – 209,999
$210,000 – 219,999
$220,000 – 229,999
$230,000 – 239,999
$240,000 – 249,999
$250,000 – 259,999
$260,000 – 269,999
$270,000 – 279,999
$280,000 – 289,999
$290,000 – 299,999
$300,000 – 309,999
$310,000 – 319,999
$320,000 – 329,999
$330,000 – 339,999
$340,000 – 349,999
$350,000 – 359,999
$360,000 – 369,999
$370,000 – 379,999
$380,000 – 389,999
$390,000 – 399,999
$400,000 – 409,999
$410,000 – 419,999
$420,000 – 429,999
$440,000 – 449,999
$490,000 – 499,999
$520,000 – 529,999
$530,000 – 539,999
Total employees

Actual
2019
$000

Actual
2018
$000

116
66
35
23
13
20
8
5
10
10
8
8
11
7
8
13
10
9
13
4
6
6
4
5
2
6
4
4
4
1
1
1
2
1
1
445

60
44
24
19
13
18
13
11
7
11
11
6
14
10
9
11
10
7
6
6
6
4
4
6
4
1
1
1
2
1
1
341

Of the total of 445 (2018:341) staff paid more than $100,000, 387 (2018: 301) are clinical
(medical, nursing and allied health).
The Chief Executive was the second highest remunerated employee of the organisation in
2019. The CEO’s remuneration includes the value of the DHB’s contributions to Kiwisaver,
the value of an additional week’s leave and a vehicle allowance. These and other non-cash
benefits are not included in the salary data for other employees.
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During the year ended 30 June 2019, 10 employees received compensation and other
benefits in relation to cessation totaling $384,000 (2018: 7 employees received total of
$214,000).
Board member remuneration
Non-executive board members received no remuneration or provision of benefits except for
standard fees and additional fees for extra duties of a special nature, as approved by the
Minister of Health.
District Health Board elections were held in September 2016 and took office from 5
December 2016. The 2019 DHB elections take place in October 2019.
The total value of remuneration paid or payable to each Board member during the year was:

Board members
D McKinnon, Chairperson
B Duffy, Deputy Chairperson
D Anderson
A Broad
B Cameron
A Chapman
M Feyen
N Manoharan
K Naylor
O Paewai
B Robson
Board members total
Committee members
V Beagley
D Campbell
D Emery
T Hartevelt
E Kirkcaldie
A Kolbe
T Kunaiti
J Waldon
C Temple-Camp
Committee members total
Board and committee members total

Actual
2019
$000

Actual
2018
$000

50
32
24
24
24
26
24
25
26
24
26
305

51
30
25
25
24
26
23
26
27
24
27
308

2
2
1
2
1
8
313

2
2
2
3
1
4
1
1
16
324

No Board members received compensation or other benefits in relation to cessation (2018:
$nil). The above does not include expenses reimbursed to Board members.
The DHB has effected Directors’ and Officers’ Liability and Professional Indemnity insurance
cover during the financial year in respect of the liability or costs of Board members, Senior
Staff and members of the Clinical and Consumer Council.
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4.

CAPITAL CHARGE

Accounting Policy
The capital charge is recognised as an expense in the financial year to which the charge
relates.
Further Information
The group pays a capital charge every six months to the Crown. The charge is based on the
previous six month actual closing equity balance at 31 December and 30 June. The capital
charge rate for the year ended 30 June 2019 was 6% (2018: 6%).
5.

OTHER EXPENSES

Accounting Policy
Operating leases
An operating lease is a lease that does not transfer substantially all the risks and rewards
incidental to ownership of an asset.
Lease payments under an operating lease are recognised as an expense on a straight-line
basis over the lease term.
Lease incentives received are recognised in the surplus or deficit as a reduction of lease
expense over the lease term.
Financing Costs
Financing costs comprise interest paid and payable on borrowings calculated using the
effective interest rate method.
The interest expense component of finance lease payments is recognised in profit or loss
using the effective interest rate method.
Breakdown of Other Expenses and Further Information

Fees to auditor
- Fees to Deloitte for audit of financial statements
- Fees to CentralTAS for internal audit
Operating lease expense
Impairment of receivables (refer Note 7)
Board member fees and expenses
Loss of disposal of property, plant and equipment (refer Note 12)
Consultancy
Staff travel
Impairment to intangible assets
Other expenses
Total other expenses

Actual
2019
$000

Actual
2018
$000

227
200
3,811
(2)
337
107
4,488
1,185
3,123
-

225
187
3,933
110
375
192
4,815
1,213
471
-

13,476

11,521
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Operating leases as lessee
The future aggregate minimum lease payments to be paid under non-cancellable operating
leases are as follows:
Actual
2019
$000
Not later than one year
Later than one year and not later than five years
Later than five years
Total non-cancellable operating leases

2,031
1,627
3,658

Actual
2018
$000
1,961
3,081
5,042

MDHB leases a number of buildings, vehicles, and office equipment under operating leases.
The lease terms typically range between 1 and 5 years, with some including rights of
renewal options.
6

CASH AND CASH EQUIVALENTS

Accounting Policy
Cash and cash equivalents includes cash on hand, deposits held at call with banks, and
other short-term highly liquid investments with original maturities of three months or less,
and bank overdrafts. Bank overdrafts are presented within borrowings in current liabilities in
the statement of financial position.
Breakdown of Cash and Cash Equivalents and Further Information

New Zealand Health Partnerships Limited
Trusts / special funds
Term deposits with maturity less than 3 months
Total cash and cash equivalents

Actual
2019
$000

Actual
2018
$000

26,045
970
27,015

22,629
871
23,500

MDHB does not administer funds on behalf of patients.
The DHB is party to a DHB Treasury Services Agreement between NZ Health Partnerships
Limited (NZHPL) and participating DHBs. This Agreement enables NZHPL to “sweep” DHB
bank accounts and invest surplus funds on their behalf. The DHB Treasury Services
Agreement provides for individual DHBs to have a debit balance with NZHPL, which will incur
interest at the credit interest rate received by NZHPL plus an administrative margin. The
maximum borrowing facility that is available to any DHB is the value of the Provider Arm’s
planned monthly Crown revenue used in determining working capital limits. This is defined
as one twelfth of the annual planned revenue paid by the Funder Arm as denoted in the
most recent agreed Annual Plan inclusive of GST. As at 30 June 2019, this was $28.7 million
(2018: $27.8 million).
The weighted average interest rate on deposits at 30 June 2019 was 2.21% (2018: 2.59%).
Financial assets recognised subject to restrictions
Included in the bank balance is $970,000 (2018: $871,000) of special funds which relate to
the liability explained in Note 18.
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7.

RECEIVABLES

Accounting Policy
Short-term receivables are recorded at the amount due, less any expected credit losses.
A receivable is considered uncollectable when there is evidence that the group will not be
able to collect the amount due. The amount that is uncollectable is the difference between
the amount due of the receivable and the present value of the amounts expected to be
collected.
Breakdown of Receivables and Further Information

Receivables under exchange contracts
Receivables from sale of goods and services
Receivables from related parties
Prepayments
Less: expected credit losses
Total exchange contracts
Receivables under non-exchange contracts
Receivables from MoH
Total non-exchange contracts
Total receivables

Actual
2019
$000

Actual
2018
$000

14,342
330
1,765
(179)
16,258

12,968
261
1,646
(227)
14,648

10,742
10,742
27,000

10,449
10,449
25,097

The ageing profile of receivables at year-end is detailed below:
2019
Gross

$000
Not past due
Past due 1-30 days
Past due 31-60 days
Past due over 61
days
Expected credit
losses
Total

24,775
210
157
272
25,414

Expected
credit losses

$000
-

(179)
(179)

2018
Net

Gross

Expected
credit losses

$000
24,775
210
157

$000
22,861
234
155

272

428

(179)
25,235

-

(227)

(227)

23,678

(227)

23,451

$000
-

Net

$000
22,861
234
155
428

Included in trade and other receivables from non-related parties is $574,000 (2018:
$534,000) for the sale of the Clevely building in Feilding to the Manawatu Community Trust
for $590,000 in 2015. As the sale agreement provided for payment to be deferred for five
years, the amount due has been discounted to take into account the deferment in
accordance with PBE IPSAS 9.
No interest is charged on the trade receivables.
All non-resident receivables greater than 30 days in age without an agreed payment plan
are handed over to a collection agency. The expected credit losses are based on all nonresident receivables over 90 days.
The assessment of receivables write-off is performed annually prior to year-end and is based
on an analysis of past collection history.
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Movements in the expected credit losses of receivables are as follows:

Balance at 1 July
Additional provisions made during the year (Note 5)
Receivables written off during the year
Balance at 30 June

8

Actual
2019
$000
227
(2)
(46)
179

Actual
2018
$000
165
110
(48)
227

INVESTMENTS

Accounting Policy
Bank term deposits
Bank term deposits are initially measured at the amount invested. Interest is subsequently
accrued and added to the investment balance.
Breakdown of investments and further information

Current portion
Trusts / special funds
Term deposits
Total current portion
Non-current portion
Trusts / special funds
Term deposits
Total non-current portion
Total investments

Actual
2019
$000

Actual
2018
$000

2,000
2,000

2,000
16,500
18,500

2,000

18,500

The carrying amounts of term deposits with maturities less than 12 months approximate
their fair value.
9

INVENTORIES

Accounting Policy
Inventories held for distribution or consumption in the provision of services and those
supplied on a commercial basis are held at the lower of cost and current replacement value.
The cost is measured at the weighted average cost per unit, adjusted, when applicable, for
any loss of service potential.
The amount of any write-down for the loss of service potential or from cost to net realisable
value is recognised in the surplus or deficit in the year of the write-down.
Breakdown of inventories and further information

Held for distribution inventories
Surgical and medical supplies
Pharmaceuticals
Total inventories

Actual
2019
$000

Actual
2018
$000

2,799
1,087
3,886

2,294
1,110
3,404
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The amount of inventories recognised as an expense during the year was $33,529,000
(2018: $32,958,000), which is included in the clinical supplies line item of the statement of
comprehensive revenue and expense.
The write-up of inventories held for distribution amounted to $123,000 (2018: write-up
$140,000).
No inventories are pledged as security for liabilities (2018: $nil).
10

NON-CURRENT ASSETS HELD FOR SALE

Accounting Policy
A non-current asset is classified as held for sale if its carrying amount will be recovered
principally through sale rather than through continuing use.
Immediately before classification as held for sale, the measurement of the assets (and all
assets and liabilities in a disposal group) are brought up-to-date in accordance with
applicable PBE IPSAS. Then, on initial classification, non-current assets held for sale are
measured at the lower of their carrying amount and fair value less costs to sell.
Any impairment losses for write-downs of non-current assets held for sale, while classified as
held for sale, are recognised in the surplus or deficit, even when the asset was previously
revalued.
Any increases in fair value (less costs to sell) are recognised up to the level of any
impairment losses that have been previously recognised.
Non-current assets held for sale (including those that are part of a disposal group) are not
depreciated or amortised while they are classified as held for sale.
There are no non-current assets held for sale in the current year (2018: $nil).
11

INVESTMENT IN ASSOCIATES

Accounting Policy
The group’s associate investment is accounted for using the equity method. An associate is
an entity over which the group has significant influence, but not control, and that is neither
a subsidiary nor an interest in a joint venture. The investment in an associate is initially
recognised at cost and the carrying amount in the financial statements is increased or
decreased to recognise the group’s share of the surplus or deficit of the associate after the
date of acquisition. Distributions received from an associate reduce the carrying amount of
the investment in the group financial statements.
If the share of deficits of an associate equals or exceeds the group’s interest in the associate,
further deficits are not recognised. After the group’s interest is reduced to zero, additional
deficits are provided for, and a liability is recognised, only to the extent that the group has
incurred legal or constructive obligations or made payments on behalf of the associate. If
the associate subsequently reports surpluses, the group will resume recognising its share of
those surpluses only after its share of the surpluses equals the share of deficits not
recognised.
Where the group transacts with an associate, surplus or deficits are eliminated to the extent
of the interest in the associate.
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Breakdown of investment in associates and further information
Actual
2019
$000

Actual
2018
$000

MidCentral DHB’s ownership interest
Allied Laundry Services Limited

16.7%

17.4%

Summarised financial information of associate presented on
a gross basis
Assets
Liabilities
Revenue
Surplus

9,918
2,544
10,924
648

10,014
3,106
10,590
615

Actual
2019
$000

Actual
2018
$000

1,255
95
(162)
1,188

1,216
99
(60)
1,255

-

-

Investments in associates
Carrying amount at the beginning of the year
Share of total recognised revenue and expense
Share of dividend
Carrying amount at end of year
Share of associates’ contingent liabilities incurred jointly with
other investors
Contingent liabilities that arise because of several liability
Allied Laundry Services Limited

Allied Laundry Services Limited commenced operations on 2 December 2002, has a balance
date of 30 June and operates a laundering service. MDHB has a 16.7% (2018: 17.4%)
shareholding, and participates in its commercial and financial policy decisions.
Allied Laundry Services Limited is an unlisted company. Accordingly, there are no published
price quotations for this investment.
The summary financial information detailed above is based on draft unaudited accounts and
as such MDHB’s share of 30 June 2019 surplus has not been recognised in 2019.
Central Regional Technical Advisory Services Limited
MDHB holds a 16.7% (2018: 16.7%) shareholding in Central Region Technical Advisory
Services Limited, and participates in its commercial and financial policy decisions. Five
other district health boards in the region each hold 16.7% (2018: 16.7%) of the shares.
Central Region Technical Advisory Services Limited was incorporated on 6 June 2001. The
total share capital of $600 remains uncalled and as a result no investment has been
recorded in the Statement of Financial Position for this investment.
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12

PROPERTY, PLANT, AND EQUIPMENT

Accounting Policy
Property, plant and equipment consists of the following classes: freehold land, freehold
buildings, plant, equipment, vehicles, work in progress and fixtures and fittings.
Land is measured at fair value, and buildings are measured at fair value less accumulated
depreciation. All other asset classes are measured at cost, less accumulated depreciation
and impairment losses.
The cost of self-constructed assets includes the cost of materials, direct labour, the initial
estimate, where relevant, of the costs of dismantling and removing the items and restoring
the site on which they are located, and an appropriate proportion of direct overheads.
Where material parts of an item of property, plant and equipment have different useful
lives, they are accounted for as separate components of property, plant and equipment.
Rental property is included in property plant and equipment in accordance with PBE IPSAS
as the rental property is held for strategic and social purposes rather than for rental income,
capital appreciation or both.
Leasehold improvements are capitalised and the cost is depreciated over the lease or the
estimated useful life of the improvements, whichever is the shorter.
Revaluations
Land and buildings are revalued with sufficient regularity to ensure that the carrying amount
does not differ materially from fair value and at least every three years.
Valuations undertaken in accordance with generally accepted accounting practice and
standards issued by the New Zealand Property Institute are used where available.
Otherwise, valuations are conducted in accordance with the Rating Valuation Act 1998,
which have been confirmed by an independent valuer.
The carrying values of land and buildings are assessed annually by management to ensure
that they do not differ materially from fair value. If there is evidence supporting a material
difference, then the asset class will be revalued.
Land and building revaluation movements are accounted for on a class-of-asset basis.
Accumulated depreciation at revaluation date is eliminated against the gross carrying
amount so that the carrying amount after revaluation equals the revalued amount.
The net revaluation results are credited or debited to other comprehensive revenue and
expense and are accumulated to an asset revaluation reserve in equity for that class of
asset. Where this would result in a debit balance in the asset revaluation reserve, this
balance is not recognised in other comprehensive revenue and expense but is recognised in
the surplus or deficit. Any subsequent increase on revaluation that reverses a previous
decrease in value recognised in the surplus or deficit will be recognised first in the surplus
or deficit up to the amount previously expensed, and then recognised in other
comprehensive revenue and expense.
Additions
The cost of an item of property, plant, and equipment is recognised as an asset only when it
is probable that future economic benefits or service potential associated with the item will
flow to MDHB and the cost of the item can be measured reliably.
Work in progress is recognised at cost less impairment and is not depreciated.
In most instances, an item of property, plant, and equipment is initially recognised at its
cost. Where an asset is acquired through a non-exchange transaction, it is recognised at its
fair value as at the date of acquisition.
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Subsequent costs
Costs incurred subsequent to initial acquisition are capitalised only when it is probable that
future economic benefits or service potential associated with the item will flow to MDHB and
the cost of the item can be measured reliably.
The costs of day-to-day servicing of property, plant, and equipment are recognised in the
surplus or deficit as they are incurred.
Disposals
Gains and losses on disposals are determined by comparing the proceeds with the carrying
amount of the asset. Net gains and losses on disposals are reported in the surplus or deficit.
When revalued assets are sold, the amounts included in revaluation reserves in respect of
those assets are transferred to accumulated surpluses/(deficits) in equity.
Depreciation
Depreciation is provided on a straight-line basis on all property, plant, and equipment, other
than land, at rates that will write off the cost (or valuation) of the assets to their estimated
residual values over their useful lives. The useful lives and associated depreciation rates of
major classes of property, plant, and equipment have been estimated as follows:
Freehold buildings
Plant, equipment and motor vehicles
Fixtures and fittings

1 to 80 years
3 to 20 years
3 to 25 years

The residual value and useful life of an asset is reviewed, and adjusted if applicable, at each
financial year-end.
Borrowing Costs
Borrowing costs are recognised as an expense in the financial year in which they are
incurred.
Impairment of property, plant, and equipment
The group does not hold any cash-generating assets. Assets are considered cash-generating
where their primary objective is to generate a commercial return.
Non-cash-generating assets
Property, plant, and equipment held at cost are reviewed for impairment whenever events
or changes in circumstances indicate that the carrying amount might not be recoverable. An
impairment loss is recognised for the amount by which the asset’s carrying amount exceeds
its recoverable service amount. The recoverable service amount is the higher of an asset’s
fair value less costs to sell and value in use.
Value in use is determined using an approach based on either a depreciated replacement
cost approach, a restoration cost approach, or a service units approach. The most
appropriate approach used to measure value in use depends on the nature of the
impairment and availability of information.
If an asset’s carrying amount exceeds its recoverable service amount, the asset is regarded
as impaired and the carrying amount is written down to its recoverable amount.
The total impairment loss is recognised in the surplus or deficit.
The reversal of an impairment loss is recognised in the surplus or deficit.
An impairment loss on property, plant and equipment revalued on a class of asset basis is
recognised directly against any revaluation reserve in respect of the same class of asset to
the extent that the impairment loss does not exceed the amount in the revaluation reserve
for the same class of asset.
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Critical accounting estimates and assumptions
Estimating the fair value of land and buildings
The most recent valuation of land and buildings was performed by an independent
registered valuer, Darroch Limited. The valuation is effective as at 30 June 2018.
Land
Land is valued at fair value using market-based evidence.
Restrictions on the group’s ability to sell land would normally not impair the value of the
land because it has operational use of the land for the foreseeable future and will receive
substantially the full benefits of outright ownership.
Buildings
Non-specialised buildings are valued at fair value using market-based evidence.
Specialised hospital buildings are valued at fair value using optimised depreciated
replacement cost because no reliable market data is available for such buildings.
As part of the valuation process, MDHB internally assessed the asbestos contamination of its
buildings. The DHB offset the estimated cost of remediation against the buildings valuation
movement. The reason being it will capitalise these costs as they are incurred. The
contamination has been identified across a number of buildings. The value assessed was
$6,296,000 which was offset against the revaluation movement for buildings of $18,288,000.
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Breakdown of property, plant and equipment and further information
Movements for each class of property, plant, and equipment are as follows:
Land Buildings

Cost or valuation
Balance at 30 June 2017
Additions
Disposals
Transfers
Elimination on revaluation
Revaluation increase
Balance at 30 June 2018
Additions
Disposals
Transfers
Elimination on revaluation
Balance at 30 June 2019
Accumulated depreciation
Balance at 30 June 2017
Depreciation
Disposals
Elimination on revaluation
Balance at 30 June 2018
Depreciation
Disposals
Elimination on revaluation
Balance at 30 June 2019
Carrying amounts
At 30 June 2017
At 30 June 2018
At 30 June 2019

Plant, Fixtures &
fittings
equipment
& vehicles
$000
$000

Work in
progress

Total

$000

$000

$000

$000

9,055
2,498
11,553
-

147,114
216
6,666
(24,442)
11,992
141,546
184
3,362
-

70,803
2,740
(2,961)
1,526
72,108
2,323
(2,654)
3,545
-

4,798
105
(327)
624
5,200
76
(1,224)
62
-

11,553

145,092

75,322

4,114

12,967

249,048

-

15,870
8,572
(24,442)
9,931
9,931

44,100
6,232
(2,777)
47,555
6,416
(2,528)
51,443

3,654
249
(310)
3,593
265
(1,224)
2,634

-

63,624
15,053
(3,087)
(24,442)
51,148
16,612
(3,752)
64,008

9,055
11,553
11,553

131,244
141,546
135,161

26,703
24,553
23,879

1,144
1,607
1,480

9,039
6,273
12,967

177,185
185,532
185,040

9,039 240,809
13,949
17,010
(3,288)
(16,715)
(7,899)
- (24,442)
14,490
6,273 236,680
18,716
21,299
(3,878)
(12,022)
(5,053)
-

The difference between transfers from work in progress to buildings, plant, equipment and
vehicles and fixtures and fittings relates to transfers to intangibles disclosed in Note 13.
Restrictions on title
The group does not have full legal title to the Crown land it occupies, but transfer is
arranged if and when land is sold. Some of the group’s land is subject to Waitangi Tribunal
claims. The disposal of certain properties might be subject to the provisions of section 40 of
the Public Works Act 1981.
Titles to land transferred from the Crown to the DHB are subject to a memorial in terms of
the Treaty of Waitangi Act 1975. The effect on the value of assets resulting from potential
Waitangi Tribunal claims cannot be quantified and is therefore not reflected in the value of
the land.
Work in progress
Buildings in the course of construction total $9,594,000 (2018: $3,083,000).
Asset sales
There were no significant asset sales in the current and prior year.
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Finance leases
The net carrying amount of assets held under finance leases is $1,519,000 (2018: $nil) for
clinical equipment.
Capital commitments
Actual
2019
$000
1,917
504
2,421

Buildings
Plant and equipment
Total capital commitments

Actual
2018
$000
5,687
419
6,106

Capital commitments represent capital expenditure contracted for at balance date but not
yet incurred.
13

INTANGIBLE ASSETS

Accounting Policy
Intangible assets that are acquired by MDHB are stated at cost less accumulated
amortisation and impairment losses.
Software acquisition and development
Acquired computer software licenses are capitalised on the basis of the costs incurred to
acquire and bring to use the specific software.
Costs that are directly associated with the development of software for internal use are
recognised as an intangible asset. Direct costs include the costs of materials and services,
employee costs, and any directly attributable overheads.
Staff training costs are recognised as an expense when incurred.
Costs associated with maintaining computer software are recognised as an expense when
incurred. Costs of software updates or upgrades are capitalised only when they increase the
usefulness or value of the asset.
Costs associated with developing and maintaining the DHB’s website are recognised as an
expense when incurred.
Information technology shared services rights
The DHB has provided funding for the development of information technology (IT) shared
services across the DHB sector and the rights to the shared services is recognised as an
intangible asset at the cost of the group’s capital investment.
Amortisation
The carrying value of an intangible asset with a finite life is amortised on a straight-line
basis over its useful life. Amortisation begins when the asset is available for use and ceases
at the date that the asset is derecognised. The amortisation charge for each financial year is
recognised in the surplus or deficit.
The useful lives and associated amortisation rates of intangible assets have been estimated
as follows:
Software
6 to 10 years
Disposals
Realised gains and losses arising from disposal of intangible assets are recognised in profit
or loss in the period in which the transaction occurs.
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Impairment of intangible assets
Refer to the policy for impairment of property, plant, and equipment in Note 12. The same
approach applies to the impairment of intangible assets, except for intangible assets that are
still under development.
Intangible assets that are under development and not yet ready for use are tested for
impairment annually, irrespective of whether there is any indication of impairment.
Breakdown of intangible assets and further information

Cost
Balance at 30 June 2017
Additions
Transfers
Balance at 30 June 2018
Additions
Disposals
Transfers
Balance at 30 June 2019
Accumulated amortisation and impairment
losses
Balance at 30 June 2017
Amortisation
Impairment losses
Disposals
Balance at 30 June 2018
Amortisation
Impairment losses
Disposals
Balance at 30 June 2019

IT shared
rights

Acquired
software

Total

$000

$000

$000

12,237
1,963
(1,120)
13,080
1,453
(1,686)
12,847

20,521
81
9,019
29,621
72
(2,569)
6,739
33,863

32,758
2,044
7,899
42,701
1,525
(2,569)
5,053
46,710

471
471
3,123
3,594

13,086
2,050
15,136
2,581
(2,569)
15,148

13,086
2,050
471
15,607
2,581
3,123
(2,569)
18,742

12,237
12,609
9,253

7,435
14,485
18,715

19,672
27,094
27,968

Carrying amounts
At 30 June 2017
At 30 June 2018
At 30 June 2019

There are no restrictions over the title of the group’s intangible assets. No intangible assets
are pledged as security for liabilities.
The DHB has contractual capital commitments of $1,052,000 (2018: $3,422,000) in relation
to intangible assets under development.
IT shared services rights
The national IT shared services project was undertaken for the purpose of reducing costs for
the public health sector. The project is funded by the issue of ‘B’ class shares in New
Zealand Health Partnerships Limited to all DHBs across the country. As at 30 June 2019,
MDHB has paid $3,594,000 (2018: $3,293,000) as its share of the project funding, which
represents its rights to use the systems when developed. These rights have been tested for
impairment by comparing the carrying amount of the intangible asset to its depreciated
replacement cost (DRC), which is considered to equate to MDHB’s share of the DRC of the
underlying IT assets. Accumulated impairment, identified in impairment testing taking into
account advice from New Zealand Health Partnerships Limited, is $3,594,000 (2018:
$471,000).
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IT regional services rights
The Central Region’s shared service project is led by Central TAS. On 1 December 2014,
ownership of the assets of Central TAS were transferred to reflect the percentage of capex
funding provided from the DHBs to Central TAS for the creation of the assets. MDHB’s total
capital percentage funding is 22.3%.
As at 30 June 2019, MDHB has paid $12,302,000 (2018: $11,148,000) as its share of the
project funding, which represents its rights to use the systems when developed. As part of
this investment, $3,049,000 (2018: $1,361,000) has been capitalised in respect of
software. The rights have been tested for impairment by comparing the carrying amount of
the intangible asset to its depreciated replacement cost (DRC), which is considered to
equate to MDHB’s share of the DRC of the underlying IT assets. There was no impairment
identified in impairment testing (2018: nil).
14

PAYABLES, PROVISIONS AND DEFERRED REVENUE

Accounting Policy
Short-term payables are recorded at the amount payable.
A provision is recognised for future expenditure of uncertain amount or timing when:
 there is a present obligation (either legal or constructive) as a result of a past event
 it is probable that an outflow of future economic benefits will be required to settle the
obligation, and
 a reliable estimate can be made of the amount of the obligation.
Provisions are measured at the present value of the expenditure expected to be required to
settle the obligation using a pre-tax discount rate that reflects current market assessments
of the time value of money and the risks specific to the obligation. The increase in the
provision due to the passage of time is recognised as an interest expense and is included in
“finance costs”.
Restructuring
A provision for restructuring is recognised when MDHB has approved a detailed and formal
restructuring plan, and the restructuring has either commenced or has been announced
publicly. Future operating costs are not provided for.
ACC Accredited Employers Programme
The group belongs to the ACC Accredited Employers Programme (the “Full Self Cover Plan”)
whereby the group accepts the management and financial responsibility for employee workrelated illnesses and accidents. Under the programme MDHB is liable for all its claims costs
for a period of two years up to a specified maximum. At the end of the two year period,
MDHB pays a premium to ACC for the value of residual claims, and from that point the
liability for ongoing claims passes to ACC.
The liability for the ACC Partnership Programme is measured using actuarial techniques at
the present value of expected future payments to be made in respect of the employee
injuries and claims up to the reporting date. Consideration is given to anticipated future
wage and salary levels and experience of employee claims and injuries. Expected future
payments are discounted using market yields on government bonds at balance date with
terms to maturity that match, as closely to possible, the estimated future cash outflows.
Critical judgements in applying accounting policies
Revenue Recognition and Income in Advance
In determining whether or not revenue has been earned a degree of judgment is required
based on information included within the funding agreements. Where the funding agent has
the right to demand repayment, income in advance is recognised for the unearned portion
of the funding received.
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Compliance with Holidays Act 2003
A number of New Zealand’s public and private organisations have identified issues with the
calculation of leave entitlements under the Holidays Act 2003 (“the Act”).
Work has been ongoing since 2016 on behalf of 20 District Health Boards (DHBs) with the
Council of Trade Unions (CTU), health sector unions and Ministry of Business Innovation and
Employment (MBIE) Labour Inspectorate, for an agreed and national approach to identify,
rectify and remediate any Holidays Act non-compliance by DHBs. DHBs have agreed to a
Memorandum of Understanding (MOU), which contains a method for determination of
individual employee earnings, for calculation of liability for any historical non-compliance.
For employers such as the DHBs that have workforces that include differential occupational
groups with complex entitlements, non-standard hours, allowances and/or overtime, the
process of assessing non-compliance with the Act and determining any additional payment
is time consuming and complicated.
The remediation project associated with the MOU is a significant undertaking and work to
assess all non-compliance will continue through the 2019/20 financial year. The review
process agreed as part of the MOU will roll-out in tranches to the DHBs, expected to be over
18 months although DHB readiness and availability of resources (internal and external to
the DHB) may determine when a DHB can commence the process. The final outcome of the
remediation project and timeline addressing any non-compliance will not be determined
until this work is completed.
Notwithstanding, as at 30 June 2019, in preparing these financial statements, the MDHB
recognises it has an obligation to address any historical non-compliance under the MOU and
has made estimates and assumptions to determine a potential liability based on its own
review of payroll processes which identified instances of non-compliance with the Act and
the requirements of the MOU. This was based on selecting a sample of current and former
employees; making a number of early assumptions; calculating an indicative liability for
those current and former employees; and extrapolating the result.
MDHB has estimated its liability as at 30 June 2019 to be $9,411,000 (2018:
$35,000). This indicative liability amount is MDHB’s best estimate at this stage of the
outcome from this project. However, until the project has progressed further, there remain
substantial uncertainties.
The estimates and assumptions may differ to the subsequent actual results as further work
is completed and result in further adjustment to the carrying amount of the provision
liabilities within the next financial year.
Breakdown of payables, provisions and deferred revenue

Payables from exchange transactions
Creditors
Income in advance
Accrued expenses
Total payables from exchange transactions
Payables from non-exchange transactions
Taxes payable (e.g. GST and rates)
Other
Total payables from non-exchange transactions
Total payables, provisions and deferred revenue

Actual
2019
$000

Actual
2018
$000

9,625
1,588
41,827
53,040

13,689
779
29,781
44,249

7,064
691
7,755
60,795

1,772
628
2,400
46,649
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15

DERIVATIVE FINANCIAL INSTRUMENTS

Accounting Policy
Derivative financial instruments are used to manage exposure to foreign exchange risk
arising from the group’s operational activities. The group does not hold or issue derivative
financial instruments for trading purposes. The group has not adopted hedge accounting.
Derivatives are initially recognised at fair value on the date a derivative contract is entered
into and are subsequently remeasured at their fair value at each balance date with the
resulting gain or loss recognised in the surplus or deficit.
Forward foreign exchange derivatives are classified as current if the contract is due for
settlement within 12 months of balance date. Otherwise, the fair value of foreign exchange
derivatives is classified as non-current.
Further information
The fair values of forward foreign exchange contracts are determined using a discounted
cash flows valuation technique based on quoted market prices. The inputs into the valuation
model are from independently sourced market parameters such as currency rates. Most
market parameters are implied from forward foreign exchange contract prices.
There are no notional principal amounts of outstanding forward foreign exchange contracts
at 30 June 2019 (2018: $nil).
16

BORROWINGS

Accounting Policy
Overdraft facility
Amounts drawn under the New Zealand Health Partnerships Limited (NZHPL) banking facility
are recorded at the amount payable plus accrued interest.
Finance leases
A finance lease is a lease that transfers to the lessee substantially all the risks and rewards
incidental to ownership of an asset, whether or not title is eventually transferred.
At the commencement of the lease term, finance leases are recognised as assets and
liabilities in the statement of financial position at the lower of the fair value of the leased
item or the present value of the minimum lease payments.
The finance charge is charged to the surplus or deficit over the lease period so as to produce
a constant periodic rate of interest on the remaining balance of the liability.
The amount recognised as an asset is depreciated over its useful life. If there is no certainty
as to whether the group will obtain ownership at the end of the lease term, the asset is fully
depreciated over the shorter of the lease term and its useful life.
Critical judgements in applying accounting policies
Leases classification
Determining whether a lease agreement is a finance lease or an operating lease requires
judgement as to whether the agreement transfers substantially all the risks and rewards of
ownership to the group.
Judgement is required on various aspects that include, but are not limited to, the fair value
of the leased asset, the economic life of the leased asset, whether or not to include renewal
options in the lease term, and determining an appropriate discount rate to calculate the
present value of the minimum lease payments. Classification as a finance lease means the
asset is recognised in the statement of financial position as property, plant, and equipment,
whereas for an operating lease no such asset is recognised.
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Management has exercised its judgement on the appropriate classification of leases, and has
determined that some lease arrangements are finance leases.
Breakdown of borrowings and further information

Current portion
Secured loan
Finance leases
Total current portion
Non-current portion
Secured loan
Finance leases
Total non-current portion
Total borrowings

Actual
2019
$000

Actual
2018
$000

126
184
310

247
247

74
1,314
1,388
1,698

200
200
447

The DHB has a maximum borrowing limit of $28.7million (2018: $27.8 million) with NZHPL
as at 30 June 2019. Refer to Note 6 for further information.
Restrictions
Without the Ministry of Health’s prior written consent, MDHB cannot perform the following
actions:
• create any security over its assets except in certain circumstances
• lend money to another person or entity (except in the ordinary course of business and
then only on commercial terms) or give a guarantee
• make a substantial change in the nature or scope of its business as presently conducted
or undertake any business or activity unrelated to health, and
• dispose of any of its assets except disposals at full value in the ordinary course of
business.
Analysis of finance leases
Actual
2019
$000

Actual
2018
$000

Minimum lease payments payable:
No later than one year
Later than one year and not later than five years
Later than five years
Total minimum lease payments
Future finance charges
Present value of minimum lease payments

260
1,038
497
1,795
(297)
1,498

-

Present value of minimum lease payments payable:
No later than one year
Later than one year and not later than five years
Later than five years
Total present value of minimum lease payments

184
842
472
1,498

-

Description of finance leasing arrangements
MDHB has entered into finance leases for clinical equipment. The net carrying amount of the
leased items within each class of property, plant, and equipment is shown in Note 12.
There are no restrictions placed on MDHB by the finance leasing arrangement. Finance
lease liabilities are effectively secured, as the rights to the leased asset revert to the lessor
in the event of default in payment.
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17.

EMPLOYEE ENTITLEMENTS

Accounting Policy
Short-term employee entitlements
Employee entitlements that are due to be settled within 12 months after the end of the year
in which the employee renders the related service are measured based on accrued
entitlements at current rates of pay.
These include salaries and wages accrued up to balance date, annual leave earned but not
yet taken at balance date, continuing medical education leave, and sick leave.
A liability and an expense are recognised for bonuses where there is a contractual obligation
or where there is a past practice that has created a constructive obligation and a reliable
estimate of the obligation can be made.
Termination payments are recognised in profit or loss only where there is a demonstrable
commitment to either terminate employment prior to normal retirement date or to provide
such benefits as a result of an offer to encourage voluntary redundancy. Termination
benefits settled in 12 months are reported as the amount expected to be paid, otherwise
they are reported as the present value of the estimated future cash flows.
Long-term employee entitlements
Employee entitlements that are due to be settled beyond 12 months after the end of the
year in which the employee renders the related service, such as sabbatical leave, long
service leave, and retirement gratuities, have been calculated on an actuarial basis. The
calculations are based on:
•

likely future entitlements accruing to staff, based on years of service, years to
entitlement, the likelihood that staff will reach the point of entitlement, and contractual
entitlement information, and

•

the present value of the estimated future cash flows.

Presentation of employee entitlements
Sick leave, continuing medical education leave, annual leave, long service leave that is
available for use, and sabbatical leave that is available for use are classified as a current
liability. Long service leave, sabbatical leave, and retirement gratuities expected to be
settled within 12 months of balance date are also classified as a current liability. All other
employee entitlements are classified as a non-current liability.
Critical accounting estimates and assumptions
Long service leave and retirement gratuities
MDHB’s net obligation in respect of long service leave and retirement gratuities is the
amount of future benefit that employees have earned in return for their service in the
current and prior periods.
The present value of long service leave and retirement gratuities obligations depend on a
number of factors that are determined on an actuarial basis. Two key assumptions used in
calculating these liabilities are the discount rate and the salary inflation factor. Any changes
in these assumptions will affect the carrying amount of the liability.
Expected future payments are discounted using discount rates derived from the yield curve
of New Zealand government bonds. The discount rates used have maturities that match, as
closely as possible, the estimated future cash outflows. The salary inflation factor has been
determined after considering historical salary inflation patterns and after obtaining advice
from an independent actuary. A weighted average discount rate of 1.2 % for long service
leave (2018: 1.9%) and 1.4% for retirement gratuities (2018: 2.5%) were used. The
discount rates used are those advised by the Treasury. The salary inflation factor is the
group’s best estimate forecast of salary increments.
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Continuing medical education leave
The continuing medical education leave liability assumes that the utilisation of the annual
entitlement, which can be accumulated up to 3 years, will on average be 64% (2018: 67%)
of the full entitlement. This utilisation assumption is based on recent experience.
Defined Contribution Plan
MDHB has a number of employees that are part of a defined contribution scheme. The total
expenses recognised in profit or loss of $7,420,000 (2018: $6,617,000) represents
contributions paid or payable to the plans for the year. MDHB has no other liability in
respect of these schemes.
Defined Benefit Plan
MDHB has a small number of employees that are part of a multi-employer scheme. Under
the plan the employees are entitled to retirement benefits. No other post-retirement
benefits are provided. MDHB did not contribute to the scheme in 2019 and 2018 and has no
other liability in respect of the above scheme.
Should there be a deficit in the fund all the benefit payments are guaranteed by the Crown
and as a result the scheme is accounted for as a defined contribution scheme by MDHB.
Breakdown of employee entitlements

Current portion
Accrued salaries and wages
Annual leave
Sick leave
Long service leave
Retirement gratuities
Other provision
Total current portion
Non current portion
Long service leave
Retirement gratuities
Total non-current portion
Total employee entitlements

18

Actual
2019
$000

Actual
2018
$000

5,425
22,486
391
1,872
373
365
30,912

6,087
21,324
371
1,683
276
315
30,056

887
2,832
3,719
34,631

749
2,130
2,879
32,935

Actual
2019
$000
2,871

Actual
2018
$000
3,050

87
960

73
661

(948)
2,970

(913)
2,871

TRUSTS AND SPECIAL FUNDS

Balance at 1 July
Transfers from retained earnings in respect of:
Interest received
Donations and funds received
Transfers to retained earnings in respect of:
Funds spent
Balance at 30 June

Trust and special funds are funds from donations, bequests, clinical trials and research. The
use of these assets must comply with the specific terms of the source from which the funds
were derived. These funds are held in bank and investment accounts which are separate
from MDHB’s normal banking facility.
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19

EQUITY

Accounting Policy
Equity is measured as the difference between total assets and total liabilities. Equity is
disaggregated and classified into the following components.




Crown equity
accumulated surpluses/(deficits), and
property revaluation reserves.

Property revaluation reserves
These reserves relate to the revaluation of property, plant, and equipment to fair value.
Breakdown of equity and further information
Actual
2019
$000

Actual
2018
$000

Crown equity
Balance at 1 July
Return of capital to the Crown
Balance at 30 June

118,137
(633)
117,504

118,770
(633)
118,137

Accumulated surpluses/(deficits)
Balance at 1 July
Surplus/(deficit) for the year
Balance at 30 June

(19,368)
(26,844)
(46,212)

(9,521)
(9,847)
(19,368)

Property revaluation reserves
Balance at 1 July
Revaluations
Balance at 30 June

102,711
102,711

88,221
14,490
102,711

Property revaluation reserves consist of:
Land
Buildings
Total revaluation reserves

10,523
92,188
102,711

10,523
92,188
102,711

174,003

201,480

Total equity
Capital management

The group’s capital is its equity, which consists of Crown equity, accumulated
surpluses/(deficits) and property revaluation reserves. Equity is represented by net assets.
MDHB is subject to the financial management and accountability provisions of the Crown
Entities Act 2004, which impose restrictions in relation to borrowings, acquisition of
securities, issuing guarantees and indemnities, and the use of derivatives.
The group manages its equity as a by-product of prudently managing revenues, expenses,
assets, liabilities, investments, and general financial dealings to ensure that it effectively
achieves its objectives and purposes while remaining a going concern.
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20

CONTINGENCIES

Contingent liabilities
Lease of land
MDHB leases land to Manawatu Community Trust. The lease provides that at the expiration
of the 34 years and 11 month lease, MDHB is obligated to purchase the building on the land
from the trust for $1,800,000 should both parties not complete a new lease agreement.
Where the lease is terminated prior to the expiration of the lease term for whatever reason,
MDHB shall purchase the building at a price to be agree by both parties.
Superannuation schemes
MDHB is a participating employer in the National Provident Fund which is a multi-employer
defined benefit scheme. If the other participating employers ceased to participate in the
scheme, MDHB could be responsible for any deficit of the scheme.
Similarly, if a number of employers ceased to participate in the scheme, the group could be
responsible for an increased share of any deficit.
Contingent assets
The group has no contingent assets (2018: $nil).

21

RELATED PARTY TRANSACTIONS

MDHB is controlled by the Crown.
Related party disclosures have not been made for transactions with related parties, including
associates that are:
 within a normal supplier or client/recipient relationship, and
 on terms and conditions no more or less favourable than those that it is reasonable to
expect that the group would have adopted in dealing with the party at arm’s length in the
same circumstances.
Further, transactions with other government agencies (for example, government
departments and Crown entities) are not disclosed as related party transactions when they
are consistent with the normal operating arrangements between government agencies.
Related party transactions required to be disclosed
Enable New Zealand Limited – No transactions occurred between MDHB and the wholly
owned subsidiary during the financial year (2018: $nil).There was no amount outstanding to
or from at year end.
Allied Laundry Services Limited – MDHB purchased the supply of laundry services totaling
$2,095,000 during the year (2018: $2,151,000). There is a payable amount of $194,000
outstanding at 30 June 2019 (2018: $195,000). MDHB leased a building and charged
electricity costs to Allied Laundry Services Limited totaling $797,000 (2018: $777,000).
There is a receivable amount of $168,000 outstanding at 30 June 2019 (2018: $188,000).
Central TAS Limited – MDHB purchased IT regional services rights (see Note 13), internal
audit and consultancy services totaling $5,829,000 during the year (2018: $7,789,000).
There is a payable amount of $263,000 outstanding at 30 June 2019 (2018: $123,000).
MDHB charged for reimbursements totaling $nil (2018: $32,000) and there is a receivable
amount of $nil outstanding at 30 June 2019 (2018: $36,000).
NZ Health Partnerships Limited – MDHB purchased treasury, insurance and project services
totaling $807,000 during the year (2018: $559,000). There is a payable amount of $nil
outstanding at 30 June 2019 (2018: $13,000).
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There are no other organisations that are regarded as a related party as a result of MDHB
board members holding a senior management position (Chief Executive Officer or
equivalent) with the organisations.
Key management personnel remuneration
Actual
2019
$000
Board members
Executive leadership team
Total key management personnel remuneration
Executive leadership team - full time equivalent members

337
5,365

Actual
2018
$000
324
3,416

5,702

3,740

22
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An analysis of Board member remuneration is provided in Note 3.

22

EVENTS AFTER THE BALANCE DATE

There were no significant events after the balance date.

23

FINANCIAL INSTRUMENTS

23a

Non derivative financial instruments

Non derivative financial instruments include cash and cash equivalents, receivables
(excluding prepayments), investment in associates, payables, accruals and
borrowings. These are recognised initially at fair value plus or minus any directly
attributable transaction costs.
A financial instrument is recognised if MDHB becomes a party to the contractual provisions
of the instrument. Financial assets are derecognised if MDHB's contractual rights to the
cash flows from the financial assets expire or if MDHB transfers the financial asset to
another party without retaining control or substantially all risks and rewards of the
asset. Regular way purchases and sales of financial assets are accounted for at trade date,
i.e. the date MDHB commits itself to purchase or sell the asset. Financial liabilities are
derecognised if MDHB's obligations specified in the contract expire or are discharged or
cancelled.
Subsequent to initial recognition, non derivative financial instruments are recognised as
described below.
Financial assets
Cash and cash equivalents, investment in associates and receivables under Notes 6, 7 and
11 respectively.
Financial liabilities
Payables and accruals and borrowings under Notes 14 and 16 respectively.
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The carrying amounts of financial assets and liabilities in each of the financial instrument
categories are as follows:
Actual
2019
$000

Actual
2018
$000

Financial assets measured at amortised cost
Cash and cash equivalents
Receivables
Investments in associates
Total financial assets measured at amortised cost

27,015
25,235
1,188
53,438

23,500
23,451
1,255
48,206

Financial liabilities measured at amortised cost
Loans and borrowings
Payables (excluding deferred revenue and taxes)
Total financial liabilities measured at amortised cost

1,698
52,143
53,841

447
44,098
44,545

23b

Fair value hierarchy

The only financial instruments the group measures at fair value in the statement of financial
position are forward foreign exchange contracts. The fair value of forward foreign exchange
contracts, as represented by their carrying amount in the statement of financial position, is
determined using a valuation technique that uses observable market inputs (level 2).
23c

Financial instrument risks

The group’s activities expose it to a variety of financial instrument risks, including market
risk, credit risk, and liquidity risk. The group has a series of policies to manage the risks
associated with financial instruments and seeks to minimise exposure from financial
instruments. These policies do not allow any transactions that are speculative in nature to
be entered into.
Market risk
Price risk
Price risk is the risk that the value of a financial instrument will fluctuate as a result of
changes in market prices. The group has no financial instruments that give rise to price risk.
Fair value interest rate risk
Fair value interest rate risk is the risk that the fair value of a financial instrument will
fluctuate due to changes in market interest rates. The group’s exposure to fair value interest
rate risk arises from bank deposits that are at fixed rates of interest. The exposure to fair
value interest rate risk is not actively managed by the group, as investments are generally
held to maturity.
Cash flow interest rate risk
Cash flow interest rate risk is the risk that the cash flows from a financial instrument will
fluctuate because of changes in market interest rates. The group’s exposure to cash flow
interest rate risk is limited to on-call deposits. Deposits with banks at year end are on fixed
rates.
Sensitivity analysis
No sensitivity analysis to determine the exposure to interest rate has been carried out as
the borrowings and deposits at year end are on fixed terms.
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Currency risk
Currency risk is the risk that the fair value or future cash flows of a financial instrument will
fluctuate due to changes in foreign exchange rates.
The group purchases clinical equipment from overseas, which requires it to enter into
transactions denominated in foreign currencies. As a result of these activities, exposure to
currency risk arises.
The group’s policy is to manage foreign currency risks arising from contractual
commitments and liabilities by entering into forward foreign exchange contracts for material
purchases to manage the foreign currency risk exposure.
Sensitivity analysis
No sensitivity analysis has been carried out due to there being no forward foreign exchange
contracts held at balance date.
The group has no material outstanding foreign-denominated payables at balance date
(2018: $nil).
Credit risk
Credit risk is the risk that a third party will default on its obligation to the group, causing it
to incur a loss. Due to the timing of the DHB’s cash inflows and outflows, surplus cash is
invested with registered banks or NZHPL.
In the normal course of business, exposure to credit risk arises from cash and term deposits
with banks and NZHPL, receivables, and forward foreign exchange contracts in an asset
position. For each of these, the maximum credit risk exposure is best represented by the
carrying amount in the statement of financial position.
MDHB places its cash and short-term deposits with high-quality financial institutions and
MDHB has a policy that limits the amount of credit exposure to any one financial institution.
Credit exposure and credit limits are continuously monitored, reviewed and approved by the
Board.
MDHB is a party to a “DHB Treasury Services Agreement” between NZ Health Partnerships
Limited and participating DHBs. Refer to Note 6 for further details on this agreement.
Funds with NZ Health Partnerships Limited is classified under “counterparties without credit
rating”.
Concentrations of credit risk for receivables are limited due to the large number and variety
of customers. The MoH is the largest debtor at approximately 39.8% (2018: 41.6%). It is
assessed as a low-risk and high-quality entity due to being a government-funded purchaser
of health and disability services.
No collateral or other credit enhancements are held for financial instruments that give rise to
credit risk.
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Credit quality of financial assets
The credit quality of financial assets that are neither past due nor impaired can be assessed
by reference to Standard and Poor’s credit ratings (if available) or to historical information
about counterparty default rates.
Actual
2019
$000
Counterparties With Credit Ratings
Cash at bank and on hand, and investments:
AA
AATotal counterparties with credit ratings
Counterparties Without Credit Ratings
Cash and cash equivalents:
NZ Health Partnerships Limited - no defaults in the past
Receivables and investments in associates:
Trade and other receivables
Investments in associates
Total counterparties without credit ratings
Total

Actual
2018
$000

-

-

970
970

871
871

26,045

22,629

25,235
1,188
52,468
53,438

23,451
1,255
47,335
48,206

Liquidity risk
Management of liquidity risk
Liquidity risk is the risk that the group will encounter difficulty raising liquid funds to meet
commitments as they fall due. Prudent liquidity risk management implies maintaining
sufficient cash, availability of funding through an adequate amount of committed credit
facilities, and the ability to close out market positions.
The group mostly manages liquidity risk by continuously monitoring forecast and actual cash
flow requirements and maintaining an overdraft facility.
Contractual maturity analysis of financial liabilities, excluding derivatives
The table below analyses financial liabilities (excluding derivatives) into relevant maturity
groupings based on the remaining period at balance date to the contractual maturity date.
The amounts disclosed are the contractual undiscounted cash flows and include interest cash
outflows.
Carrying
amount

Contractual
cash flows

52,143
200
1,498
53,841
44,098
447
44,545

$000

2019
Payables
EECA loan
Finance leases
Total
2018
Payables
EECA loan
Finance leases
Total

$000

Less than 1 1-2 years
year

More than 2
years

$000

$000

$000

52,143
200
1,795
54,138

52,143
126
260
52,529

74
260
334

1,275
1,275

44,098
447
44,545

44,098
247
44,345

126
126

74
74
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24

EXPLANATION OF MAJOR VARIANCES AGAINST BUDGET

Explanations for major variances from the DHB’s budgeted figures in the statement of
performance expectations are as follows:
Statement of comprehensive revenue and expense
Patient care revenue was $11.5 million higher than budgeted, mainly due to additional MoH
funding of $5.0 million, including unbudgeted MECA settlement funding and prior year inbetween travel wash-up, and increased ACC revenue of $4.2 million.
Personnel costs were $11.6 million higher than budgeted, $9.4 million of which relates to
the provision for compliance with the Holidays Act 2003.
Outsourced services were $9.8 million higher than budgeted, mainly due to higher than
anticipated use of locum medical staff and higher than anticipated outsourcing of clinical
services.
Clinical supplies were $5.3 million higher than budgeted, mainly due to higher than
anticipated clinical needs.
Infrastructure and non-clinical expenses were $5.3 million higher than budgeted, $4.0
million of which relates to the costs associated with additional Enable revenue contracts.
Other operating expenses were $4.0 million higher than budgeted, mainly due to an
impairment of IT shared services rights of $3.1 million.
Statement of financial position
Property, plant, and equipment was less than budget by $4.5 million, mainly due to timing
of capital expenditure projects.
Intangible assets were less than budget by $5.7 million, also due to timing of projects.
Trade and other payables exceeded budget by $12.7 million, $9.4 million of which relates to
the provision for compliance with the Holidays Act 2003.
Statement of changes in equity
The deficit was $21.9 million greater than budgeted due to the statement of comprehensive
revenue and expense explanations provided above.
Statement of cash flows
Cash and cash equivalents is greater than budget by $3.0 million due to higher than
budgeted revenue from the Ministry and lower than expected capital expenditure, which
was offset by higher than budgeted expenditure as per the explanations provided above.

25

COMPARATIVES

There have been a number of prior period comparatives which have been reclassified to
make disclosure consistent with the current year.
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26

SUMMARY COST OF SERVICES
Actual
2019
$000

Budget
2019
$000

Actual
2018
$000

Revenue
Prevention services
Early detection and management services
Intensive assessment and treatment services
Rehabilitation and support services
Funding not allocated – Funding Division surplus
Total revenue

19,347
123,699
372,674
155,040
13,349
684,109

19,211
122,825
370,039
153,944
5,078
671,097

18,607
118,966
358,413
149,107
5,896
650,989

Expenditure
Prevention services
Early detection and management services
Intensive assessment and treatment services
Rehabilitation and support services
Total expenditure

20,270
132,087
397,819
160,777
710,953

19,274
125,602
378,288
152,883
676,047

18,841
122,776
369,776
149,443
660,836

(26,844)

(4,950)

(9,847)

Surplus/deficit
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AUDITOR’S REPORT

INDEPENDENT AUDITOR’S REPORT
TO THE READERS OF MIDCENTRAL DISTRICT HEALTH BOARD GROUP FINANCIAL STATEMENTS
AND PERFORMANCE INFORMATION FOR THE YEAR ENDED 30 JUNE 2019
The Auditor-General is the auditor of MidCentral District Health Board Group (the Group). The Auditor-General has
appointed me, Melissa Youngson, using the staff and resources of Deloitte Limited, to carry out the audit of the
financial statements and the performance information, including the performance information for an appropriation,
of the Group on his behalf.
We have audited:



the financial statements of the Group on pages 37 to 77, that comprise the statement of financial position
as at 30 June 2019, the statement of comprehensive revenue and expense, statement of changes in
equity and statement of cash flows for the year ended on that date, and the notes to the financial
statements that include accounting policies and other explanatory information; and



the performance information of the Group on pages 20 to 36.

Qualified opinion – Our audit was limited due to the uncertainties associated with the calculation of
employee entitlements under the Holidays Act 2003
In our opinion, except for the matters described in the Basis for our qualified opinion section of our report:



the financial statements of the Group on pages 37 to 77:

o

o


present fairly, in all material respects:

-

its financial position as at 30 June 2019; and

-

its financial performance and cash flows for the year then ended; and

comply with generally accepted accounting practice in New Zealand in accordance with Public
Benefit Entity Reporting Standards; and

the performance information of the Group on pages 20 to 36:

o

presents fairly, in all material respects, the Group’s performance for the year ended 30 June
2019, including:

-

for each class of reportable outputs:




o

its standards of delivery performance achieved as compared with forecasts included
in the statement of performance expectations for the financial year; and
its actual revenue and output expenses as compared with the forecasts included in
the statement of performance expectations for the financial year; and

-

what has been achieved with the appropriation; and

-

the actual expenses or capital expenditure incurred compared with the appropriated or
forecast expenses or capital expenditure; and

complies with generally accepted accounting practice in New Zealand.

Our audit of the financial statements and the performance information was completed on 22 October 2019. This is
the date at which our qualified opinion is expressed.
The basis for our qualified opinion is explained below. In addition, we outline the responsibilities of the Board of
Directors and our responsibilities relating to the financial statements and the performance information, we comment
on other information, and we explain our independence.
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Basis for our qualified opinion
As outlined in note 14 on page 65, the Group has been investigating issues associated with the calculation of
employee entitlements under the Holidays Act 2003, as part of a national approach to remediate these issues. Due
to the nature of health sector employment arrangements, this is a complex and time consuming process and is yet
to be completed. The Group has estimated a provision as at 30 June 2019 of $9.411 million to remediate these
issues. However, until further work is undertaken by the Group, there are substantial uncertainties surrounding
the amount of its liability. Because of the work that has yet to be completed to remediate these issues, we have
been unable to obtain sufficient audit evidence to determine the appropriateness of the amount of the provision.
We carried out our audit in accordance with the Auditor-General’s Auditing Standards, which incorporate the
Professional and Ethical Standards and the International Standards on Auditing (New Zealand) issued by the New
Zealand Auditing and Assurance Standards Board. Our responsibilities under those standards are further described
in the Responsibilities of the auditor section of our report.
We have fulfilled our responsibilities in accordance with the Auditor-General’s Auditing Standards.
We believe that the audit evidence we have obtained is sufficient and appropriate to provide a basis for our
qualified opinion.
Responsibilities of the Board of Directors for the financial statements and the performance
information
The Board of Directors are responsible on behalf of the Group for preparing financial statements and performance
information that are fairly presented and comply with generally accepted accounting practice in New Zealand.
The Board of Directors are responsible for such internal control as they determine is necessary to enable them to
prepare financial statements and performance information that are free from material misstatement, whether due
to fraud or error.
In preparing the financial statements and the performance information, the Board of Directors are responsible on
behalf of the Group for assessing the Group’s ability to continue as a going concern. The Board of Directors are also
responsible for disclosing, as applicable, matters related to going concern and using the going concern basis of
accounting, unless there is an intention to liquidate the Group or there is no realistic alternative but to do so.
The Board of Directors’ responsibilities arise from the Crown Entities Act 2004, the New Zealand Public Health and
Disability Act 2000 and the Public Finance Act 1989.
Responsibilities of the auditor for the audit of the financial statements and the performance
information
Our objectives are to obtain reasonable assurance about whether the financial statements and the performance
information, as a whole, are free from material misstatement, whether due to fraud or error, and to issue an auditor’s
report that includes our opinion.
Reasonable assurance is a high level of assurance, but is not a guarantee that an audit carried out in accordance
with the Auditor General’s Auditing Standards will always detect a material misstatement when it exists.
Misstatements are differences or omissions of amounts or disclosures, and can arise from fraud or error.
Misstatements are considered material if, individually or in the aggregate, they could reasonably be expected to
influence the decisions of readers taken on the basis of these financial statements and the performance information.
For the budget information reported in the financial statements and the performance information, our procedures
were limited to checking that the information agreed to the Group’s statement of performance expectations.
We did not evaluate the security and controls over the electronic publication of the financial statements and the
performance information.
As part of an audit in accordance with the Auditor-General’s Auditing Standards, we exercise professional judgement
and maintain professional scepticism throughout the audit. Also:



We identify and assess the risks of material misstatement of the financial statements and the performance
information, whether due to fraud or error, design and perform audit procedures responsive to those risks,
and obtain audit evidence that is sufficient and appropriate to provide a basis for our opinion. The risk of not
detecting a material misstatement resulting from fraud is higher than for one resulting from error, as fraud
may involve collusion, forgery, intentional omissions, misrepresentations, or the override of internal control.
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We obtain an understanding of internal control relevant to the audit in order to design audit procedures that
are appropriate in the circumstances, but not for the purpose of expressing an opinion on the effectiveness
of the Group’s internal control.



We evaluate the appropriateness of accounting policies used and the reasonableness of accounting estimates
and related disclosures made by the Board of Directors.



We evaluate the appropriateness of the reported performance information within the Group’s framework for
reporting its performance.



We conclude on the appropriateness of the use of the going concern basis of accounting by the Board of
Directors and, based on the audit evidence obtained, whether a material uncertainty exists related to events
or conditions that may cast a significant doubt on the Group’s ability to continue as a going concern. If we
conclude that a material uncertainty exists, we are required to draw attention in our auditor’s report to the
related disclosures in the financial statements and the performance information or, if such disclosures are
inadequate, to modify our opinion. Our conclusions are based on the audit evidence obtained up to the date
of our auditor’s report. However, future events or conditions may cause the Group to cease to continue as
a going concern.



We evaluate the overall presentation, structure and content of the financial statements and the performance
information, including the disclosures, and whether the financial statements and the performance
information represent the underlying transactions and events in a manner that achieves fair presentation.



We obtain sufficient appropriate audit evidence regarding the financial statements and the performance
information of the entities or business activities within the Group to express an opinion on the consolidated
financial statements and the consolidated performance information. We are responsible for the direction,
supervision and performance of the group audit. We remain solely responsible for our audit opinion.

We communicate with the Board of Directors regarding, among other matters, the planned scope and timing of the
audit and significant audit findings, including any significant deficiencies in internal control that we identify during
our audit.
Our responsibilities arise from the Public Audit Act 2001.
Other Information
The Board of Directors are responsible for the other information. The other information comprises the information
included on pages 1 to 19 and 81 to 110, but does not include the financial statements and the performance information,
and our auditor’s report thereon.
Our opinion on the financial statements and the performance information does not cover the other information and
we do not express any form of audit opinion or assurance conclusion thereon.
In connection with our audit of the financial statements and the performance information, our responsibility is to read
the other information. In doing so, we consider whether the other information is materially inconsistent with the financial
statements and the performance information or our knowledge obtained in the audit, or otherwise appears to be
materially misstated. If, based on our work, we conclude that there is a material misstatement of this other information,
we are required to report that fact. We have nothing to report in this regard.
Independence
We are independent of the Group in accordance with the independence requirements of the Auditor-General’s Auditing
Standards, which incorporate the independence requirements of Professional and Ethical Standard 1(Revised): Code of
Ethics for Assurance Practitioners issued by the New Zealand Auditing and Assurance Standards Board.
Other than the audit, we have no relationship with, or interests in, the Group.

Melissa Youngson
for Deloitte Limited
On behalf of the Auditor-General
Hamilton, New Zealand
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Wāhanga 3

Arotakenga o Te Pae Hauora o Ruahine o Tararua me te Kāwanatanga

Section 3

Overview of MidCentral DHB and Governance
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GOVERNANCE STATEMENTS
Effective governance of a District Health Board requires a committed Board
and robust systems and processes. On the following pages, MidCentral DHB’s
governance practices are outlined.

Meet the Board
Dot McKinnon, Chairperson, QSM
Appointed Member
Commenced 2016
Dot is an Associate and Legal Executive in Moore Law, and has a keen interest in
health and local government. In addition to her role at MidCentral District Health
Board (DHB), Dot chairs Whanganui District Health Board; a position she has held
since 2013. MidCentral and Whanganui DHBs have worked together for many
years as the CentralAlliance – a collaborative approach in which Dot has been
closely involved and which aims to develop shared service arrangements between
the two DHBs to improve health outcomes for their communities.
Other community involvements include Chairperson for Wanganui Powerco Trust, a member of the
Health Practitioners’ Disciplinary Tribunal, and a member of the Health Sector Relationship
Agreement Committee. Dot’s career has spanned both public and private sectors including six years
as Whanganui’s deputy mayor, managing director of Kingsgate Hotel for 13 years, and a
polytechnic lecturer for seven years. She has also served on many community boards in education,
sports, art, and local business.
Committee membership: member of the Health and Disability Advisory Committee, Finance, Risk
and Audit Committee and Remuneration Committee.
Interests: Chairperson, Whanganui District Health Board; member, NZDHB’s National Executive;
member, Health Practitioners Disciplinary Tribunal; member, Health Sector Relationship Agreement
Committee; member, 20 DHBs (Central Region’s Technical Advisory Service); chairperson, Regional
Governance Group; board member, ESRG; part owner, Chardonnay Properties Limited; legal
executive, director and shareholder, Moore Law & Associates; and husband is Chairperson,
Whanganui Eyecare & Medical Trust.

Brendan Duffy, Deputy Chairperson, ONZM, JP
Appointed Member
Commenced 2016.
Horowhenua businessman, Brendan Duffy has been involved in local body
government for 21 years, having served as Mayor, Horowhenua District Council
from 2004-2016. During this time he was instrumental in establishing services for
children and youth as part of inter-sectoral initiatives with the DHB, Police, Child,
Youth and Family, Education and other government agencies.
Brendan was the vice president of Local Government New Zealand (LGNZ) for
three years, Chairperson of the Provincial Sector of LGNZ for six years and Chairperson of Zone 3
for LGNZ for six years. Brendan initiated the Lake Horowhenua Accord, led significant infrastructure
projects across the Horowhenua district including building the new council building, establishing Te
Takeretanga o Kura-hau-pō community centre in Levin and Te Awahou Nieuwe cultural and
community centre in Foxton, waste water and main street upgrades.
Committee membership: chairperson of the Finance, Risk and Audit Committee and Remuneration
Committee. Member of the Health and Disability Advisory Committee and Enable New Zealand
Governance Group.
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Interests: Local Government Commissioner; Trustee, Electra Trust; member, Ministry of the
Environment’s Environmental Legal Assistance Fund; and chairperson, Business Kapiti Horowhenua
(BKH).

Diane Anderson
Elected Member
Commenced 2001
Diane is an experienced board member with a strong background in governance,
and community and rural advocacy. As a current board and committee member,
she aims to uphold the principles of good governance at all times and ensure that
the district has access to quality health and disability services. She works to
ensure the sustainability of local health services for both today’s communities and
future generations.
Committee membership: Chairperson of the Enable New Zealand Governance
Group. Member of the Health and Disability Advisory Committee and Remuneration Committee.
Interests: nil.

Adrian Broad
Elected Member
Commenced 2013
Adrian has a close interest in local government and the health of the local
community. He is a Palmerston North City Councillor and is manager of the
Manawatu Horowhenua Tararua Diabetes Trust. Prior to this, he was chief executive
of Arohanui Hospice. He also served as a Hospice trustee.
Adrian’s other community involvements include steward at the Manawatu Racing
Club, chair of SuperGrans Manawatu, a member of St Matthews Anglican Church,
and a volunteer host for the NZ Rugby Museum.
Committee membership: member of the Health and Disability Advisory Committee and the Enable New
Zealand Governance Group.
Interests: Councillor, Palmerston North City Council; and trust manager, Manawatu Horowhenua
Tararua Diabetes Trust.

Barbara Cameron
Appointed Member
Commenced 2013
Barbara’s background is in local government, funding distribution, organisational
governance, public health and education. Currently, Barbara is a fifth term Councillor
on Manawatu District Council. Participating fully on Council business Barbara also
serves on the Community Funding Committee, District Licensing Committee, and the
Manawatu District/Palmerston North City Joint Strategic Planning Committees.
Barbara has served as a trustee on Arohanui Hospice Service Trust (8 years), Eastern
& Central Community Trust (12 years) and, Palmerston North Boys High School Board of Trustees (9
years). Barbara is a current trustee of St Dominic’s Charitable Trust and current member of the
Rotary Club of Makino, Feilding.
Barbara affiliates to Ngāti Kahungunu ki Wairarapa and Whānau-ā-Apanui.
Committee membership: member of the Health & Disability Advisory Committee.
Interests: Councillor, Manawatu District Council; member, Manawatu District Licensing Trust;
member, Ministry of Social Development’s Community Response Forum; and board member, Sport
Manawatu.
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Ann Chapman, MNZM, JP (Rtd)
Elected Member
Commenced 2000
Ann has a clinical background, and continues her interest in Ōtaki community
health, after being the founding member and Chairperson of the Ōtaki Community
Health Trust.
Ann was involved in local government for over 18 years, serving as a
Councillor/Deputy Mayor on the Kapiti Coast District Council. She is a JP (retired)
and was awarded a MNZM in 2008.
Committee membership: member of the Finance, Risk and Audit Committee,
Remuneration Committee, and the Health and Disability Advisory Committee.
Interests: part owner, Ōtaki Mail; member, Ōtaki Community Health Trust; son is an employee,
Gen-I; grandson is a contractor to the Central Region’s Technical Advisory Service; and daughterin-law an employee, Spark.

Michael Feyen
Elected Member
Commenced 2016
A self-employed businessman, Michael has a long-held interest in local politics. He
was elected Mayor, Horowhenua District Council in October 2016, and prior to this
was a Councillor representing the Kere Kere Ward and a member of the Foxton
Community Board. His first involvement in local government was as a Councillor,
Palmerston North City Council.
Michael has worked across many sectors. He has worked as an electrician and a
policeman, and ran his own staff development and events business for 18 years. Michael has a social
work degree (BSW(Hons)) (1st class) from Massey University and was awarded a Massey scholarship.
Michael resides in Foxton and enjoys the beach environment and time with his family. Establishing
clean water-ways for future generations remains a key focus for Michael, as well as relationships with
Iwi.
Committee membership: member of the Health and Disability Advisory Committee.
Interests: Mayor, Horowhenua District Council.

Nadarajah Manoharan (Mano), MNZM
Elected Member
Commenced 2013
Practising as an Ear, Nose and Throat Surgeon, Mano has worked in the New
Zealand health services for 40 years; the initial 10 years practising in Whanganui
and the following 30 years in Palmerston North, working in both the public hospital
and in private practice. He currently maintains a private practice. Mano developed
the ENT departments at Whanganui Hospital and Palmerston North Hospital and
held senior medical roles as medical head and clinical director. Mano is an active
member of the Surgical Educators of the Royal Australasian College of Surgeons and has taken part in
educational activities for many years.
Committee membership: member of the Health and Disability Advisory Committee and the Finance,
Risk and Audit Committee.
Interests: educator, Surgical Educators of the Royal Australasian College of Surgeons; owner, private
otorhinolaryngology practice, Palmerston North; and wife is facility manager, Aroha Ultimate Care
(part of the Ultimate Care Group Ltd).
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Karen Naylor
Elected Member
Commenced 2010
Karen is a Registered Nurse, who has worked at the Palmerston North Hospital for
23 years. She is currently working in the women’s health service. Karen is an
active New Zealand Nurses Organisation workplace delegate, and is on the New
Zealand Nurses Organisation board.
Karen is a Palmerston North City Councillor, and trustee of the Pascal Street Community Trust.
Committee membership: chairperson, Health and Disability Advisory Committee and member of the
Finance, Risk and Audit Committee.
Interests: employee, MidCentral District Health Board; member, workplace delegate and board
member, New Zealand Nurses’ Organisation; and Councillor, Palmerston North City Council.

Oriana Paewai
Appointed Member
Commenced 2015
Oriana is the chief executive of Rangitāne o Tamaki nui a Rua Inc based in
Dannevirke. She became involved in the health sector in 2001 when she joined
MidCentral DHB’s Public Health Service as a Health Promotion Advisor. Shortly after,
she was appointed Māori Health Manager for MidCentral Health and in 2006 moved to
the role of Health Manager, Te Kete Hauora o Rangitane (health and social service
provider under Rangitane o Tamaki nui a Rua).
Oriana represents her Iwi on many organisations, including Manawhenua Hauora which she currently
chairs.
Committee membership: member, Health and Disability Advisory Committee.
Interests: Chief Executive, Rangitāne o Tamaki nui a Rua; member, Te Rūnanga o Raukawa
Governance Group; Chairperson, Manawhenua Hauora; co-ordinating chairperson, Te Whiti ki te Uru;
trustee, Tararua Hauora Services Charitable Trust; member, Central Primary Health Organisation’s
alliance leadership team; member, Feilding Health Care’s clinical governance group; member,
Manawatu District Council’s Ngā Manu Tāiko; member, Te Ohu Auahi Mutunga’s governance board;
member, Before School Checks Collective; committee member, Ngā Kaitiaki o Ngāti Kauwhata Inc;
member, Te Tihi o Ruahine Whānau Ora Alliance; and board member, Cancer Society Manawatu.

Barbara Robson, MNZM
Elected Member
Commenced 2001
Barbara's background involves consumer and community health advocacy, and
dental nursing. She is involved in a number of national health committees,
providing a consumer perspective.
Committee membership: member of the Health and Disability Advisory Committee
and the Finance, Risk and Audit Committee.
Interests: co-convenor; Federation of Women’s Health Councils Aotearoa NZ (Inc); board member,
Kind Hearts Trust; consumer representative, Medicines Review Committee; member, Ministry of
Health’s Electronic Oral Health Record Design Group; and daughter is an employee of Ernst & Young.
*Enable New Zealand Governance Group ceased operation on 30.11.18.
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The Role of the Board
The role and functions of the Board are broadly determined by the obligations as set out in
legislation under which District Health Boards were established – the New Zealand Public
Health and Disability Act 2000, and the subsequent amendments including the New Zealand
Public Health and Disability (Planning) Regulations 2011, and the Crown Entities Act 2004.
The role and functions of the Board include:
 planning and purchasing health and disability services for the population of MidCentral’s
district
 providing, or arranging for the provision of, health and disability services for its
communities. These services include: medical, surgical, women’s health, child’s health,
elder health, disability support, mental health, public health and related support services,
and
 governing the District Health Board
 delegating management of the District Health Board to the Chief Executive Officer
 approving major strategic and policy documents, including the Strategic Plan, Annual Plan,
capital expenditure plan and operational budgets
 considering recommendations on key health and disability service issues, such as the
findings of the health needs assessments and subsequent funding investment plan
 maintaining and developing an effective working relationship with Manawhenua Hauora, its
Iwi partner
 monitoring the implementation of the Annual Plan and budget, and ensuring all measures
and initiatives are successfully achieved
 monitoring the operating performance of the DHB
 ensuring the District Health Board acts legally and responsibly on all matters, and
 appointing, evaluating and remunerating the performance of the Chief Executive Officer.
The District Health Board has three statutory committees, being the Community and Public
Health Advisory Committee, the Disability Support Advisory Committee, and the Hospital
Advisory Committee. These committees work together, operating as the Health and Disability
Advisory Committee.
The DHB also has a Finance, Risk and Audit Committee and Remuneration Committee. The
role of the Remuneration Committee was increased during the year, and the Committee now
has oversight of the DHB’s overarching Remuneration Policy and the remuneration strategy for
staff employed in individual employment contracts
An Enable New Zealand Governance Group was in place to monitor the performance of Enable
New Zealand, a division of the DHB. This committee was wound up on 30 November 2018,
with oversight of Enable New Zealand now being carried out by the Health and Disability
Advisory Committee
These committees and their principal functions are outlined below.

The Finance, Risk and Audit Committee









Ensures appropriate reporting processes are in place to monitor the DHB’s financial and
commercial affairs
Monitors the overall financial performance of the DHB, including capital expenditure
Ensures quality improvement at a system level is monitored
Ensures there are integrated systems of governance to actively manage patient safety and
quality risks
Monitors and reviews the identification, assessment and prioritisation of enterprise risk,
including elimination or mitigation of risk
Provides assurance that all audit processes required by statute are completed, and that
there is an effective internal control environment and assurance programme in place
Ensures all issues identified by audit are appropriately remedied and contribute to ongoing
business improvement
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Ensures the DHB is complying with all relevant statutory, regulatory and policy obligations
Reviews and advises on aspects of the DHB’s annual plan and budget related to risk,
finance, safety and quality.

The Health and Disability Services Advisory Committee












Advises on the needs, including the disability needs, of the district and priorities for funding
Leads the development of strategies and plans to enable better health outcomes and better
health care, and to advance the DHB’s vision and strategic framework
Ensures the DHB’s strategies and plans are focused on achieving equity of outcomes
Ensures the DHB’s service interventions and policies maximise overall health gain
Ensures the DHB’s disability support services and policies promote the inclusion and
participation in society, and maximise the independence of people with disabilities
Ensures consumers and/or carers are supported to actively participate in improving the
patient experience and patient health outcomes
Promote and encourage people and whānau to manage their own health and wellbeing
Support and foster whole-of-system changes for the planning, planning and delivery of
health and disability services
Support and encourage partnership and inter-sectoral involvement in planning
Monitors the financial and operational performance of service clusters and hospitals of the
DHB, and assesses strategic issues relating to these.

Remuneration Committee






Provides advice on employment matters relative to the Chief Executive, including
recruitment, conditions of employment, and remuneration.
Monitors the performance of the Chief Executive
Considers the DHB’s Remuneration Strategy, Policy and Annual Remuneration Parameters
for staff employed on Individual Employment Agreements (IEAs)
Considers any recommended changes to the remuneration packages for the Chief
Executive’s direct reports that exceed the IEA parameters.

Board and Committee Membership
There are 11 Board members, who collectively possess a broad range of skills, knowledge and
experience. Seven of these members are elected through the triennial local government
elections, and four are appointed by the Minister of Health. In making the appointments, the
Minister ensures any skills gaps are met, including a minimum of two Māori Board members.
The election term is for three years. The current Board took office on 5 December 2016.
Transitional arrangements were put in place to ensure a smooth transition from the outgoing
to the incoming Board. The next DHB election is to be held in October 2019, linked to the local
body election process, and the new Board will take office on 9 December 2019.
Membership of the Board’s committees is reviewed three-yearly. Board members make up the
majority of committee members, and the Board uses its legislative power to appoint additional
members to assist each Committee to carry out its role. The three-year appointment term of
external committee members has been timed to commence one year after the election of
Board members to enable continuity of governance through the DHB election process. Board
membership of the Committees is reviewed as part of the triennial board election process.
External committee members during 2018/19:
Health and Disability
Advisory Committee

Finance, Risk and Audit
Committee

Enable New Zealand
Governance Group

Vicki Beagley
Anne Kolbe
John Waldon

Tony Hartevelt
Anne Kolbe

Ewen Kirkcaldie
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Board and Committee Member Attendance
Board and committee member attendance for 2018/19 is set out in the following lists the name of
the board and committee meetings, with the number of meetings held noted in parentheses.
Board

(8 meetings)

FRAC

Finance, Risk and Audit Committee (8 meetings)

HDSAC

Health and Disability Services Advisory Committee (8 meetings)

ENZGG

Enable New Zealand Governance Group (2 meetings)

Rem

Remuneration Committee (2 meetings)

Board Members
Anderson, D
Broad, A
Cameron, B
Chapman, A
Duffy, B
Feyen, M
Manoharan, N
McKinnon, D
Naylor, K
Paewai, O
Robson, B
Committee Members
Beagley, V
Hartevelt, T
Kirkcaldie, E
Kolbe, A
Waldon, J

Board

HDSAC

7
8
8
7
8
8
7
8
7
8
8

7
8
8
6
5
6
4
7
7
8
8

FRAC

Rem

ENZGG

2

2
2

7
8

2
2

6
8
7

2

2

7

7
8
2
3
5 (of 5)

6

(commenced Nov 18)

Cook, K (CEO)

2

Ministerial Directions
Under Section 151(1)(f) of the Crown Entities Act 2004 ("the Act"), the DHB is obliged to state
in its Annual Report any new direction1 given to it by a Minister in writing under any enactment
during that financial year, as well as other such directions that remain current. There were no
new Ministerial Directions in the 2018/19 year, but the following Directions remain relevant:


The 2011 Eligibility Direction issued under s.32 of the NZ Public Health and Disability Act
2000



The requirement to implement the New Zealand Business Number (NZBN) in key systems
by December 2018, issued in May 2016 under s.107 of the Crown Entities Act



The direction to support a whole of government approach issued in April 2014 under s.107
of the Crown Entities Act. The three directions cover Procurement, ICT and Property and
the former two apply to DHBs



The direction on the use of authentication services issued in July 2008, which continues to
apply to all Crown agencies apart from those with sizeable ICT business transactions and
investment specifically listed within the 2014 direction.

1 "Direction" is defined in the Act as "a direction given by a Minister under this Act or the entity’s Act to
an entity or to a member or employee or office holder of an entity (for example, a direction on
government policy, a direction to perform an additional function [issued under section 112 of the Act], or
a direction relating to the entity’s statement of intent).
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BEING A GOOD EMPLOYER
MidCentral DHB continues to implement its strategy that builds on the significant achievements
of previous years. Our new executive leadership structure is now in place and our services
have been organised into a number of cluster groups to deliver on our strategy through an
integrated service model.
Our People Strategy which has recently been refreshed supports our strategic direction, vision
and values. This plan outlines the work environment we seek to provide for our people to
enable them to be successful in their roles, and in their careers, and to maximise the
contribution our people make as a key enabler to the achievement of our People Strategy.
MidCentral DHB takes its role as an employer seriously and invests a lot of resources and time
into our people – both on a group and individual basis. A staff engagement survey undertaken
in the 2018 year has helped to inform the refresh of the People Strategy.
We are committed to working with Māori to build strong, connections with whānau, hapū and
iwi to bring about quality living, healthy lives, and well communities, whilst leading the way in
achieving equitable health outcomes for our Māori population. We will also be open to new
ways of doing things, and embed kaupapa to participate fully in whole of Māori health issues in
our community.
As a DHB we are actively promoting a shift towards inclusivity in our employment practices
and workplace culture. We continue to actively support staff networks that represent diversity
and minority groups to lead programmes and initiatives in this space and we run a range of
events and promotional activities centrally each year.
Key measures around our workforce are closely monitored, and the DHB works in partnership
with unions and staff to continue to improve our working environment.

Workforce profile
Over 2,600 people work for MidCentral DHB equating to 2,331 full time equivalents (FTEs).
The majority of these people work in one of the health professions. The profile of our staff is
set out below.
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Ethnicity Profile
NZ European
NZ Māori
European
Pacific
Asian
Other
Not Stated

FTEs

Age Profile

1305.95
201.24
165.04
39.73
284.86
185.31
148.88

Disability Profile
Yes
Not stated

FTE

15 – 19
20 – 24
25 – 29
30 – 34
35 – 39
40 – 44
45 – 49
50 – 54
55 – 59
60 – 64
65 – 69
70+
Unknown

1.6
99.34
269.08
266.16
219.03
216.29
257.83
263.18
332.03
263.74
114.63
26.91
1.2

Head
Count
2
113
295
307
259
255
297
305
377
304
142
34
2

Good Employer Policies and Practices
There are seven elements to being a good employer and these are set out on the following
pages, identifying some of the work we’ve done in these areas over the 2018/19 year.

1

Leadership, accountability and culture

MidCentral DHB’s Strategy
MidCentral’s Strategic Framework is supported by our organisational development plan, which
sets out a clear vision and programme of work for the next three to five years to create the
required work environment for our people, focused on the following key themes.


A positive and productive working environment, driven by a values based, patient centred
culture



Credible, capable and engaged leadership that is strongly connected with the teams they
lead



A sustainable workforce that meets both current and future capability and capacity needs,
and is reflective of the communities we serve



A capable, accountable, empowered and supported workforce, where diversity is supported
and embraced



Working together, better and smarter to drive system-level improvements in healthcare.

When developing our People Strategy we also used the wealth of information derived from the
staff safety culture surveys and from other workshops and forums held with staff, including
engagement with our union partners.
Our new executive leadership stewardship structure is in place and our services have been
organised into a number of cluster groups to deliver on our strategy through an integrated
service model across the health care system. Most of our senior clinical leaders have attended
a specific leadership programme.
Acknowledgement of Māori Culture and tikanga also influences how we engage, work and
practice within our organisation. We will ensure that we uphold the Treaty of Waitangi through
developing Māori employee experiences and the recognition of Māori aspirations and
mātauranga Māori whānau centred culture as an enabler to influencing and creating positive
outcomes and Māori employee. Cultural identity access to te Ao Māori will be enhanced
through our commitment to standing up to racism within our organisation. We will ensure that
all employees have the support and tools required to feel cultural confident.
MidCentral District Health Board
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Transformational Leadership Programme
Over the past year, two further transformational leadership programmes were held. This
programme focuses on participants gaining:


an understanding of their leadership style and that of others



how to develop and execute a shared vision and strategy



how to lead transformational change by mobilising others to join and be part of planned
change



the mechanics and dynamics of team leadership and team performance



the role of improvement in reducing waste and variation

Participants report that the tools and techniques they have gained from the programme have
been valuable, practical and that they have applied these back in their working environment.
We also held another of our first level leadership development programmes during the year
which was very well received by those attending.
Four of the Leading an Empowered Organisation programmes were also held during the year.
This was predominately attended by our nursing and midwifery staff and is part of MDHB’s
strategy for preparing nurses and midwives to be more fully involved in the running of our
organisation and to lead their clinical teams.

Ngā Manukura o Apopo
Māori nurses have been supported to attend and have graduated Ngā Manukura o Apopo and
Kurawaka a Māori Nursing and Midwifery nursing Leadership programme held at
Turangawaewae Marae. Ngaruawahia. These Māori Leadership programmes were wananga
based at look at growing the skills and leadership capabilities through a mātauranga a Māori
worldview. There is a commitment to clinical leadership and supporting the professional
leadership as tomorrow’s leaders.

Formal Policies and Procedures
Equal employment opportunities policy
Disclosure of serious wrongdoing policy
Organisational Koha Policy
Code of conduct (MidCentral DHB’s shared approach to work principles, and, State Services
Commissioner’s standards of integrity and conduct)
Confidentiality policy
Fraud awareness policy

MidCentral DHB Response
MidCentral DHB’s People Strategy
MidCentral DHB’s Kaimahi Ora, Whānau Ora Māori Health Workforce Development Strategy
and Implementation Plan 2017 – 2022
Te Wao Nui a Tāne–Pu Rongoa overarching mātauranga Māori approach to organisational
strategy and structures
Clinical governance structures (DHB-wide, primary, and secondary)
Consumer and Clinical Councils providing an independent perspective on health services have
been established
Professional leadership structure, including professional advisory roles and reference groups
Clinical leadership framework for MidCentral DHB
Clinical management partnership structure within MidCentral DHB
Leadership development programmes (MidCentral DHB and joint DHB/Central Primary Health
Organisation)
Treaty of Waitangi training
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Cultural Competency in Practice workshops
MidCentral DHB Bicultural Model of Care
Emerging leadership programme
Leadership coaching in place
Combined union/management meetings with a partnership focus – work plan in place
Commitment to Equal Employment Opportunities – member of the Diversity Works NZ
Employer Group
Human Resources Manual (on-line)
Human Resources update “blog” for team leaders
Regular staff forums and workshops
Consultation with staff over major service changes
Clinical leadership of major projects, such as clinical networks
Clinical leadership forms part of the Chief Executive Officer’s and senior management’s
performance measures
Internal communication framework, including forums, staff newsletters, and updates
Regular reporting to Board regarding workforce plans and progress being made

2

Recruitment, Selection and Induction

During 2018/19 we continued to have low vacancy levels across most health professional
groups. However, like most DHBs we are experiencing difficulties in recruiting to some
positions, for example, Radiologists, Psychiatrists, and Midwives. We are undertaking targeted
recruitment initiatives and have been successful in making offers to some of these positions
and have secured locums where possible to cover roster gaps. We have also implemented
other initiatives, for example, Teleradiology. We also work closely with our Central Region DHB
partners and Health Workforce New Zealand in implementing the workforce programme
outlined in the Central Region’s Regional Services Plan.

A Workforce to Match Population
During the year MidCentral DHB participated in a number of “careers” fairs and held our own
Careers day on site which promoted health as a career to school students. This is part of our
initiative to raise the profile of MidCentral DHB and health as a career for students.

Hauora Māori
Our Kaimahi Ora, Whānau Ora Māori Health Workforce Development Strategy and
Implementation Plan is in place which informs, guides and supports the active recruitment,
retention and competence of Māori and non-Māori staff across the district. This will lead to
improved health outcomes for Māori Whānau by creating culturally responsive and engaging
environments.
Pae Ora Paiaka works in partnership with Kiaora Hauora to actively engage Rangatahi/youth
into health as a profession. In 2018/19 a summer internship was undertaken of which three
Rangatahi worked alongside Pae Ora and other MDHB health professionals to enable them to
experience and gain networks and knowledge with the health community. This program
enabled the recipients to experience healthcare first hand and to truly experience what it there
future may hold.
Pae Ora actively supports staff new to the organisation to participate in the DHB’s Powhiri
process alongside Pae ora Tikanga and Cultural Facilitators. Following on from this staff are
supported to learn about equity and have the opportunity to visit Te Whare Rapuora, the
onsite marae style accommodation for whānau, where they are supported to understand how
the Pae Ora Whānau Care team works alongside and ensures that whānau and staff can be
supported while at MidCentral DHB.
MidCentral District Health Board
ANNUAL REPORT 2018/19

Page | 92

Nursing and Midwifery
We have developed and are implementing our Nursing and Midwifery Workforce Plan and our
Nursing and Midwifery Recruitment and Retention Plan. Both these plans are to ensure that
the DHB has a nursing and midwifery workforce that is reflective of our community
demographics, is sustainable, highly qualified and appropriately credentialed so that we can
respond to the changing needs of our communities.
Pae Ora partners with Nga Manu Teka – Education and Practice Development team to support
the recruitment centre for NETP and NESP recruitment process by ensuring that those who are
participating in this process are welcome using a mihi whakatau process. Pae Ora are active
participants in supporting and enabling the recruitment of Māori graduates to MidCentral DHB.

Formal Policies and Procedures
Nursing and Midwifery Recruitment and Retention Plan
Kaimahi Ora, Whānau Ora Māori Health Workforce Development Strategy and Implementation
Plan 2017 - 2022
Recruitment/appointment policy
Appointment of honorary staff policy
Orientation policy
Core skills policy
Child/young person abuse and/or neglect ‘child in need’ policy – pre-employment screening
procedures for safety checking of newly employed or engaged core and non-core children’s
workers, in accordance with the Vulnerable Children’s Act

MidCentral DHB Response
Participation in local Manawatu careers events
MidCentral DHB Careers in Health days (annual) for secondary school students
Visiting schools within MidCentral DHB’s district to talk about careers in health
Training placement site for Universal College of Learning (UCOL) and Massey University
students: nursing, midwifery, social work, clinical psychology and medical radiation therapy.
Nursing and midwifery entry to practice programme
Midwifery education grants
On-line recruitment available
Internal recruitment bulletin on-line
Administration recruitment assessment tools
Recruitment and selection education programmes
Medical Administration Unit – a one-stop-shop for medical recruitment and support to Resident
Medical Officers and Senior Medical Officers
Medical Recruitment Consultant provides on-boarding
Nursing recruitment coordinator provides on-boarding, specifically for nursing and midwifery
Central resource of promotional material
MidCentral DHB orientation programme and powhiri
Targeted overseas recruitment drives for shortage specialties
Accredited training hospital for first year house officers and registrars in most specialties
General practice rotations for Resident Medical Officers
Outreach site for University of Otago Wellington Clinical School providing clinical placements
for final year medical students
Physiotherapy Clinical Hub (in conjunction with University of Otago) to provide clinical
placements for final year physiotherapy students
Family Violence Intervention training for all MidCentral staff working with children and women
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3

Employee Development, Promotion and Exit

Over the past year MidCentral DHB held approximately 615 internal education sessions that
were attended by over 3000 staff members (some staff attend more than one session). In
addition the DHB supports external education and development. To ensure fairness and equity
across the DHB there is a centralised approval process in place for each professional group.
MidCentral has also implemented an on-line education and development portal and are
increasing the numbers of programmes on this site. These on-line programmes are well
utilised by our staff.
Senior Medical Officers are able to take sabbatical leave for the purposes of strengthening or
acquiring clinical knowledge or skills.
Throughout the year, staff leave to take up new roles, go overseas, move location, or retire.
Exit interviews are offered to all staff so that we can learn what they liked or didn’t like about
working at MidCentral. This information is very useful and used to improve the working
environment for our current staff. We have an Alumni programme in place to keep connected
with past employees.

Building Resilience
MidCentral DHB’s building resilience and managing stress workshops have continued to be very
well received with those attending saying they can apply their learnings to their home and
working lives.

Communication
The communication education sessions continue to be very well attended. These three
communication modules which build on each other can be attended separately or as a series.
Due to demand, extra courses have been put in place. All MidCentral DHB staff are eligible to
attend and the sessions are appropriate to all staff. Excellent feedback has been received from
those attending these sessions including staff giving examples of how they have put their
learnings into practice.
The programme “Keeping Safe at Work” which was targeted specifically to frontline staff who
may deal with aggressive or other behaviours has been well attended as has the programme
“Delivering Excellence in Customer Service” and “Defusing Challenging Situations”.

An eLearning Platform
Our eLearning platform Ko Awatea is well utilised by our staff and we are steadily increasing
the modules on the site. This enables staff to complete education and development at a time
which is suitable for them, rather than attending a face-to-face session. MDHB employees
completed 5111 programmes on our eLearning site.

Cultural Responsiveness and Treaty of Waitangi
Māori cultural responsiveness is a MDHB priority to ensuring we address inequity of health
service provision and therefore achieve equitable health outcomes for Māori as promised by
the Te Tiriti o Waitangi. Our approach is to support staff through effective appropriate training
opportunities to create self-confidence and competence in Māori Cultural best practice and give
guidance to where more appropriate solutions may be found outside the staff/service capacity
or capability.
The Treaty of Waitangi in Health workshop has been specifically tailored to our organisation
and the geographic area of which we are responsible to, the workshop creates a consistent
foundation of knowledge for all staff relevant to the context of today. The Cultural
Responsiveness in Practice workshop gives practical application of the Treaty of Waitangi in
Health in settings relevant to individual staff environments and work.
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Formal Policies and Procedures
Performance management policy
Core skills policy
Continuing education/professional development/sabbatical leave policy
Management of staff surplus policy
Retirement/farewell functions policy
Credentialing of senior medical and dental officers policy

MidCentral DHB Response
People Strategy
Regional post graduate training hubs
On-line exit interviews
Alumni programme
Professional development and recognition programme (PDRP) accredited by the New Zealand
Nursing Council
Accredited medical training institution
MidCentral DHB internal education and development programme
Cultural responsiveness education
Treaty of Waitangi education
Education and development steering group
Performance management education programmes
Customer service and communication sessions
Building resilience and management stress sessions
Defusing Challenging Situations
Delivering Excellence in Customer Service
Dedicated recruitment advisors (nursing and medical)
On-site library facility
Yourself portal (direct staff access to their education and development information)
Education/development fund for all major staff disciplines
Centralised process in place for external education and development approval – ensures
fairness and equity across MidCentral DHB

4

Flexibility and Work Design

The vast majority of MidCentral DHB’s staff work in a 24/7 environment and this provides
greater scope for us to agree work hours and shifts that suit their personal situation while at
the same time delivering care on a 24/7 basis. Just over 40 percent of our employees work
part time.
MidCentral DHB’s Flexible Working Arrangements guideline provides a transparent and
consistent approach across the organisation and provides the opportunity for employees to
request flexible working arrangements.
Good progress is being made as MidCentral DHB continues to implement the Care Capacity
Demand Management programme which is a set of tools and processes that assist in matching
care with patient demand.
The move to a wireless campus is also having a positive impact. More staff are being equipped
with mobile devices which gives them much more flexibility to manage the administrative part
of their job.
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A vast proportion of written communication is now electronic and the ability to stay on top of
this without having to return to the work station in their office makes a huge impact for many
staff, both clinical and non-clinical.

Care Capacity Demand Management (CCDM)
The CCDM programme continues to be rolled out across our nursing workforce with plans in
place to implement for midwifery as soon as possible. The goal of CCDM is quality patient
care, quality work environment and best use of health resources. A CCDM Governance Council
led by the Executive Director Nursing and Midwifery is in place to oversee the programme.
Our union partners are part of this. The results of CCDM inform the FTEs required for our
nursing workforces that have implement the programme.

Integrated Operations Centre (IOC)
Our IOC is now in place and is an enabler to our clusters with responsibility for delivering dayto-day facility management (including 24 hour cover and on call management), patient flow
and bed management support to all clusters.

Formal Policies and Procedures
Work and family policy
Impaired staff policy

MidCentral DHB Response
Rostering module
Implementing care capacity and demand management programme – good progress is being
made
Flexible work guidelines
Rostering guidelines
Nursing staff bureau (enables flexible working arrangements)
Releasing time to care, and, productive ward programmes
Investing in digital technology, including iPads and phones
Web-based collaboration sites for staff enabling local and inter-organisational collaboration

5

Remuneration, Recognition and Conditions

Leave management
The focus continues to be on reducing annual leave balances to allow our employees the
opportunity for rest and recreation, and to enjoy regular breaks from the workplace.
The number of staff with accrued annual leave balances in excess of a two year entitlement is
reducing slowly. While progress is being made it is acknowledged that this is taking longer
than expected to achieve.
We have taken numerous steps to address our high leave balances, for example, specific
reporting has been introduced to assist managers monitor and manage leave, leave
management plans are in place for those staff with high leave balances. Where appropriate
temporary staff will be recruited to enable leave to be taken.
We are taking a “wellness” approach to supporting staff when sick leave usage is higher than
usual.
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Employment Agreements
The majority of staff (93%) have terms and conditions covered by transparent multi-employer
collective agreements (MECA) which ensure consistency and relativity of remuneration and
conditions across the NZ public health sector. For those on individual employment agreements
(IEAs), the annual review is based on external market data and is in line with the
Government’s Expectations for Pay and Employment. Job size is determined using a job
evaluation methodology. Ministry of Health support for both MECA and IEA strategies is
secured.

Formal Policies and Procedures
Annual leave policy
Management of employee absences policy
Bereavement/tangihanga leave policy
Casual employment policy
Leave without pay policy
Superannuation policy

MidCentral DHB Response
Individual employment contracts (reviewed annually)
Multi-employer collective agreements
Nurses prize giving
Annual Christmas function held for staff
Professional work days recognised, such as international nurses’ day, administration
appreciation day
‘Yourself’ portal, providing staff direct access to their remuneration information

6

Harassment, Bullying and Unacceptable Behaviour Prevention

MidCentral DHB seeks to create an environment where our values (compassion, courage,
respect, and accountability) define and drive the way we conduct ourselves, the way we
interact with our patients, their families and carers, other healthcare providers, other key
stakeholders, and with each other. We are committed to taking action to improve the work
environment for our people and acknowledge that this will require investment and courage to
achieve. Key strategies to support this are contained in our People Strategy. MidCentral
DHB’s Preventing Unacceptable Behaviour, Harassment and Bullying policy, and Code of
Conduct gives guidance to employees on the standards of performance and conduct required,
and employees are expected to uphold the Shared Approach to work principles.

Quality and Safety in our Workplace
We are embarking on a programme to strengthen quality and safety in our workplace. The
programme will address behaviours which undermine quality and safety and will enable all
staff to feel comfortable in speaking up and support our values of being compassionate,
courageous, respectful and accountable. We are partnering with an external organisation to
implement these programmes which:


support our values and address individual behaviours that undermine these



have been developed by clinicians



build a high-performance culture of safety and reliability

Over 80 percent of our employees have attended education sessions.
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Employee Assistance Programme
MidCentral DHB continues to offer an independent Employee Assistance Programme (EAP) to
all staff. This is provided free-of-charge and staff can self-refer, or can be referred (formally
or informally) by their manager. EAP is well utilised by our staff. The majority of referrals are
for personal issues, such as relationships, anxiety and family.

Formal Policies and Procedures
Shared approach to work principles policy
Speaking up for Safety and Promoting Professional Accountability Programme Policy and
Guidelines
Preventing unacceptable behaviour, harassment and bullying policy
Code of Conduct Policy

MidCentral DHB Response
People Strategy
Speaking up for Safety Programme
Employee assistance programme (EAP)
Process for escalation of issues
Team development programme
Designated support people for all major professional groups (medical, nursing, allied health,
clerical, midwifery)
Occupational health and safety unit
Human resource department

7

Safe and Healthy Environment

MidCentral DHB seeks to provide an environment that ensures the health, safety and wellbeing
of its staff, visitors, patients and other organisations and contractors. It aims to build a culture
where all employees feel that their contribution is valued and appreciated. In doing this we
comply with the requirements of the Health and Safety at Work Act 2015, and demonstrate
our commitment to providing a work environment that is free from harm. We have a focused
health and safety strategy that provides a framework to achieve the highest standards of work
health, safety, health prevention and wellbeing.
In consultation with our Union partners, our staff and other key stakeholders, our Health and
Safety Strategy and Plan sets the direction to achieve


Improve Governance, Leadership and awareness of workplace health, safety and wellbeing
that supports a positive safety culture across all areas of the DHB



Improve staff engagement on matters related to Health and Safety



Develop and implement meaningful initiatives and programmes to prevent harm and
promote health and safety in the workplace

Some of the key initiatives undertaken to strengthen our safety culture are:


We have revised our Worker participation agreement with our union partners



Strengthened our reporting to the Board and Board Committees



Introduced health and Safety awards



Increased the visibility of our Board and Senior management by introducing structured
quality and safety walk-arounds



Provided a platform to connect all Health and Safety committees

Progress against our Health and Safety plan is analysed and appropriate action taken when
needed.
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As part of our People Strategy, MidCentral DHB has recognised the importance of creating a
supportive and inclusive workplace environment for staff who are part of diversity and minority
groups. We are actively promoting a shift towards inclusivity in our employment practices and
workplace culture. We continue to actively support staff networks that represent diversity and
minority groups to lead programmes and initiatives in this space and we run a range of events
and promotional activities centrally each year. Education for staff that supports cultural
competence and LGBTQ+ inclusivity continues to be delivered regularly and accessible online
modules are being developed by MDHB staff that will be shared with DHB’s nationally once
complete.

Health and Wellbeing
MidCentral DHB is very proud of its healthy staff programme, which offers a range of activities
and benefits to all staff, for example:


A website “Tracksuit-inc” is available through which staff and their families are able to
complete an initial health assessment, participate in health challenges and access health
articles, discount offers, upcoming events, competitions, and spot prizes. The aim is to
make it easier for staff to access information on their health and provide them with
resources to make a lifestyle change if they choose.



We continue to roll-out of MidCentral’s Next Steppers six week fitness programme. Rollouts were held in 2018/19 and over 250 staff took part. This programme encourages
participants to bike, cycle, swim or dance their way around New Zealand. This is the tenth
roll-out over the past years and over 1750 staff have taken part in the programme.



MidCentral’s Staff at MidCentral Advantage Scheme (SMASCH) continues to be developed
and is very well received by staff. A good number of new organisations continue to join the
scheme.



As part of valuing our staff an end of year functions is held. This provides the opportunity
for recognising and acknowledging the work of our staff. These functions are very well
received by all.

MidCentral’s Occupational Health and Safety team is very active in ensuring the needs of
employees are met both on appointment and on an ongoing basis.
The team takes every opportunity to explore and provide employment opportunities for those
with disabilities. As a provider of health and disability services, we have immediate access to
in-house resources who can make assessments as to what reasonable accommodation can be
made to meet the specific needs of employees with disabilities. An example of this resource is
our Occupational Health Physician and the Occupational Health Unit team, which includes an
Occupational Health Physiotherapist and an Occupational Health Nurse.
If a potential employee has uncertainties about their ability to fulfil a particular role, they are
advised that MidCentral DHB welcomes the opportunity to discuss how the organisation can
make every reasonable accommodation to meet their needs. They are also advised that they
are welcome to discuss their needs with members of the Occupational Health and Safety Unit,
Infection Prevention and Control or the Human Resource Department.
Where a problem is identified with either the employee or the workplace, which makes it
difficult for an employee to continue to fulfil their role within the organisation, staff within the
relevant department works with the employee (and their support person/union representative)
to address any concerns raised.

Formal Policies and Procedures
Health and safety policy
Manual handling injury prevention policy
Incident reporting policy
Nutrition and physical activity policy
Safe staffing policy
Smoke free policy
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MidCentral DHB Response
ACC partnership programme
Care capacity and demand management programme
Employee assistance programme
Healthy staff programme, including: Next steppers, “Tracksuit-inc.”, Bikewise business
challenge and other Sport Manawatu programmes, Free seasonal influenza immunisation,
Healthy food choices (staff café), Pilates, Smoking cessation support
No-lift policy and training
Smokefree workplace
Staff Discount Scheme (with local businesses)
Comprehensive orientation programme for new staff, including manual handling and health
and safety training
Wellness approach to staff sickness
Return to work safely programme
Workplace assessments for all staff
On-site occupational health unit
TrendCare acuity programme
Health and safety committee structure and Representatives throughout DHB, and health and
safety training
Significant events debriefing
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ABOUT MIDCENTRAL DISTRICT HEALTH BOARD
MidCentral District Health Board
is one of 20 District Health
Boards (DHBs) in New Zealand
established as a Crown owned
entity under provisions of the
New Zealand Public Health and
Disability Act 2000 and the
Crown Entities Act 2004 (sec7).
The MidCentral district is located
across the mid-lower North
Island and includes the Ōtaki
ward of the Kapiti Coast district
and the Territorial Local Authority
districts of Horowhenua,
Palmerston North City, Manawatu
and Tararua. The district covers a
land area of approximately 8,912
square kilometres.
Based on medium projections we served a population of around 178,820 people (2013 Census
base, 2017 Update) in the 2018/19 year. The ethnicity and age profiles of our estimated
population is shown below.
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Our Objectives
In accordance with legislation and objectives of the District Health Board (DHB), we:


Plan the strategic direction for health and disability services within our region and our
district, in collaboration with key stakeholders and our community (i.e. district group and
clinical networks, Iwi/Māori, Central Primary Health Organisation and non-Government
organisations, Government departments/agencies, Central Region’s Technical Advisory
Service, other DHBs and the Ministry of Health).



Fund the provision of the majority of the publicly-funded health and disability services in
our district through the contracts we have with providers (such as General Practitioners,
Iwi/Māori service providers, community pharmacies, dentists, age related residential care
facilities and non-government organisations).



Provide hospital and specialist services primarily for our population, but also for people
referred from other DHBs and other DHB populations for whom we are a regional or subregional provider of services (such as renal services, or cancer treatment services as a
regional cancer centre). We are also one of eight lead providers of the national breast
screening programme provided to an extended region including Taranaki, Whanganui and
Hawke’s Bay districts.



Promote, protect and improve our population’s health and wellbeing through health
promotion, health protection, health education and the provision of evidence-based public
health programmes.

We received around $684 million in the 2018/19 year to undertake these obligations.

Our Māori Relationship Board – Manawhenua Hauora
MidCentral DHB's commitment to Māori health is formally recognised in a Memorandum of
Understanding with Manawhenua Hauora - a consortium of the four Iwi within the district,
namely


Ngāti Kahungungu ki Tamaki Nui a Rua



Ngāti Raukawa ki te Tonga



Rangitaane o Manawatu and Rangitane o Tamaki Nui a Rua



Muaūpoko

Manawhenua Hauora is the formal Māori Relationship Board that sits as a Treaty partner to the
MidCentral DHB’s Board. Four fundamental principles underpin MidCentral DHB's and
Manawhenua Hauora's commitment to Māori Health:


a common interest and commitment to advancing Māori health



building on the gains and understandings already made in improving Māori health



applying the principles of the Treaty of Waitangi to work to achieve the best outcomes for
Māori health



partnership and mutual regard
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What services were provided in the 2018/19 year? Some facts...
Number of consultations by General Practice Teams across the district

842,263 122,969
Total

1,732

Number of births at
Palmerston North Hospital and
Horowhenua Health Centre

Māori

16,912 702,382
Pasifika

58,576
13,519

Number of plain film xrays and

Other

46,903
Number of
Palmerston North
Hospital
Emergency Department
attendances

computerised tomography
(CT) scans

334

Number of births at Te Papaioea
Birthing Centre, Palmerston North

188,349
80,152

Number of first
and follow-up
specialist outpatient
attendances

Number of contacts with
district nursing services

3,293

8,762

Number of people seen
by mental health and
addiction services

Number of surgical
operating theatre procedures
performed – planned
and unplanned (7 theatres)

7,100

Number of referrals received
by the Needs Assessment
and Service Coordination
Agency (Supportlinks)

Number of people living in our district enrolled with a primary health organisation at the end of the year

Total

170,502

29,682 10,740
Māori

Asian

5,125
Pasifika

124,955
Other
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APPENDIX 1:

Output Descriptions

Output Class: Prevention Services
Output: Health Promotion and Education
Health promotion services support individuals, families/whānau and communities to take
control over the factors that influence their health. Health promotion staff utilise the Ottawa
Charter and Te Tiriti o Waitangi and other equity tools as frameworks to improve health and to
reduce inequity, focusing both on healthy lifestyles and on the physical and social
environments in which people live, work and play. This involves advocacy for healthy public
policy and for healthy, sustainable communities as well as providing education around risk
factors and behaviours that contribute to health and wellbeing.

Output: Health Protection, Regulation, Environmental Health and
Communicable Disease Control
Health protection services work within the framework created by various health-related
legislation, including the Health Act (1956), Sale and Supply of Liquor Act 2012 and Smokefree
Environments Act 1990 and their associated regulations. The emphasis is around increasing
compliance with the legislation in order to protect the health of individuals and of communities.
This involves working with a range of agencies to maintain a healthy physical environment,
ensuring that food and water are safe to consume, that communities are protected from
hazardous substances and are as prepared as possible for emergencies such as earthquakes,
floods and pandemics. The regulatory function includes oversight of the sales and supply of
liquor and tobacco in accordance with legislation through controlled purchase operations.
Surveillance and control of communicable diseases such as tuberculosis, measles and influenza
are also important functions, with immunisation a key tool in maintaining a healthy population
(see separate immunisation output section).

Output: Population Based Screening
Screening programmes can detect some conditions and reduce the chance of developing or
dying from some conditions. In some cases (for example, breast screening), screening may
detect cancer at an early stage. In others (such as newborn metabolic screening) screening
may find conditions which can be treated before the baby develops a preventable illness or
disability.

Output: Immunisation
Publicly funded immunisation services provide National Immunisation Schedule vaccinations
together with a range of education and support services to ensure a high immunisation
coverage rate for the district’s population.

Output: Well Child Services
The Well Child/Tamariki Ora (WCTO) service framework covers screening, education and
support services offered free to all New Zealand children from birth to five years, and their
families/whānau. Well child services include health education and promotion, health protection
and clinical assessment, and family/whānau support. The services also ensure that parents are
linked to other early childhood services such as early childhood education and social support
services, if required. Under the current well child national schedule, 12 health checks are
offered. Eight of these checks are offered between the ages of six weeks and five years.
Additional services are also offered to first time parents and to families who are identified as
needing more support.
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Output Class: Early Detection and Management Services
Output: Primary Health Care Services
Primary and community services support people to access intervention, diagnostics and
treatment and to better manage illness or long term conditions. These services assist people to
detect health conditions earlier, making treatment and interventions easier and reducing the
complications of injury and illness. For most people, their general practice team is their first
point of contact with health services. Primary care can deliver services sooner and is one of the
most effective ways to prevent disease through screening, early detection and timely provision
of treatment. Primary care is also vital as a point of continuity and effective coordination
across the continuum of care, and for improving the management of care for people with long
term conditions.

Output: Primary Community Care Programmes
Primary and community care programmes are geared toward initiatives that rely on a team of
health care professionals to provide a range of services for people with high health needs, in
particular those with a long term condition such as diabetes and/or cardiovascular disease,
focused on reducing risk of illness and timely diagnosis, assessment and treatment of illness or
disease.

Output: Oral Health Services for Children and Adolescents
Child and Adolescent Oral Health Services cover the provision of a range of dental care to
assist the maintenance of a functional natural dentition and to bring about an improvement in
oral health status of the population. It includes preventive care, oral health promotion and
education, treatment of oral disease and the restoration of tooth tissue. The client group
comprises all children in the following age groups:





pre-schoolers until school entry (to enable access for at-risk children at any age)
all children of primary school and intermediate school age
children older than 13 years who do not yet attend secondary school
adolescents attending school from year 8 up to their 18th birthday, who otherwise would
not have access to oral health services

Output: Community Pharmacy Services
Community pharmacies provide medicine management services to people living in the
community. MidCentral DHB funds community pharmacies to assess an individual person’s
need for a medicine, assist with the selection of a medicine appropriate for the individual’s
needs, prepare and supply subsidised medicine(s) to eligible people, and provide assistance to
people so that outcomes from medicines are optimised.

Output: Community Referred Testing and Diagnostic Services
A range of diagnostic services is provided on direct referral from General Practitioners and
certain other health professionals to help diagnose a condition or as part of treatment. They
include radiology, laboratory and various other specialty diagnostic tests.

Output Class: Intensive Assessment and Treatment Services
Output: Mental Health and Addiction Services
Specialist mental health and addiction services are delivered to those eligible people who are
most severely affected by mental illness or addiction.
The services include assessment, diagnosis, treatment and rehabilitation, as well as crisis
response when needed. Mental health and addiction services aim to reduce the impact of
mental illness and reduce harm caused by drug and alcohol dependency or addiction through a
recovery-focused, consumer oriented approach to early assessment and treatment.
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Output: Hospital-Based Elective Services (inpatient and outpatient)
Elective services are medical or surgical services which will improve quality of life for someone
suffering from a significant medical condition, but can be delayed because they are not
required immediately. A service becomes known as an “elective” if it is provided seven or
more days after the decision to proceed with treatment. Electives do not include services such
as disability support, maternity, mental health, primary health or public health programmes.
Access to elective services is based on a referral from a general practitioner, and gives priority
to those most in need and who will benefit most. A booking system is therefore used. The
referral guidelines and access criteria are part of the national electives programme overseen
by the Ministry of Health. A key priority of Government is to ensure equitable access to
elective services, deliver more elective surgery as well as to reduce waiting times.

Output: Hospital-Based Acute Services
Specialist (acute) medical and surgical services are provided to people of all ages whose
condition is of such severity or complexity that it is beyond the capacity and technical support
of the referring service. Services intended are to achieve an integrated continuum of care that
provides effective shared care across all settings from primary to tertiary, and includes cure of
disease, relief of pain, effective screening and prevention of unnecessary or long term
complications and access to information by patients and other practitioners. Hospital acute
services will also advise and plan for care that prevents or reduces acute exacerbation of
chronic disease to minimise likelihood of inappropriate hospital admissions and promote
improved quality of life.

Output: Hospital-Based Maternity Services
Maternity Services that are funded by DHBs include primary, secondary and tertiary maternity
care for pregnant women and their babies until six weeks after the birth. The service supports
continuity of care, and is delivered in community, outpatient and inpatient settings. The
national Maternity Referral Guidelines identify clinical reasons for consultation with a specialist
and are published by the Ministry of Health from time to time.
Hospital-based maternity services are provided at primary, secondary and tertiary levels.
Secondary maternity services are those provided where women and/or their babies experience
complications that need additional maternity care involving obstetricians, paediatricians, other
specialists and secondary care teams. Tertiary maternity services are additional maternity
care provided to women and their babies who have highly complex clinical needs and require
consultation with and/or transfer of care to a multi-disciplinary specialist team.

Output: Assessment, Treatment and Rehabilitation Services
Multi-disciplinary inpatient assessment treatment and rehabilitation (AT&R) for people with
complex medical, cognitive, functional and social needs with the aim of enabling them to live
independently in the community. Includes aged, physical, sensory and intellectual AT&R
service(s). The AT&R service aims to improve functional independence of patients in usual
age-related roles and activities and/or return to the workforce or other activity with limitation
of disease progression by active risk factor management and early, effective rehabilitation.
These are services provided to restore functional ability and enable people to live as
independently as possible.
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Output Class: Rehabilitation and Support
Output: Needs Assessment and Service Coordination
Needs Assessment is a process of determining the current abilities, resources, goals and needs
of a person and defining those needs which are most important to the person. Needs
Assessment is provided to:


a person who has been identified as having a physical, intellectual, sensory or aged related
disability (or a combination of these); and
 which is likely to continue for a minimum of six months; and
 results in a reduction of independent function to the extent that ongoing support is
required
Service coordination is a process of identifying, planning and reviewing the packages of
services required to meet the priorities, needs and goals of the person assessed. The process
also determines which of these needs can be met by funded services and which can be met by
other services. The process explores all options and linkages for addressing the person’s
prioritised needs and goals.

Output: Home-Based Support Services
The purpose of the home support services is to promote and maintain the independence of
people who are experiencing difficulty caring for themselves because of an illness or chronic
medical condition, or as a result of hospitalisation. The home support service is long term
support provided by support workers for people with chronic health conditions in their own
home or other private accommodation in the community. The service is delivered by private
organisations, upon authorised referral following confirmation of eligibility and an individual
needs assessment process, and is accountable for the quality of services delivered. The
services have a restorative focus that promotes and maintains the independence of the service
user.

Output: Age Related Residential Care Beds
Age related residential care (ARRC) beds comprise rest home care beds, dementia care beds
and hospital continuing care beds. Psychogeriatric care beds are also available, which provide
for more complex care needs.

Output: Life Long Disability Services
Government, through Vote:Health, funds ongoing support services for people with a wide
range of disabilities and impairments. These services are referred to as disability support
services for some groups, and long-term support services for others. Support options need to
be flexible, responsive and needs based (refer to the earlier sections on Needs Assessment and
Service Coordination services, residential care, rehabilitation and home-based support
services). They focus on the person and, where relevant, their family and whānau, and enable
people to make informed decisions about their own lives.
This output focuses on the services provided by Enable New Zealand – a division of MidCentral
District Health Board – in two main areas: disability information and advisory services and
equipment modification services. Enable New Zealand provides services to the greater
population of New Zealand. The new EASIE Living Centre (opened in February 2016) enjoys a
strong community profile regionally and acts as a community hub, engaging with community
organisations and service providers to remove the barriers that preclude disabled people from
actively participating in their communities.

Output: Rehabilitation Services
These services restore or maximise people’s health or functional ability following a healthrelated event. They include community rehabilitation programmes, physical or occupational
therapy, treatment of pain or inflammation and retraining to compensate for specific lost
functions. Success is measured through increased referral of the right people to these
services.

MidCentral District Health Board
ANNUAL REPORT 2018/19

Page | 109

Output: Respite and Day Care Services
Day programme services for older people are planned activities that meet the specific needs
and interests of older people, where well-trained staff will assist service users in a stimulating
and safe environment. Day programme services are aimed at assisting to maintain
independence for older people, are closely integrated with other community support services
available to older people and are also a form of support for carers of older people.
Respite care services for people with age related or long term disabilities are based on a 24hour, 7 day a week service. The service provides both planned and emergency (or crisis)
respite care for primary carers/family/whānau who care for family members with chronic
health conditions and long term support needs. The duration of respite is short term and
intermittent, or episodic for the service user. Access to respite care is based on need and
approved by the Needs Assessment and Service Coordination (NASC) service.
Planned respite care is provided for specific periods as agreed with the primary
carers/family/whānau. Emergency respite care is provided in times of crises, eg when primary
carers/family/whānau are in urgent and immediate need of temporary relief from care-giving.

Output: Palliative Care Services
Specialist palliative care is palliative care provided by those who have undergone specific
training and/or accreditation in palliative care or medicine, and who are working in the context
of an expert inter-disciplinary team of palliative care health professionals. Specialist palliative
care may be provided by hospices (community), hospital-based palliative care services, or
paediatric specialist palliative care teams.
Specialist palliative care services are provided to people, their family and whānau when and
where their complex palliative care need exceeds the resources of the generalist provider.
Generalist palliative care is provided for those with life-limiting illness as an integral part of
clinical practice by any health care professional who is not part of a specialist palliative care
team (e.g. general practice teams, district nurses, allied health professionals, aged residential
care staff etc). Providers of generalist palliative care services have defined links with specialist
palliative care team(s) for the purposes of support and advice, access to education and
training, and referral pathways for people with complex needs.
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