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MidCentral District Health Board is 

responsible for ensuring the people of 

its district have access to a wide range 

of health and disability support services.

Currently around 160,000 people live 

in MidCentral’s district and the DHB is 

responsible for  “improving, promoting 

and protecting” their health and 

the health of the communities in 

which they live.

This involves assessing the health status 

of the district, and determining what 

funds should be directed to preventing 

illness (via primary health and public 

health services) while continuing to 

provide and improve existing hospital 

and other specialist services.

MidCentral DHB receives around 

$530 million each year.  This DHB 

ensures health services are available to 

its communities either by contracting 

with external providers (such as GPs, 

rest homes, dentists, pharmacists, and 

Maori and mental health providers) 

or providing the services directly 

(eg hospital services).

Some of the services provided directly 

by MidCentral DHB are for a larger 

region.  This includes cancer and 

renal services, public health, and 

specialist equipment services.

Residents of MidCentral’s region 

currently enjoy a health status in 

line with the national average.
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      About
MidCentral Distict 
   Health Board

Iwi Within Our District
Four Iwi have manawhenua status within the district: 

Muaupoko; Ngati Kahungunu; Ngati Raukawa; and 

Rangitaane.  (Manawhenua status means that the Iwi is 

recognised as having tribal authority within a region.)

Our Vision

Our Geographic Area

The area for which the MidCentral District Health Board 

has responsibility is based on territorial authority and 

ward boundaries and includes:  Manawatu District, 

Palmerston North City, Tararua District, Horowhenua 

District, and Kapiti District (Otaki Ward).

In terms of service provision, the board’s Provider 

Division (MidCentral Health) provides regional services, 

such as the Regional Cancer Treatment Service and 

Breast Screening Coast to Coast, to a population 

of 540,000 people, encompassing the Wanganui, 

Wairarapa, Taranaki, Tairawhiti and Hawke’s Bay.
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In our district,
 every day,
on average

1
person is admitted to Intensive Care Unit

2
people are admitted to Coronary Care Unit

5
fi ve year olds have their teeth checked

6
babies are born in hospital care

8
people receive a needs assessment

13
people are admitted to the 

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

mental health service

14
people with diabetes receive 

their free annual check-up

25
people receive haemodialysis at 

Palmerston North Hospital

30
people are operated upon

31
women have a screening mammogram

43
elderly people (65+) receive 

a free fl u vaccination

75
people are discharged from 

inpatient hospital care

94
people are seen by a member 

of the chronic care team

108
people attend the Emergency Department

179
people are seen by a district nurse

481
people attend an outpatient 

appointment and 35 people don’t

1,647
people consult their GP

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

2,214
laboratory tests are done in the community

7,851
medicines are dispensed

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

Report from 
the Chairman & CEO

2010/11 in Review

2010/11 was a landmark 

year for MidCentral District 

Health Board.  

Our fi nancial position 

returned to a healthy 

surplus after four years 

of defi cit.

We began investment in 

greater local and regional 

capacity for cancer and 

cardiac services.

We moved more services 

closer to home and 

continued to grow primary 

care to meet future 

demand.

We delivered more health 

and disability services, and 

advanced the national 

health targets.

We continued to advance 

the health status of our 

communities, particularly 

for vulnerable populations.

We helped develop the 

region’s fi rst Regional 

Services Plan, together 

with a comprehensive 

information systems plan.
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... generate small surpluses to fund 

investment to grow our services

Return to Financial Sustainability

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

programme to address our fi nancial position, our deteriorating balance sheet 

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

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

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

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

a new culture of accountability and responsibility.  

We are pleased to report that we achieved our fi nancial turnaround 

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

the organisation and our focus on addressing the underlying cause – our 

cost structure.  

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

commit to major service development projects, such as a fourth 

permanent linear accelerator for our cancer service and an 

expanded cardiac service, is superb.  These initiatives will serve 

our communities and the wider regional community, well.

More about our fi nancial turnaround on pages 24 – 32.
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• Whanau ora assessments were successfully 

piloted, targeting people who are not 

enrolled with a PHO and who have high 

health needs.  Whanau ora navigators are 

employed by local Maori health providers to 

work in the community, undertaking these 

assessments in the home, linking people in 

with the health and support services.  

• During the year, the Board decided 

to improve access to retinal screening 

services by having these all community-

based.  A community-based service had 

been established in Horowhenua and 

Tararua with great success, and now 

Palmerston North and the Manawatu are 

to receive the same.

• Health of Older People teams were 

introduced in Tararua and Horowhenua.

• The urgent community care pilot in 

Horowhenua was launched.  St John 

Ambulance staff  provide an extended 

paramedic service, assessing patients to 

determine where they should be taken 

for appropriate care.  The service, which 

got underway in December 2010, is used 

around 54 times a week on average with its 

busiest times being day time, early evenings 

and weekends.  It has so far saved 800 

people an unnecessary trip to Palmerston 

North Hospital’s emergency department.

Closer to Home

MidCentral DHB (MDHB) maintains its 

reputation as a leader in primary health 

service innovation.

Since becoming a DHB in 2001, the Board 

has invested in growing the capacity and 

capability of primary care, and supporting 

general practices to move to a new, integrated 

model of care which will ensure ongoing 

services provision to our communities.  

This work was further advanced in 2010/11 

as the  “better sooner more convenient 

primary health care”  business case which 

was implemented under the leadership of 

the Alliance Leadership Team.  Some of the 

highlights were:

• InterRAI was used as the standard 

assessment tool for determining what 

community home help services older 

people require (people aged 65 plus) and 

we piloted its use in general practice in 

Tararua – more about this next.

We are a leader in primary 

health service innovation
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• Healthline was introduced as the  “single 

point of access”  after-hours services for 

general practices throughout the district.

• The chronic care management model 

was implemented in a number of general 

practices.  This is a proactive approach to 

managing common chronic conditions, 

using standard care plans and other tools 

within general practice.  Historically, 

many conditions have been treated on an 

“episodic”  basis when the condition fl ared 

up resulting in the need for the person to 

consult a GP.  The chronic care management 

model reduces the incidence of  “fl are ups”  

and the need for acute care. 

• Integrated family health centres (IFHC) 

were advanced with the Tararua Health 

Group submitting an IFHC establishment 

plan, and a similar plan from the 

Horowhenua Health Centre is pending.  

These centres bring together general 

practices as well as other health providers 

like pharmacies, community laboratories, 

radiology, and the district hospital’s 

community services.

• A nurse-led general practice was 

established in Horowhenua to service 

the 1,700 patients on the GP waiting 

list in Levin– an innovative solution to 

addressing GP shortages.  Read more 

about this on page 16.

• The community-based paediatric clinic 

held in general practice in Levin and Otaki 

was expanded, improving access to this 

service for local residents.  The clinics also 

provide support to GPs as a part of a more 

integrated health system.

Ageing Well

A lot of our focus in 2010/11 was on elder 

health; increasing the level of services and 

support for this group, and strengthening 

links between all providers of this care.  Our 

investment in chronic care (cancer, diabetes, 

heart disease, and respiratory problems) has 

greatly benefi ted the elderly who are high 

users of these services.  However, we found 

that the complexities of chronic care, ageing 

and growing demand required more co-

ordination of the many providers involved 

in supporting the district’s elderly. 

An ageing population infl uences health care 

need because most diseases and causes 

of disability are more common in older 

age groups.  Whereas the proportion of 

A lot of our focus in 2010/11 

was on elder health
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Note:  The Knowledge & Skills Programme 

is inter-disciplinary and targets learning 

and development activities to specifi c 

competence levels for health care 

workers (regulated and non-regulated).  

It was developed by MDHB’s Healthcare 

Development Team.  The older people 

component includes 14 modules: 

cardiovascular disease; respiratory 

management; falls prevention and fracture 

and contracture management; dementia; 

enduring powers of attorney (EPOA) 

and advanced care planning; delirium; 

depression; pain and comfort management; 

diabetes management; nutrition and 

hydration; skin integrity; incontinence and 

urinary tract infection; constipation and 

gastrointestinal; and palliative care.

people in New Zealand aged 65 and over has 

remained relatively constant in recent years, 

MDHB is experiencing a growing proportion 

of population in this age group.

Integration of elder care with primary and 

secondary care providers is key to ensuring 

health of older people.  As part of our  

“better, sooner, more convenient”  strategy, 

specialist older health care teams have been 

established in Horowhenua and Tararua.  

Between 1,300 to 1,600 people in the district 

live in age residential care, and a further 

2,500 receive DHB-funded home based 

support to live in the community.

In 2008, MidCentral DHB took a strong 

stand on the quality of care provided in 

the district’s aged residential care facilities.  

This emphasis has not stopped and the 

large variability of care between facilities 

has been reduced.  There is a much higher 

degree of stability and consistency of care.  

The emphasis on meeting quality standards 

continues, and we are also working with 

the sector in developing service quality, 

particularly through workforce development. 

During the past 12 months, over 70 

registered nurses working in aged 

residential care facilities (ARC) completed 

the Knowledge and Skills Programme.  It 

is anticipated that all ARC nurses will have 

undertaken this training by December 2011.  

Specialist older health care 

teams have been established 

in Horowhenua and Tararua
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InterRAI, the standard assessment tool for determining what community home help services 

older people require (people aged 65 plus), is now used throughout the district.  These 

assessments are traditionally done by a centralised team (Supportlinks), but as part of the 

integrated health approach, it is intended they be done within Integrated Family Health Centres.  

MidCentral DHB was the fi rst DHB to pilot this, with the Tararua Health Group providing InterRAI 

home help assessments for its community from 1 November 2010.  The Tararua Health Group’s 

experience is the assessment tool that enables them to identify needs that were often unknown 

or underestimated by close family and general practice teams.  The resulting care plans are used 

by general practice to ensure the client and their family have the supports in place to help them 

stay well and safe in their home.  Being locally based, the assessors can easily link their client into 

local services, and ensure all aspects of health care are taken into account and monitored.

Next year, it is intended that the Horowhenua IFHC will be up and running and able 

to off er this service.

The InterRAI assessment tool for determining aged residential care requirements 

will then be rolled-out within the district as part of a national programme.

It is well known that falls are a common cause of disability and hospitalisation 

among the older population.  MidCentral DHB has been working 

with ACC to increase the use of Vitamin D by residents in age 

residential care facilities to reduce the incidence and 

impact of falls.  From June 2010 to June 2011, usage 

rates increased from 39% of residents to 63% of ARC 

residents.  There is still more work to be done and we 

are aiming for 75% usage rate.

The establishment of an older health clinical network is 

underway and will be launched early in the 2011/12 year.  

This will provide a forum for local providers to plan and 

monitor ongoing developments in this area of care. 

The establishment of an older health 

clinical network is underway
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Advancing Health Status

Much of our planning is focused on advancing 

the health status of our community, 

particularly for high need areas.  We 

undertake a health needs assessment (HNA) 

on a regular basis, with the last one in 2009.  

We also undertake a child and youth health 

epidemology (CYHE) report.  The next HNA and 

CYHE reports will be completed in conjunction 

with our alliance partner, Whanganui DHB.

The health status for the district is improving, 

and the fi ve common causes of mortality 

have remained consistent:  circulatory 

diseases; cancer; respiratory diseases; injuries; 

and endocrine diseases (mostly diabetes).  

As a result, MDHB has invested heavily in 

chronic care, particularly in the community 

(primary care).

Within the district, Horowhenua has a 

disadvantaged health status, compared to 

MidCentral DHB overall.  The groups of people 

who experience health status disadvantage 

in the district are Maori, Pacifi c peoples, 

and people experiencing socio-economic 

disadvantage.  Horowhenua residents 

are highly representative of people who 

experience health status disadvantage.  

For this reason, when new programmes are 

being rolled out across the district, special 

attention is given to Horowhenua.  During 

2011/12 a number of new initiatives were 

established.  These were all based in the 

local community.  More information about 

these Horowhenua initiatives are set out on 

pages 16 – 23

Regional Planning

DHB’s responsibilities for regional and national 

health services grew this year with a change 

to our founding legislation.  Amendments to 

the NZ Public Health & Disability Act place 

responsibility on DHBs to think and act locally, 

regionally and nationally.

For the central region, of which MDHB is one 

of six DHBs, this was a logical progression 

and one which was already well advanced.  

We had looked at secondary care (hospital 

level) services and so the establishment of a 

Regional Services Plan (RSP) was a no brainer.

It focuses on services vulnerable to 

workforce and other pressures, with 

radiology, elder health and rehabilitation a 

fi rst priority.  The RSP also seeks to ensure 

regional achievement of the national health 

targets, and the establishment of support 

systems such as travel and accommodation, 

information systems, and clinical governance 

and leadership. 

Information systems are a key means of 

enabling access to services and for staff  to 

have access to the right clinical (patient) 

information regardless of their location.  

A major achievement for 2010/11 was 

the development of the central region’s 

information systems plan.  This plan was in 

fi nal draft by the end of the year, ready to 

go through the respective DHB approval 

processes.  The plan will cost MidCentral DHB 

around $8m over fi ve years to implement. 

Much of our planning is focused 

on advancing the health status 

of our community
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Looking Ahead

With our fi nancial position back on track, 

the focus is now on maintaining this and 

developing our investment plan for the future, 

identifying what new and enhanced services 

are required, their priority, and supporting 

systems.  Among other things, we will be 

looking at ambulatory care capacity, critical 

care services, renal services and maternity 

services, to name but a few.

Phil Sunderland, Chairman

Murray Georgel, Chief Executive Offi  cer

20 September 2011
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contained in this 
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Improvement made

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

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

Achieved

Target:  5,717 hospital discharges for elective surgery.  

6,077 elective surgical discharges achieved.

Achieved

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

100% achievement throughout  year.

Achieved from November 2010

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

Target achieved each month since November 2010.

Very close to target

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

Great progress, reaching 88.4% by end June.

Achieved

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

Steady progress.

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

Fact Box re Horowhenua

Population of 29,865 forms 

18.8% of MDHB’s district

20% of population 

are aged 65 and over 

(MDHB: 14.1%; NZ 12.3%)

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

Age-adjusted all cause 

mortality rate 13% higher 

than for MDHB overall 

(1.13 Horowhenua; 1 MDHB)

Median household income 

is $33,100 (NZ $51,400)

Source:  MDHB’s Health Needs Assessment & 2006 Census

Toward the southern end of MidCentral’s district, along 

the west coast of the North Island, is Horowhenua.  It is 

an area renowned for horticulture and dairying, and for 

manufacturing.  Levin is the major township, with small 

centres of Foxton, Shannon and Tokomaru. 

Within the DHB’s district, it is the area with the highest 

mortality rates, higher level of socio-economic 

deprivation, and an ageing population.  The number 

of GPs in the area has fl uctuated over recent years, 

particularly as many reach retirement age.  MidCentral 

DHB has been working with the community, using 

innovative approaches to improve the health status 

and strengthen primary care services.

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

now has 8,000 people enrolled with it

The change didn’t stop there.  A few months 

later, the PHO added another general practice 

to its establishment.  The  “Horowhenua 

Community Practice”  now has 8,000 people 

enrolled with it. 

A unique feature of the practice is it operates as 

a  “not for profi t” entity and has an open book, 

ie it will always accept new enrolments and 

there is no waiting lists for people to see a GP.

The Horowhenua Community Practice has 

a team of 17 clinical staff  – GPs, GP registrar, 

nurse practitioners (NP), NP interns, practice 

nurses, community clinical nurses and a clinical 

pharmacist.  A practice manager and three 

receptionists provide the support.  The practice 

is a hive of activity, refl ected by the growing 

numbers of consultations.

The Central PHO now intends to support 

collaborative initiatives in other areas, such 

as Foxton, with the Horowhenua Community 

Practice acting as a support/keystone practice.

Building on work done the previous year to 

standardise and improve after-hours access to 

general practice, an urgent community care 

(UCC) pilot was launched on 6 December 2010.  

General Practice

The cornerstone of primary health care is 

general practice.  The GP, the practice nurses 

and other members of the team are the health 

professionals people see most regularly.  

Horowhenua’s GP population is ageing and 

recent years have seen a lot of volatility, with 

retirements and practice closures.  The Central 

PHO and MidCentral DHB had a shared strategy 

to create a central general practice hub at the 

Horowhenua Health Centre.  This strategy was 

advanced in December 2009 when the Central 

PHO purchased a general practice at the 

Horowhenua Health Centre.  During 2010/11 

this strategy gained momentum.  In February 

2011 the PHO added a  “waiting list” practice – 

taking ownership of the 1,700 people who had, 

until then, been unable to enrol with a GP. 

Essential to good primary health care is the 

ability to access a GP as required, and when 

more and more people were saying they 

couldn’t do so, the Central PHO off ered a 

co-ordination service.  People who were not 

enrolled with a GP could register with the PHO 

who would then endeavour to link them in 

with a local practice.  The Central PHO realised 

this was only a short term solution and so the 

“waiting list” practice initiative took shape.  

The practice is nurse-led, with experienced 

nurses, including nurse practitioners, triaging 

and treating patients, and arranging access 

to GPs for those who require that care.  They 

hold clinics in chronic care management, 

minor ailments, minor trauma, and acute 

exacerbations of people with known 

chronic conditions.
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These services build on the investment MDHB 

has already made.  Over recent years, a number 

of new health services have been provided 

in the Horowhenua community, aimed at 

improving access.  Many are focused on chronic 

health care, such as respiratory, cardiac, cancer 

and diabetes  Use of these services continues 

to rise and the Horowhenua area is leading 

the district in ensuring people with diabetes 

receive their free annual check.  Of particular 

note is the high rates being achieved for Maori.

Further advancements are planned, including 

use of text and web technology, to enable 

people to receive advice from their health 

care teams by phone and email, as well as 

requesting repeat prescriptions.

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

This 24 hour/7 day a week service is provided 

through St John Emergency Ambulance 

Service.  It supports general practice, 

particularly with after-hours medical care.  

Use has been consistently high, with 54 

callouts on average each week.  The service 

has enabled over 800 people to be treated 

at their home, rather than having to go 

by ambulance to the district’s emergency 

department in Palmerston North.

The pilot, commonly known as UCC, is staff ed 

by experienced ambulance offi  cers with 

extended training in primary care assessment 

and treatment.  They attend to calls received 

via the 111 service and Healthline and triaged 

as  “non-acute”.  The UCC travels to where 

the patient is and makes an assessment.  

Wherever possible, it treats the patient.  

Sometimes, a follow-up referral to a GP or 

other service is required and UCC arranges 

this.  Referral and transport to the district’s 

emergency department can also occur.  The 

service has been well received and key to 

its success is the close links maintained with 

general practice.  All patient assessment 

reports are copied to their GP, and where the 

patient doesn’t have a GP, they are referred 

to one for enrolment.

A “recovery at home” scheme got underway 

in 2010/11.  District nurses put in place 

intensive nursing care packages for patients 

in partnership with the general practice and/

or accident and medical centre so that the 

patient can be cared for at home.  The service 

operates 24 hours a day, seven days a week 

and includes canulation, IV therapy, and 

observations/assessment of health status.  
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Child Health

The district’s socio-economic profi le is refl ected in child 

health fi gures.  There is a high prevalence of diseases 

associated with poverty, such as respiratory problems, 

skin conditions and poor oral health.

To make sure it was directing resources and attention to 

the right areas, MDHB funded a paediatric registrar to 

do a health needs assessment of Horowhenua’s young 

population in 2011.  Its fi ndings were not surprising: 

• poor oral health with high rates of dental caries

• increasing rates of skin infections and eczema

• high rates of respiratory illness

• high rates of behavioural problems

• adolescent behavioural problems, including drugs 

and alcohol abuse and poor sexual health.

Determinants were a mix of social, economic, environmental 

and lifestyle.  Priority areas for action were access to health 

care, adolescent health, oral health, and well child care/early 

intervention.  These fi ndings will inform future investment.

Meantime during 2010/11, MidCentral DHB grew its local 

paediatric clinic service, increasing the paediatric specialist 

 There is a high prevalence of 

diseases associated with poverty

Snapshot of 
Primary Health Care 
in Horowhenua

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

From 1 July 2010 – 30 June 2011

100,920 GP visits 

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

5,224 cardiac risk assessments

3,302 clients accessing 
PHO chronic care services*

4,575 calls to Healthline

1,126 free diabetes checks

874 discharges from 
HHC (excluding births)

656 B4 School checks

166 births at HHC

*Central PHO’s Chronic 
Care Services include:

Dieticians

Respiratory physiotherapist

Smoking cessation

Physical activity educators

Community clinical nurses

Nurse practitioners

Primary mental health – 
mild to moderate

Source:  Central PHO, MDHB & Plunket
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time in Horowhenua from one 

day to two days per week.  The 

waiting list now stands at around 

two weeks whereas last year it was 

four to fi ve months.  The clinics are 

based at the Horowhenua Health 

Centre.  The paediatric clinic service 

has established strong links with 

all local GPs and dedicates time 

to provide a telephone advisory 

service to support GPs in the 

management of their young clients.

An eczema clinic commenced 

in June 2011 and is provided by 

the district’s two Child Health 

Clinical Nurse Specialists.  They 

receive on average 12 referrals 

from local general practices 

each month.  Children receive a 

treatment plan which ensures a 

consistent approach to managing 

eczema.  While still in its infancy, 

the feedback has been very positive 

and a further clinic is planned 

for Foxton.

Youth Health

A common challenge faced when addressing youth health 

issues is their reluctance to access services and often economic 

and social factors prevent this.  In February 2011, as part of 

a national programme to overcome these barriers, MDHB 

has located a nurse-led school based health service in two 

Horowhenua secondary schools – Waiopehu College, Levin and 

Manawatu College, Foxton.  These schools have a low decile 

rating and a combined roll of over 1,000 students.  The service 

also supports youth in alternative education programmes. 

A local Levin resident, Collis Blake, generously donated a house 

to the school-based service at Waiopehu College.

The everyday challenges faced by young people using the 

service are immense and include heavy family responsibilities, 

abuse, lack of regular food, no toothbrushes or other personal 

hygiene material, and alcohol/drug problems.  From day one, 

the school-based service has been embraced by students, the 

school and the school community.  

Every Year 9 student (211 in total) and all the alternate 

education students, will receive a home environment, 

education/employment/eating/exercise, activities/peer 

relationships, drugs/alcohol, sexuality, suicide/depression/

mood, safety, spirituality assessment (or HEADSSS as it is 

commonly known).  The service is nurse-led and includes access 

to psychology services (via the Youth One Stop Shop), smoking 

cessation, chronic care, and other primary health services.

Use of the service is growing and the demand varied, but 

includes skin conditions, wound management, sexual health, 

and general personnel care.  By the end of June 2011, the 

service had treated and/or referred over 280 children, and 

completed 114 Year 9 assessments.  Next year, a GP component 

will be added.

Note:  Throughout MidCentral DHB’s district, the school-based 

service has been implemented within eight schools, with a 

further two in progress. 

An eczema clinic commenced in June 2011
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In June 2011 we completed a very 

successful  “children in care” pilot 

– one of fi ve undertaken in New 

Zealand over the past 24 months.  The 

pilots, commissioned by the Ministries 

of Health and Social Development, 

have been so worthwhile that this 

service is to be provided throughout 

New Zealand – all children entering or 

in Child, Youth & Families (CYFS) care 

will receive a health and education 

assessment through DHBs.

During the pilot, 90 referrals for 

Horowhenua children were managed.  

Children in care are known to have 

high health needs and the vast 

majority have health problems 

which have not been identifi ed or 

treated before.  Impaired hearing, 

skin conditions, developmental 

delay, mental health problems, 

and poor dental hygiene are 

common conditions.

More work is planned to support and 

improve the health and wellbeing 

of the district’s youth.  MDHB will 

be participating in the Ministry of 

Social Development’s sector change 

programme in Horowhenua.  This 

programme starts in July 2011 and 

brings together various government 

departments, such as health, justice, 

education, police, and  social welfare.  

In Horowhenua, the focus is on young 

people, particularly those who have 

alcohol and drug problems, are 

regular truants, or have been in the 

justice service.

More work is planned to support 

and improve the health and 

wellbeing of the district’s youth

Other Community-based Services 
Established in Horowhenua Over Recent Years

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

Cardiac rehabilitation services

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

Clinical pharmacy advisory service

Community clinical nursing

Diabetes – specialist nursing services

Health of older persons – specialist team

Neurology diagnosis & management decision support 
programme for general practice

Nocturnal enuresis service (bedwetting)

Nurse-led general practice

Palliative care support for general practice

Podiatry services

Recovery at home programme

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

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

Retinal screening

Subsidised sharps containers

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

Urgent community care

Vitamin D in aged residential care facilities

Whanau ora navigators
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Oral Health

In April 2011, a fi xed dental clinic opened 

for business at Horowhenua Health 

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

chair enabling the full range of dental 

procedures to be completed, including 

dental surgery under general anaesthetic.  

The clinic is serving a number of schools 

based in Levin and is also piloting a 

scheme focusing on pre-schoolers.  

The fi xed clinic is also used by MidCentral 

DHB’s hospital dental service, particularly 

for providing care to former residents of 

Kimberley Centre.  The special needs of 

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

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

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

Hospital, have cleared the backlog of former Kimberley Centre residents 

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

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

at Horowhenua Health Centre



Health of Older Persons

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

in health terms has been defi ned as 65 and over which doesn’t truly refl ect the current 

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

themselves as elderly.

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

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

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

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

10 local aged residential care facilities.  

It is early days in the team’s 

development and it has been 

well received.  We will report 

outcomes next year.

The Future

The focus on Horowhenua’s 

health status will not abate.  More 

investment in this area will continue 

to be made.

The multi-pronged approach will 

also continue – working with primary 

and secondary care health services, 

our regional colleagues, and other 

government sectors.

Horowhenua has a large and 

growing elderly population
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We ended 

the year 

with a $9.6m 

surplus; almost 

a complete 

reversal of our 

2009/10 result 

being a $9.4m 

defi cit. 

   Returning to
fi nancial
 sustainability

Our aim was to return to financial 

sustainability – not just breakeven

It was achieved through sheer hard work, perseverance and a commitment 

to address the cause – a cost structure which was out of sync with activity 

and revenue.

The turnaround plan was done openly and, it being DHB election year, 

created a lot of interest.  Some hard decisions had to be made and the 

management team was supported by a committed and determined Board.

The economic environment helped as everyone was all too aware of the 

pressures on the national and national economies, and households.  

Our aim was to return to fi nancial sustainability – not just breakeven, but a 

position where we could generate small surpluses year on year to invest back into 

the business – back into new and expanded services for our communities, staff , 

new technology and information systems.  We were not looking for a quick fi x.  

Everything we did had to protect and enhance our future sustainability.  

We are confi dent we can maintain this position;  our costs now match activity 

and revenue.
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volumes) were exceeded, and 

we also did additional work as 

part of a national initiative to 

off set Canterbury DHB’s reduced 

elective capacity. 

Theatre productivity has been 

improved with a reduction in the 

number of late starts and early 

fi nishes for theatre sessions, and 

a reduction in the number of 

cancelled sessions.  

We have managed to reduce 

the number of people waiting 

greater than six months for 

surgery by 58%.  An amazing 

eff ort, particularly given rising 

referral rates for elective  

surgery.  The over six month 

waiting list is now the lowest 

it has ever been and further 

reductions are planned. 

A small group, led by an 

anaesthetist, are redesigning 

our pre-operative assessment 

processes, and the orthopaedic 

service has put a pre-surgical 

joint clinic in place.  As a result, 

patients are more prepared for 

their hospital stay and surgery, 

and things are put in place to 

support their eventual discharge 

from hospital. 

The level of nurse-led clinic work 

rose by 15% over 2009/10 levels. 

Some problems are still being 

experienced with the fl ow of 

patients through the emergency 

Hospital Throughput

Key to our fi nancial recovery was enhancing the productivity 

and value of our hospital services.

In 2009 we decided to do all elective surgery in-house.  At that 

time, around 10% was outsourced as MidCentral Health did 

not have the capacity (as measured by discharges).  It wasn’t an 

issue of beds, theatres or staff .  It was systems, particularly the 

management of acute and medical patients.  Progressively, we 

established a Medical Assessment & Planning Unit and a women’s 

surgical unit.  We implemented home-warding so patients 

under the care of a particular specialist were more closely 

grouped together.  By June 2010 we had eliminated the need to 

outsource (other than specialist cardiology) and achieved our 

target caseweights, but  were still short of the total number of 

elective cases.  Twelve months on, all elective targets (CWDs and 
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Organisational 
Culture & 
Structure

Circumstances enabled us to 

operate with a much smaller 

management team for a short 

period (18 months).  Murray 

Georgel, as chief executive 

offi  cer (CEO), took direct 

responsibility for hospital and 

associated services (the chief 

operating offi  cer role – or COO 

as it is known), and the General 

Manager, Funding assumed 

responsibility for corporate 

services.  At the same time, the 

Chief Medical Offi  cer joined the 

executive leadership team.

These changes saw much 

closer working relationships 

between the various divisions 

of the organisation, and with 

all clinical and operational 

directors (including directors of 

nursing, midwifery and allied 

health), reporting direct to the 

CEO in his COO role.  

The benefi ts, while 

intangible, have been 

signifi cant, helping to foster 

an organisational culture of 

teamwork, responsibility and 

accountability.  It is relatively 

early days but the level of 

organisational ownership 

continues to grow.

department (ED) to hospital wards, and this is an area of focus for 

2011/12.  The possibility of a Surgical Assessment and Planning 

Unit is one of many strategies to be explored.  A recovery at 

home service is being rolled out.  This is a specialist district 

nursing service being provided in conjunction with primary care, 

where people referred by general practice can be treated in their 

own home to reduce the need for them to present to ED or be 

admitted to hospital.

The Medical Assessment and Planning Unit (MAPU), a 13-

bed area, has had high occupancy and turnover.  It has been 

successful in reducing and minimising the number of otherwise 

surgical inpatient beds occupied by acute medical patients.  In 

2009/10 an average of 10.3 surgical beds were occupied each 

month by medical patients;  this had reduced to only three beds 

on average each month during 2010/11.  This has enabled both 

acute and elective surgical patients to be admitted and treated 

as planned in surgical wards. 

The unit has also enabled the medical service as a whole to 

reduce the average length of stay for patients by almost half 

a day during the year.  With the higher volume of patients 

admitted to hospital via MAPU, clinical assessment and 

treatment has commenced earlier, which in turn supports more 

eff ective transfer of care and discharge for patients.  It also 

enables other medical wards to focus on providing treatment 

and care for patients who have more complicated medical 

conditions and generally require a longer length of stay.

The level of nurse-led clinic work 

rose by 15% over 2009/10 levels
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Late in the year, Murray began a review 

of his executive leadership team 

arrangements.  A critical component of 

this was to increase clinical, particularly 

primary, perspective.  As CEO, Murray 

will be retaining responsibility for 

hospital services, with direct contact 

with clinical leaders.

For MidCentral Health – our 

provider arm – the role of the 

Senior Management Team (clinical 

and operational directors) became 

increasingly important.  This part of the 

organisation is responsible for over 50% 

of our revenue ($278m).

Work is underway to refocus the 

role of MDHB’s Clinical Council so it 

can proactively infl uence strategic 

and major capital plans.  Wider 

representation from all health 

professionals, including aged 

residential care, is a critical element. 

Aligning Revenue, 
Outputs & Costs

MidCentral Health’s cost structure 

had got out of balance, the gap 

between revenue and expenses 

widening.  We did not want to 

arbitrarily cut costs as our long term 

organisational sustainability had 

to be assured.  So we took a very 

deliberate approach to set projected 

volumes, and align all resources to 

these, including staff  and funding.  

We used the 2010/11 budget process to do this.  

Corporate services worked closely with the clinical 

and operational directors of each major service 

area.  Establishing volumes which met the funder’s 

requirements and refl ected expected demand, was 

the fi rst step.  From there, it was a matter of working 

through what resources would be required, building 

in contingencies.

Following this, a series of fi nancial service reviews 

were undertaken by each service.  These were 

clinically led and looked at the key processes used to 

deliver services, and further aligning staffi  ng levels 

to activity and costs to revenue.  While not always 

well received or embraced, the results were very 

good.  Throughput across the hospital increased.

Concurrently, fi nancial reports were refocused to 

better meet the services’ requirements and fi nancial 

training and support was provided to team leaders, 

charge nurses and others involved in service 

management.  We found many staff  were focused 

upon reporting results and explaining variances, 

rather than understanding these and emerging 

trends.  Shifting this focus has enabled a proactive 

approach to fi nancial management throughout 

MDHB.  Monthly fi nancial review meetings are held 

at service level involving all levels of clinical and 

operational management through to charge nurses.

Work is underway to refocus the 

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

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

throughput while more effectively 

managing personnel costs

Financial Controls Tightened

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

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

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

more eff ectively managing personnel costs.

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

MidCentral DHB had invested signifi cantly in primary care and it was time 

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

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

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

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

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

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

patients being under their care.  A collaborative approach enabled retention 

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

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

review and identifi ed other ways of more eff ectively providing care, such as 

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

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

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

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

Horowhenua Centre.)
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Revenue Growth

It was not only the cost side of our ledger which 

came under scrutiny.  Every eff ort was made to 

ensure revenue was maximised.

We found that our processes for identifying and 

claiming ACC revenue needed enhancement.  

Many staff  from all services across the hospital were 

involved in identifying and collecting this revenue, 

however systems needed to be standardised.  We 

also moved to electronic billing.

ACC revenue was also a signifi cant issue for Enable 

New Zealand.  Last fi nancial year it took over a 

major national ACC contract.  Increased revenue 

was achieved, however it was signifi cantly short of 

expectations.  This shortfall in income was off set 

by a corresponding reduction in expenditure.

Paid car parking was successfully installed 

following a feasibility assessment.  Not only has 

this initiative increased the DHB’s fi nancial health, 

it resolved overnight the congestion problems 

faced by patients and visitors attending Palmerston 

North Hospital (PNH).  We used to receive regular 

complaints regarding the length of time it took to 

fi nd a public car park on our site.  Today, patients 

and visitors do not experience any diffi  culty in 

fi nding a park close to the hospital.  As part of 

this project, we increased the number of car parks 

on site at PNH by a further 284.  Over half of all 

available parks are dedicated for staff , including 

contract/ors’ staff .  There are eight options for staff  

car parking.  Interestingly, the most expensive 

(dedicated, personalised parks and a dedicated 

general parking area) have proved the most 

popular, resulting in waiting lists for these.  Staff  use 

of the scheme continues to increase, with around 

900 staff  signed up to permanent arrangements.  

Casual parking options have also been popular with 

staff  with over 900 casual tickets sold.

An aggressive approach was taken to 

ensuring contracts for supplies and services 

were providing the best value for money
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Supplies and Contracts

An aggressive approach was taken to ensuring 

contracts for supplies and services were 

providing the best value for money.  Wherever 

possible, contracts were reviewed and 

renegotiated.  The fi nancial and other benefi ts 

which resulted, were well worth the eff ort.

As part of our alliance with Whanganui DHB, 

we also moved our contractual arrangement 

for the provision of hotel, food, works/

maintenance, grounds and security services, 

from a local to a sub-regional basis.  Economies 

of scale benefi ted both DHBs.

As well as the cost of supplies, our use of them 

was also scrutinised.  Greater awareness of the 

cost of high use/high cost items was achieved, 

and we managed to reduce the rate of cost 

increase in this area.  This work continues.  

A lot of work is also being done in the area of 

pharmaceuticals, with use of less expensive 

generic medicines where appropriate, 

and restrictions on high cost, specialised 

pharmaceuticals where other options are 

available.  Again, the rate of increase had 

been staunched. 
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The Aim

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

As our fi nancial turnaround progressed, we were able to confi dently commit 

to some major service developments:

• Growing our cancer services through the addition 

of a permanent fourth linear accelerator and 

associated bunker for the region.  Capital cost 

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

• Expanding our cardiac services through 

additional staff  ($1.2m per annum), with 

plans for a dedicated CATH lab ($2.6m)

• Clinical information systems – $8.2m over 

the next fi ve years, with the fi rst programme 

being a clinical work station, Concerto.  (This 

investment is part of the Central Region’s 

Information Systems Strategy.)

• Construction of a new clinical records 

building.  Capital cost $2.5m.

More developments are planned and we 

intend to self-fund these.  The key focus 

for 2011/12 is investigating future service 

requirements, prioritising these and 

forming an investment plan for the next 

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

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

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

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

Over 50% of funds goes into 

the provision of hospital 

services.  The other funding 

is used for a range of primary 

care services, including GP 

visits, aged residential care 

(rest homes), mental health 

and Maori health services.

Where themoney goes

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

Hospital-based Services

64.7 Surgical specialties, ICU and anaesthetics 275.0 MidCentral Health

46.0 Medical services 72.2 GPs, PHOs, non-govt owned providers

33.6 Regional cancer treatment service 46.6 Other DHBs

27.9 Elder health and rehabilitation and therapy 44.1 Community pharmacies

28.1 Women’s and child health 41.0 Rest homes

25.7 Mental health 25.1 Enable New Zealand

12.5 Emergency department 10.1 Community laboratories

8.6 Clinical support 6.0 MidCentral DHB – governance

6.5 Public health 1.4 Iwi/Maori health providers

3.8 Dental health 1.4 Primary Health Nursing

1.7 Rural health

15.9 Other

275.0 Total hospital-based services

Community-based Services

44.1 Pharmaceuticals

41.0 Residential care

28.0 Primary practice

10.7 Home support

10.1 Laboratories

9.1 Mental health

4.8 Chronic disease management

21.0 Other

168.8 Total community-based services

25.1 Disability services and needs assessment

46.6 Inter-district fl ows

6.0 Governance

1.4 Primary Health Nursing

522.9 Total DHB Expenditure 522.9 Total DHB Expenditure

How is this money used?

Who receives it?

What services does it fund?
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Each year when MidCentral DHB sets out its 
plans for the coming 12 months, it prepares a 
Statement of Service Performance.  This 
statement captures the level of service the 
DHB expects to provide, together with the 
expected impact and outcomes which will 
result. 

The Statement of Service Performance covers 
the majority of the DHB‟s business, accounting 
for over 80% of its revenue and expenditure. 

The Statement has four parts, reflecting the 
key categories of services provided (or output 
classes as they are known).  These are: 

 Public health services 

 Primary health and community services 

 Hospital services 

 Support services 

These categories reflect the full health and 
wellbeing continuum:  from keeping people 
healthy, identifying and treating illness, 
through to supporting people to age well.  
The continuum is from the “cradle to the 
grave”. 

On the following pages we set out the 
Statement of Service Performance measures 
set for 2010/11 and our results for each one. 

For the 2010/11 financial year, DHBs worked 
with the Ministry of Health and the Office of 
the Auditor-General to get some consistency 
across the sector regarding the Statement of 
Service Performance.  As a result, our 
Statement of Service Performance is more 
comprehensive and sees a much wider range 
and number of measures than in previous 
years. 
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Public Health Services 

What are Public Health Services? 

Public health services focus on the population 
at large, or specific population groups.  They 
include health promotion and education, 
regulatory and statutory services (eg 
communicable disease notifications, and 
inspections of alcohol licensees and tobacco 
retailers), and population-based screening 
programmes.  

What are we Measuring? 

 Number of hospitalised smokers who are 
provided with advice and help on how to 
quit smoking 

 Number of children who are fully 
immunised by aged two years, and 
immunisation rates for Year 7 school 
students 

 Number of elderly who have had the flu 
vaccine 

 The number of health promotion and 
education activities provided throughout 
the district, focusing on immunisation, 
disease prevention, nutrition and healthy 
lifestyles 

 The number of Health Promoting Schools in 
the district 

 The number of referrals to Green 
Prescription programmes 

 Screening coverage rates for cervical and 
breast cancer 

 The level of communicable diseases 
reported within the district 

 Inspection levels of licensed facilities, such 
as tobacco retailers, early childhood centres, 
and alcohol outlets. 

Why these Targets are Important  

Fundamental to MidCentral DHB‟s vision of 
“quality living – healthy lives” is supporting 
people to take simple steps to improve their 
health and reduce diseases that are largely 
preventable.  Things like exercising regularly, 
eating a healthier diet, quitting smoking, and 
getting regular health checks.  Immunisation 
to prevent the spread of vaccine preventable 
diseases in a community and to protect 
children against a range of serious diseases is 
also important, as is screening to enable 
prevention or early identification of cancer.  

Flu vaccines give protection to the elderly, a 
population group which is particularly 
vulnerable to these viruses.   

What long term objective(s) are we 
striving for? 

People are healthy, able to self manage and 
live longer. 

People who are at risk of illness and/or injury 
are diagnosed and managed earlier. 

2010/11 Target Achievement in Summary 

The majority of targets were achieved, and 
many were exceeded. 

A vast improvement was made in providing 
hospitalised smokers advice on how to quit, 
with the monthly rate rising from around 24% 
at the start of the year to 88.6% in June 2011.  
However, we fell just short of the annual 
target of 90%.  Further focus will continue, 
particularly as the target will rise to 95% next 
financial year. 

Immunisation rates for two year olds had 
reached target level by year end, but on an 
annualised basis we were just outside of 
target.  Year 7 immunisation rates exceeded 
target. We did not meet the targeted number 
of people aged 65 plus receiving their flu 
vaccination and work in this area continues. 

Screening coverage rates for both breast and 
cervical cancer were achieved. 

Six more schools in district achieved Health 
Promoting School status, being four more 
than targeted.  We now have 16 health 
promoting schools in total. 

General health promotion and education 
activities also exceeded target, with more 
programmes delivered.  Referrals to the 
“green” prescription programme increased to 
an average of 89 per month, exceeding target.  
The programmes include physical activity and 
nutrition. 

The scheduled number of inspections of 
licensed premises were carried out, and the 
number of communicable diseases reported 
was lower than expected which is a good 
result. 
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A Couple of Highlights 

 

Significant improvement over the year; just 
under achieving this target by the end of June 
2011. 
 

 

The proportion of children fully immunised by 
age two years improved over this year;  this 
health target was achieved and maintained or 
exceeded from November 2010.
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Public Health Services Output Class  
Public Health 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 as distinct 
from the curative services which repair/support health and disability dysfunction. 

Public health services address individual behaviours by targeting population wide physical and social environments to 
influence health and wellbeing.  Public Health services include health promotion to ensure that illness is prevented 
and unequal outcomes are reduced; statutorily mandated health protection services to protect the public from toxic 
environmental risk and communicable diseases; and, individual health protections services such as immunisation and 
screening services. 

Achiement of Measures:  Proportion of Total Targets that are Exceeded, Achieved, Nearly or Not Achieved 

 

 

 

Sub Outputs Output Volume & Standard Measures Baseline Targets 
2010/11 

Results 
2010/11  

Health Promotion and 
Education Services 

 Healthy communities 
 Health promoting schools 

 Nutrition and physical 
activity 

 Sexual health 
 Mental health 

 Refugee health 

 Prevention of alcohol and 
other drug related harm 

 Injury prevention 

 Tobacco control 

Number of health promotion and education 
programmes  

9 9 10 

Number of groups and organisations 
supported to implement nutrition and physical 
activity programmes 

5 6 14  

Number of new referrals to Green Prescription 
programme (average per month) 

68 71 89 

Number of Health Promoting Schools in 
MidCentral‟s district 

10 12 16  

% hospitalised smokers provided with advice 
and help to quit 

24.4% 
3 mths to 
31.12.09  

90% 73% 
12 mths to 
30.06.11 

Statutory & Regulatory 
Services 

Communicable disease notifications per 10,000 
population 

50.6  50.6 32.0 

Number of Early Childhood Centre inspections 12 
2009  

12 12  

Number of controlled purchase operations 
carried out on tobacco retailers 

49 
as at Jan 2010  

80 89 

Number of alcohol licensees visited/inspected 
as per contract (Contract 180) 

189  180 250 

% of approved Vertebrate Toxic Agent 
operations audited 

30% 30% 39% 

Population Based Screening 
Programmes 

Breast screening programme:  Number of 
eligible women, aged 45-69 yrs, screened 

15,396 
2009  

16,609 22,543  
(2 years) as at 
30.04.11 

National Cervical Screening programme:  
Average number of first event screenings, per 
month (aligned to contract)  

112  
Feb 2009 

110 93 
Dec 2010 

Breast screening 2 year coverage rate, for 
women aged 45 – 69 years 

66% 
 as at 31.12.09 

70% 69%  
(2 years) as at 
30.04.11 

Cervical screening 3 year coverage rate, for 
women aged 20 – 69 years 

72.2% 
Mar 2009  

75% 75% 
Dec 2010 

Immunisation Services Number of eligible children fully vaccinated at 
24 months of age 

1,916 
12 mths to 
31.12.09  

2,162 
12 mths to 
31.12.10 

2,126  
12 mths to 
31.12.10 

% of eligible children fully vaccinated at 24 
months of age 

80% 
12 mths to 
31.12.09  

90% 88% 
12 mths to 
31.12.10 

Number of people aged 65+ years receiving flu 
vaccination 

14,837 
9 mths to 
30.09.09   

17,054 15,814  
12 mths to 
30.06.11 

% of Primary Health Organisation enrolled 
population aged 65+ years receiving flu 
vaccination 

52.5% 
9 mths to 
30.09.09   

75% 67% 

% of students receiving Year 7 vaccination 57% 
12 mths to 
31.12.09  

60% 82% 
 (n.1685) 
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Primary Health and Community Services 

What are Primary Health and Community 
Services? 

These services are the front-line health 
services which people access most often, and 
include the family doctor and local general 
practice, community pharmacies and 
laboratories, physiotherapy, community 
radiology services, and community mental 
health and Maori health care.  People can self-
refer to these services. 

Primary and community services include 
programmes such as diabetes and 
cardiovascular risk assessments.  They also 
include the child and adolescent oral health 
(dental) service. 

Today, primary and community services are 
providing more and more services previously 
available only in a hospital setting. 

What are we Measuring? 

• The level of cardiovascular risk assessments 
carried out in target population groups 

• The level of people on the diabetes register 
who access their free annual check, and, 
how well their diabetes is being managed 

• The level of ambulatory sensitive hospital 
admissions – avoidable or preventable by 
primary health care 

• The level of GP consultations for high 
needs people 

• The proportion of our population enrolled 
with a primary health organisation, and 
what number of these people who are 
registered with the PHO‟s chronic care 
team.   

• The level of Maori enrolments with a PHO 
and their chronic care teams 

• Children‟s oral health – the number of 
children who have received dental 
examinations, the number who are caries-
free at five years of age, and, the decayed, 
missing and filled teeth score for Year 8 
(form 2) children 

• The level of service provided by the 
community paediatric team 

• The number of hospital patients who are 
seen by the DHB‟s district nursing service 
following their discharge from hospital 

• Access rates for mental health services, the 
number of mental health clients being seen 
by GPs under shared care arrangements, 
and the provision of crisis/relapse plans for 
people with long term mental illness 

• Expenditure levels on Maori health 
providers 

• The level of community pharmacy, 
laboratory and radiology tests  

Why these Targets are Important  

Primary and community health services are a 
critical component of the district‟s health 
service.  They deliver services close to the 
community and are the health care providers 
that people see most often.  It is through 
primary care providers that people can access 
specialist (hospital) level care when required. 

For good health outcomes, ready access to a 
robust primary health service is essential.  This 
enables early diagnosis and intervention, as 
well as ensuring long term (chronic) 
conditions are well managed.  It is equally 
important that primary care providers are 
supported and can access the range of 
diagnostic tests in the community required for 
management of their patients. 

What long term objective(s) are we 
striving for? 

People who are at risk of illness and/or injury 
are diagnosed and managed earlier.   

People with early conditions are treated and 
managed earlier and illness progression is 
reduced. 

People with long term conditions have their 
care co-ordinated across a range of service 
providers leading to reduced premature 
disability and death. 
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2010/11 Target Achievement in Summary 

Indicators regarding access to, and the quality 
of, general practice services are good, with 
PHO enrolment rates, for both the total 
population and Maori, close to target.  GP 
utilisation rates by high needs patients were 
exceeded for all ethnicity groups. However, 
there were more admissions to  hospital than 
expected for conditions which could have 
been avoided through better use of primary 
and public health services.   The level of 
community diagnostic tests was within 
expected range. 

Identification and management of chronic 
disease within the community continues to 
improve.  Registration rates for chronic care 
teams grew but not quite to target.  The 
number of CVD risk assessments completed 
exceeded target.  The number of people with 
diabetes accessing free annual checks 
continues to grow, and the proportion of 
these with acceptable HBA1c level remains 
consistent with the previous year.  The 
diabetes targets were extremely challenging 
this year due to the expected number of 
people with diabetes (the denominator for 
these measures) increasing markedly.  This 
meant primary care services had to see and 
manage a much higher number.  Increased 
levels were achieved but not to target level. 

Oral health for children continues to improve 
and we met the caries free and adolescent 
utilisation rates.  The number of children aged 
5 who had a dental check exceeded target, 
but enrolment rates for 0-4 year olds fell short 
of target.   

The district nursing service supported nearly 
3,000 people discharged from hospital but did 
not meet target level. 

Access rates for mental health services were 
exceeded, and those requiring long-term care 
had appropriate plans in place.  The GP shared 
care model, which sees primary care 
practitioners being supported to care for 
mental health clients, is growing and target 
numbers were exceeded. 

Expenditure on services provided by Maori 
health organisations met target levels. 

 

 

 

 

 

 

 

 

 

 

 

 

A Couple of Highlights 

 

More five year old children were examined by the 
school dental service and a greater proportion 
were caries free than last year. 

 

Even more people were accessing their free 
annual checks for diabetes in the last year. 
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Primary Health & Community Services Output Class  

Primary Health and Community Services comprise services that are delivered by a range of health and allied health 
professionals in various private, not-for-profit and government service settings. Include general practice, community and 
Maori health services, Pharmacist services, Community Pharmaceuticals (the Schedule) and child and adolescent oral 
health and dental services. These services are by their nature more generalist, usually accessible from multiple health 
providers and from a number of different locations within the DHB. 

Achievement of Measures:   Proportion of Total Targets that are Exceeded, Achieved, Nearly or Not 
Achieved 

 

 

Sub Outputs Output Volume and Standard 
Measures 

Baseline Targets 
2010/11 

Results 2010/11 

Primary Health Care 
Services (capitation/ 
first contact) 

Number of MidCentral people enrolled with 
a Primary Health Organisation (any PHO) 

154,214 
as at 01.01.10 

 158,000 
as at 01.01.11  

157,086 
as at 30.06.11 

% DHB population enrolled with Primary 
Health Organisations 

92.5% 
as at 1.1.10 
(pop 166632) 

95% 94% 

Ratio of GP utilisation for high needs people  1.08 
6 mths to 30.06.09 

 1.00 1.02 
6 mths to 31.12.10 

Ambulatory sensitive (avoidable) hospital 
admissions (indirectly standardised ASH 
discharge ratio) 0-74 yrs 

Maori: 70.7% 
Other: 95.5% 
12 mths to Dec09: 

Maori: 70.7% 

Other: 95.5% 

Maori:  80% 
Other:  110% 
12 mths to 31.03.11 

Oral Health Services Number of children aged under 5 years 
enrolled with DHB funded dental services  

4,040 
2009 (aged 2½ to 5 
yrs) 

6,794 
2010 (aged 0 
to 4 yrs) 

4,021 

Number of 5 year old children examined 1,619 
2009 calendar year  

 1,619 
 

1,702 
2010 calendar year 

Number of Year 8 children examined 2,000 
2009 calendar year  

 2,000 
 

1,874 
2010 calendar year 

% children caries free at five years of age 57.1% 
2009 calendar year 

58% 58% 
2010 calendar year 

% of 13-17 year old adolescents utilising DHB 
funded dental services  

78% 
2008 calendar year  
(Pop:11,340) 

78% 79% 
2010 calendar year 
(Pop: 11,175) 

Mean score of permanent teeth of children 
with decayed, missing or filled permanent 
teeth at year eight – all areas 

1.48 
2009 calendar year   

1.45 1.76 
2010 calendar year 

Primary & 
Community Care 
Programmes 

% of Primary Health Organisation enrolled 
population registered with Chronic Care 
Teams 

3.7%  
as at 31.12.09 

4.5% 4.2% 

Number of people with diabetes accessing 
free annual checks 

4,249 
2008/09  

5,734 5,019 
12 mths to 31.03.11 

Number of community paediatric service 
contacts 

3,850 
2009/10 projected 

4,125 2,432 

% of hospital discharged patients seen by 
District Nursing domiciliary service in same 
year 

12.3% 
2008/09  

15% 13% 

% of people with diabetes who have 
satisfactory or better diabetes management, 

ie HBA1c 8% 

Maori:  60% 
Total: 73% 
2008/09 

Maori:  72% 

Total:  80% 

Maori:  60% (n.415) 
Total:  74%  (n.3,710)  
12 mths to 31.03.11 

% of eligible adult population who have  had 
their cardiovascular disease risk assessed in 
last five years 

Total:  82.9%  
to Dec 2009 

Total: >81% 
Target revised 
for 
consistency 
with 10/11 
DAP 

82% 
to 31.03.11 
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Mental Health 
Services 

Number of clients seen by Mental Health 
Services 

4,173 
12 mths to Sep 
2009  

4,583 4,751 

Number of GP Shared Care Mental Health 
clients 

144 
as at 31.12.09  

150  
as at 30.06.11 

165  
as at 30.06.11 

% of DHB population seen on average per 
annum (access rates) 

2.50% 
12 mths to Sep 
2009   
(pop: 166632) 

 
2.75% 

2.83% 
12 mths to 31.03.11 
(pop: 167920) 

% of people with long term mental illness 
with crisis/relapse prevention plans 

88% 
6 mths to Dec 2009   

95% 95% 

Maori Health Services  % of total clients seen by Chronic Care 
Teams who are Maori 

19.9%  
as at 31.12.09 

 20% 20% 

Total expenditure for contracts provided by 
Maori Health providers 

$5.4m  
2008/09 

 $5.4m $5.57m 

Increase Maori enrolment with PHOs by 10% 24,000  
Dec 2009   

26,400 25,700  
(7.1% increase) as at 
30.6.11 

Community 
Pharmacy Services 

Number of items dispensed 2,556,815  
2008/09   

 2,799,712 2,865,627 

Expenditure on community pharmaceuticals 
per enrolled population 

$308 
2008/09  

 $340 $335 

Community 
Laboratory Services 

Number of laboratory tests 872,242 
2008/09   

 881,837 807,979 

Expenditure on community laboratory 
services per enrolled population 

$60.9 
2008/09 

 $62.0 $64.2 

Community Referred 
Tests 

Number of community referred tests 
(MidCentral Health) 

2008/09   

 cardiology 3,850 3,281* 1,445 
 audiology 1,012 1,037 1,204 
 neurology 284 278 337 
Community 
Radiology 

Number of community radiology 
examinations (relative value units) 

34,200 
2008/09 

35,617 31,622 

*Community cardiology service undertaking some community-referred tests for cardiology which were previously undertaken at MidCentral 
Health.  This is part of the aim to provide services closer to home. 
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Hospital Services 

What are Hospital Services? 

Hospital services are secondary care level 
services and are generally accessed by a 
referral from a person‟s general practitioner.  
They include personal health services, mental 
health services, services for older people and 
disability support services.  Hospital services 
include elective (planned) services, acute care, 
and emergency. 

What are we Measuring? 

• The level of elective services provided, 
including elective surgery performed on a 
day-case and a day-of-surgery basis 

• Waiting times for radiation therapy services 

• Waiting times for emergency department 
care (length of stay) 

• The level of acute services provided, both 
within the hospital and emergency 
department  

• The level of people re-admitted to hospital 
on an acute basis following a previous 
hospitalisation 

• The level of maternity services provided 
and breast feeding rates 

• Overall patient satisfaction rates for 
hospital services and maternity care 

• The level of assessment, treatment and 
rehabilitation (AT&R) services provided in 
hospital for the elderly (>65 years) 

Why these Targets are Important  

Early diagnosis and intervention is essential 
when a person is at risk of illness or injury.  A 
comprehensive, easy to access hospital service 
is therefore an integral part of the health 
system, and must be capable of responding to 
demand. 

Hospital services must have the capacity and 
processes to effectively manage both elective 
(planned) and acute (unplanned) demand. 

What long term objective(s) are we 
striving for? 

People who are at risk of illness and/or injury 
are diagnosed and managed earlier.   

People with early conditions are treated and 
managed earlier and illness progression is 
reduced. 

People with long term conditions have their 
care co-ordinated across a range of service 
providers leading to reduced premature 
disability and death. 

2010/11 Target Achievement in Summary 

Good overall improvement was achieved, 
particularly in elective services. 

The level of elective services provided, both 
on a caseweight (complexity) and volume 
basis, exceeded target.  Processes for 
providing this care were also effective with the 
Elective Service Performance Indicators (ESPIs) 
achieved.  Intervention rates for surgical 
procedures exceeded expected levels. 

The number of people requiring acute 
hospital inpatient service was less than 
expected and the proportion of acute hospital 
readmissions was on target.  The number of 
people presenting to the Emergency 
Department (ED) reached record highs - over 
39,000 -  however waiting times within the ED 
were longer than desired. Further work in this 
area is planned.   

People requiring radiation therapy were seen 
within the target timeframe, even when the 
target time reduced from six to four weeks 
from 1 January 2011. 

The number of people discharged from 
geriatric AT&R services was slightly above 
target. 

Overall hospital inpatient satisfaction rates for 
hospital services were achieved, and women 
using the DHB‟s maternity service were also 
satisfied with the service provided.  The 
proportion of mothers who were 
breastfeeding their baby(s) on discharge from 
hospital was greater than target. 

  



43 

 

A Couple of Highlights 

 

Over 6,000 people had their elective surgery 
performed this year;  exceeding target almost 
every month. 

 

 

More people attended the Emergency 
Department at Palmerston North Hospital, but 
the rate of growth has slowed since January 
2011. 
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Exceeded Achieved Nearly achieved Not achieved

Hospital Services Output Class  

Hospital Services comprise services that are delivered by a range of secondary, tertiary and quaternary providers using 
public funds.  These services are usually integrated with „facilities‟ classified as hospitals to enable co-location of clinical 
expertise and specialised equipment.  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 preventive, 
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 

Achievement of Measures:   Proportion of Total Targets that are Exceeded, Achieved, Nearly or Not 
Achieved 

 

 

Sub Outputs Output Volume and Standard 
Measures 

Baseline Targets 
2010/11 

Results 2010/11 

Elective Surgical 
Services (inpatient 
& outpatient) 

Number of discharges (MidCentral 
residents) 

5,174 
2008/09 

5,717* 6,077 

Number of costweighted discharges (local 
only) 

5,033 
2008/09 

5,570 6,202 

Number of First Specialist Assessments (all 
surgical services excluding gynaecology – 
MidCentral Health) 

11,545 
2008/09  

11,546 11,207 

 Compliance with Elective Services 
Performance Indicators (ESPIs)** 

62.5% 100% 100% 

 Day of surgery admission rate*** 94% 
2008/09 

 90% 96% 
12 months to 
31.03.11 

 % elective surgery undertaken as a daycase 59% 
2008/09 

 60% 59%  
(unstandardised) 12 
mths to 31.03.11 

Standardised intervention rate (surgical 
diagnostic relating groups), per 10,000 
population 

265 
2008/09 

292 299.94 
2010 calendar year 

 % patient  overall satisfaction rate (all 
services) 

 86.9% 
2008/09 

87.5% 88.2% 

Acute Services 
 Emergency 

department 
 Medical 

 Surgical 
 Paediatric 

 Oncology 

% of Emergency Department (ED) 
attendances with an ED length of stay 
equal to or less than 6 hours 

76.6% 
6 mths to 31.12.09 

95% 86% 

Number of acute inpatient discharges 12,093 
2008/09 

12,618 12,266 

Number of acute beddays 57,852 
2008/09 

55,645 52,200 

Number of Medical (including oncology) 
first specialist assessments 

7,687 
2008/09 

8,684 8,686 

% of acute readmission to hospital 10.25% 
2008/09 

 10% 10% 
12 mths to 31.03.11 

Acute inpatient average length of stay 4.79 days 
2008/09 

4.41 days 4.26 days 
12 mths to 31.03.11 

 % MidCentral patients starting radiation 
oncology treatment within timeframes  

88.7% (6 weeks)  
12 mths to 31.12.09 

100% (4weeks)  
6 mths to 
30.06.11 

100% 

Maternity Services Number of maternity inpatient 
costweighted discharges 

1,506 
9 mths to 31.3.10 

1,982 2,048 

 Number of DHB non-specialist post-natal 
contacts 

1,449 
9 mths to 31.3.10 

1,607 2,282 

 Caesarean section rate (acute) 20% 
12 mths to 31.12.09 

<25% 20% 

 Established breastfeeding at discharge  81% 
12 mths to 31.12.09 

 81% 82% 
12 mths to 30.06.11   

 % of women rating their post natal length 
of stay as “just right” 

95% 
5 mths to 30.4.10 

95% 93% 
12 mths to 30.06.11   
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Assessment, 
Treatment & 
Rehabilitation 
(AT&R) Services 

Number of inpatient discharges (geriatric 
AT&R) 

799 
2008/09 

853 872 

Number of accredited equipment 
assessments, aligned to purchased level 

628 
2008/09 

531 497 

% inpatients discharged to home 85% 
2008/09 

 85% 88% 

*The elective discharge target varies to that stated in the 2010/11 Statement of Intent.  MidCentral DHB‟s target was adjusted by 150 discharges 
following a national process to increase elective throughput.  This occured after the 2010/11 SOI was submitted. 

**Eight criteria for elective services have been established nationally.  These monitor the quality aspects of the service, including the way patients 
are managed from the time of referral to the point of treatment.  The criteria covers all parts of the journey, including:  timely acknowledgement 
of referrals; waiting times for first specialist assessment; prioritisation of patients; waiting times for treatment; regularly assessment of patients 
classified “active review”; use of national assessment processes and tools. 

***National definition amended to include arranged admissions.  Baseline data based elective only in line with definition at that time. 

 



46 

 

Support Services 

What are Support Services? 

Support services range from inpatient medical 
rehabilitation, to the provision of information 
for people with a disability, to aids for home 
care support (assistance with household 
tasks), and personal care (assistance with 
showering, dressing, etc).  They also include 
age residential care facilities and palliative 
care services. 

Support services are provided for people with 
a disability, including physical, sensory, 
intellectual disability, or aged-related illnesses. 

What are we Measuring? 

• The level of demand for, and timeliness of, 
needs assessments for older people. 

• The number of people receiving palliative 
care in the community, and, the number of 
aged residential care facilities who received 
“end of life” care education. 

• Hospital capacity levels of AT&R services for 
the young disabled (<65 years), hospital 
assessment levels, and the number of 
people supported within the community. 

• The number of people receiving home 
based care and associated expenditure 
levels. 

• Local aged residential care capacity, 
utilisation rates, and the quality of care (as 
measured by the number of “issued based” 
audits required). 

Why these Targets are Important  

For people living with a disability or age-
related illness, it is important they are 
supported to maintain independence and 
quality of life. 

What long term objective(s) are we 
striving for? 

People and their whanau with disabilities are 
supported to live well. 

People and their whanau with end stage 
conditions are supported to live and die well. 

2010/11 Target Achievement in Summary 

The level of demand for needs assessment 
and service co-ordination (NASC) for the 
elderly was close to target.  Recorded 
turnaround times for seeing people being 
discharged from hospital regarding a needs 
assessment fell well short of target due to data 
collection changes which accompanied the 
introduction of InterRAI (international 
residential assessment instrument). Additional 
resources were introduced in the year to 
improve the referral response times. 

 Just over 2,000 people aged 65+ received 
DHB-funded home based support services.  Of 
these 86% received up to 8 hours per week, 
exceeding target.  The total spend on home 
based support services, as a proportion of the 
total spend on aged residential care, exceeded 
target. 

The level of aged residential care services in 
the district remained consistent, and 
occupancy rates  increased but were just short 
of target.  The standard of care within these 
facilities improved, reflected by the low 
number of “issues based” audits required. 

More people aged less than 65 years with a life 
long disability received support in the 
community than planned. 

Palliative care services in the community 
continue to grow exceeding expected levels.  
During the year a new education programme 
for aged residential care facilities was 
introduced for those facilities providing Stage 
2 rest home level care.  This focused on “end 
of life care” and 10 (or 71%) of facilities have 
completed this with 70 staff taking part.  
However, the number of rest home facilities 
who took up this opportunity fell short of 
target. 
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A Couple of Highlights 

 

The number of available aged residential care 
beds has remained constant over the last year 
and although the older population is growing, 
the occupancy rate has decreased slightly. 
 

 

Significantly more people received up to 8 hours 
per week of home based support services.  As a 
proportion of expenditure on aged residential 
care beds, expenditure on based support services 
increased from 18% to 27% in the 2010/11 year.
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Support Services Output Class 

Support Services comprise services that are delivered following a „needs assessment‟ process and coordination input by 
NASC Services for a range of services including palliative care services, home-based support services and residential 
care services. 

Achievement of Measures:   Proportion of Total Targets that are Exceeded, Achieved, Nearly or Not 
Achieved 

 

 

Sub Outputs Output Volume and Standard Measures Baseline Targets 
2010/11 

Results 
2010/11 

Needs Assessment and 
Service Coordination 
(NASC) Services 

Average number of new referrals received per month 233  
Jan 10 

250 246 

% of MidCentral Health referrals of eligible inpatients 
aged 65+yrs seen within 3 days 

30.5% 100% 30.9% 

Palliative Care Services Number of palliative care community services‟ clients 449 
2008/09 

460 493 

 Number of Stage 2 aged residential care facilities in 
DHB region receiving End of Life Care education 
sessions by Arohanui Hospice Education & Research 
Unit.  (NB:  new programme to be introduced in 
2010/11.) 

Not 
applicable 

14 10 

Rehabilitation Services Number of medical rehabilitation inpatient bed days 
(aligned to purchase level) 

2,508 
2008/09 

2,305 2,260 

 Number of rehabilitation outpatient clinic 
attendances, aligned to purchased level 

2,436 
2008/09 

2,008 1,307 

Home Based Support 
Services 

% of people receiving ≤ 8 hours of home based 
support services* 

59% 65% 86% 

 Total spend on home based support services as a 
proportion of total spend on aged residential care 

18% 18% 27% 

Aged Residential Care 
(ARC) Services 

Number of subsidised beds:   
Stage II rest home 
Hospital care 
Dementia 
Psychogeriatric 

 
938 
456 
174 
16  
as at Jan 10  

 
938 
456 
174 
16  
as at June 11 

 
938 
456 
174 
16 

Aged residential care beds per 1,000 population over 
65 years of age (NB:  bed levels remain constant.  
Aged population increasing.) 

64.6 62.7 63 

Number of issue based audits of aged residential 
care facilities 

10 <5 3 

% of aged residential care beds occupied 82%  
as at Jan 10: 

 85% 83% 
as at 30 June 11 

Life Long Disability 
Services (under 65 
years of age) 

Number of people aged under 65 years receiving Life 
Long Disability Support Services via Supportlinks 
(Needs Assessment &  Service Co-ordination agency) 

1,285  
as at 10.5.10 

1,307  
as at 30.6.11 

1,334 
as at 9.8.11 

* Incorrect symbol used in 2010/11 Statement of Intent – the intent was to increase the proportion of people receiving home based support 
services up to 8 hours per week, not more than 8 hours per week 
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DHBs are required to show their financial performance against output classes. 

 

($000) Funding Governance & 
Funding 

Administration 

DHB 
Hospital 
Provider 

Eliminations Total DHB 

Gross Revenue      

Crown 470,936 3,067 295,644 (249,515) 520,132 

Other - 2,935 9,436 - 12,371 

Total Revenue 470,936 6,002 305,080 (249,515) 532,503 

Expenses      

Personnel - (8,595) (162,082) - (170,677) 

Depreciation - (2,261) (10,839) - (13,100) 

Capital Charge - (1,196) (5,919) - (7,115) 

Other (464,869) 6,068 (122,706) 249,515 (331,992) 

Total Expenditure (464,869) (5,984) (301,546) 249,515 (522,884) 

Net Surplus/(Deficit) 6,067 18 3,534 - 9,619 

 

Hospital Services 
($000) 

Actual 
2010/11 

Budget 
2010/11 

Revenue 284,509 278,012 
   

Expenses   

Personnel 131,068 132,605 

Depreciation 11,951 12,776 

Capital Charge 6,586 6,222 

Inter District Flows 44,653 46,359 

External Provider Payments 0 0 

Other 83,339 79,266 

Total Expenditure 277,597 277,228 
   

Net Surplus/(Deficit) 6,912 784 
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Primary and Community Services 
($000) 

Actual 
2010/11 

Budget 
2010/11 

Revenue 151,172 146,995 
   

Expenses   

Personnel 21,314 22,341 

Depreciation 600 939 

Capital Charge 198 177 

Inter District Flows 0 0 

External Provider Payments 112,227 116,023 

Other 11,636 10,402 

Total Expenditure 145,975 149,882 
   

Net Surplus/(Deficit) 5,197 (2,887) 

   

Public Health Services 
($000) 

Actual 
2010/11 

Budget 
2010/11 

Revenue 9,326 8,961 
   

Expenses   

Personnel 4,461 4,552 

Depreciation 71 81 

Capital Charge 33 28 

Inter District Flows 0 0 

External Provider Payments 2,356 2,212 

Other 2,054 2,117 

Total Expenditure 8,975 8,990 
   

Net Surplus/(Deficit) 351 (29) 

   

Support Services 
($000) 

Actual 
2010/11 

Budget 
2010/11 

Revenue 87,496 105,925 
   

Expenses   

Personnel 13,834 15,129 

Depreciation 478 582 

Capital Charge 298 292 

Inter District Flows 0 0 

External Provider Payments 56,118 52,354 

Other 19,609 39,175 

Total Expenditure 90,337 107,532 
   

Net Surplus/(Deficit) (2,841) (1,607) 
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The Board and management of MidCentral District Health Board accept responsibility for the 
preparation of the annual Financial Statements and the Statement of Service Performance and the 
judgments used in them. 

The Board and management of MidCentral District Health Board accept responsibility for establishing 
and maintaining a system of internal control designed to provide reasonable assurance as to the 
integrity and reliability of financial reporting. 

In the opinion of the Board and management of MidCentral District Health Board, the Financial 
Statements and Statement of Service Performance for the year ended 30 June 2011 fairly reflect the 
financial position and operations of MidCentral District Health Board. 

 

 

 

Phil Sunderland 
Chairman 

 

 

 

Kate Joblin 
Deputy Chair 

 

 

 

Murray Georgel 
Chief Executive Officer 

 

 

 

Mike Grant 
General Manager, Planning & Support 

 

4 October 2011  
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Consolidated Statement of Comprehensive Income 
for the year ended 30 June 2011  

 

Budget  Note Group & Parent 

June-11 
$000 

  June-11  
$000 

June-10  
$000 

532,306 Revenue 1 521,236 499,836 

6,091 Other operating income 2 8,976 8,615 

1,496 Finance income 5a 2,291 1,480 

539,893 Total Income  532,503 509,931 

- 

174,627 

Share of (profits) of associates 

Employee benefit costs 

10 

4 

(38) 

170,677 

(51) 

171,309 

14,378 Depreciation and amortisation expense 7,8 13,100 13,465 

16,512 Outsourced services  19,036 21,322 

41,170 Clinical supplies  40,758 41,523 

69,667 Infrastructure and non-clinical expenses  49,915 45,697 

216,947 Payments to non-health board providers  215,354 212,104 

- Other operating expenses 3 3,431 2,328 

3,612 Finance costs 5b 3,536 3,588 

6,719 Capital charge 6 7,115 8,040 

543,632 Total Expenses  522,884 519,325 

(3,739) Surplus/(loss) for the Year  9,619 (9,394) 
     

- Other Comprehensive Income  - - 

(3,739) Total Comprehensive Income for the Year  9,619 (9,394) 

 

 

 

These financial statements are to be read in conjunction with the accounting policies and notes on pages 57 to 
84. 
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Consolidated Statement of Changes in Equity 
for the year ended 30 June 2011  

 

 Crown 
Equity 

Property 
Revaluation  

Reserve 

Trust/ 
Special 

Funds 

Retained 
Earnings / 

(Losses) 

Total 
Equity 

Balance at 30 June 2009 63,694 54,645 2,064 (21,882) 98,521 
      

(Loss) for the year - - - (9,394) (9,394) 

Revaluation of land and buildings - - - - - 

Total Comprehensive Income for the year - - - (9,394) (9,394) 
      

Distributions to the Crown (633) - - - (633) 

Contributions from the Crown 931 - - - 931 

Transfer from retained earnings - - - - - 

Transfer to/(from) special funds - - 212 (212) - 

Balance at 30 June 2010 63,992 54,645 2,276 (31,488) 89,425 
      

Surplus for the year - - - 9,619 9,619 

Total Comprehensive Income for the year - - - 9,619 9,619 
      

Distributions to the Crown (633) - - - (633) 

Contributions from the Crown 796 - - - 796 

Transfer to/(from) Property Revaluation Reserve - (63) - 63 - 

Transfer to/(from) special funds - - 112 (112) - 

Balance at 30 June 2011 64,155 54,582 2,388 (21,918) 99,207 

 

 

 

 

These financial statements are to be read in conjunction with the accounting policies and notes on pages 57 to 
84. 
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Consolidated Statement of Financial Position 
As at 30 June 2011  

Budget  Note Group & Parent 

June-11 
$000 

  June-11  
$000 

June-10  
$000 

 Assets    

157,193 Property, plant and equipment 7 148,809 152,564 

6,803 Intangible assets 8 3,444 4,645 

750 Investments in associates 10 839 801 

1,750 Investments 11 - 2,000 

166,496 Total Non-Current Assets  153,092 160,010 

- Other financial assets 21b - 23 

2,687 Inventories 9 3,008 2,704 

- Investments 12 36,300 11,000 

15,917 Trade and other receivables 13 14,815 13,750 

13,152 Cash and cash equivalents 14 6,976 14,464 

31,756 Total Current Assets  61,099 41,941 

198,252 Total Assets  214,191 201,951 

 Equity    

66,089 Crown equity  64,155 63,992 

54,644 Property revaluation reserve  54,582 54,645 

(35,499) Retained earnings/(losses)  (21,918) (31,488) 

2,064 Trust/special funds 15 2,388 2,276 

87,298 Total Equity  99,207 89,425 

 Liabilities    

50,767 Interest-bearing loans and borrowings 16 42,183 55,133 

1,246 Employee benefits 17 1,506 1,281 

52,013 Total Non-Current Liabilities  43,689 56,414 
     

- Other financial liabilities 21b 11 - 

4,100 Interest-bearing loans and borrowings 16 13,234 168 

36,831 Trade and other payables 18 34,159 33,565 

- Provisions 19 1,170 1,100 

18,010 Employee benefits 17 22,721 21,279 

58,941 Total Current Liabilities  71,295 56,112 

110,954 Total Liabilities  114,984 112,526 

198,252 Total Equity and Liabilities  214,191 201,951 
 

These Financial Statements were authorised for issue by the Board on 20 September 2011, and are to be read in 
conjunction with the accounting policies and notes on pages 57 to 84. 

For and on behalf of the Board 
 
 
 

Chairman      Deputy Chair 
4 October 2011       4 October 2011 
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Consolidated Statement of Cash Flows 
For the year ended 30 June 2011  

Budget  Note Group & Parent 

June-11 
$000 

  June-11  
$000 

June-10  
$000 

 Cash Flows from Operating Activities    

538,397 Cash receipts from Ministry of Health and patients  527,828 509,928 

(344,319) Cash paid to suppliers  (325,670) (320,600) 

(174,627) Cash paid to employees  (168,630) (172,447) 

- Goods and Services Tax received  678 498 

(6,719) Capital charge paid  (7,140) (8,717) 

12,732 Net Cash Flows from Operating Activities 14 27,066 8,662 

     

 Cash Flows from Investing Activities    

1,496 Interest received  2,291 1,480 

(12,232) Acquisition of property, plant and equipment  (9,595) (6,905) 

(2,186) Acquisition of intangible assets  (833) (802) 

- Sale of fixed assets  132 9 

- (Decrease)/increase in investments and restricted and trust 
funds assets 

 (23,300) (2,750) 

(12,922) Net Cash Flows from Investing Activities  (31,305) (8,968) 

     

 Cash Flows from Financing Activities    

(3,589) Interest paid  (3,534) (3,586) 

1,255 Contributions from the Crown  796 931 

- Distribution to the Crown  (628) (633) 

- Proceeds from borrowings  284 434 

- Repayment of borrowings  (167) - 

(2,334) Net Cash Flows from Financing Activities  (3,249) (2,854) 

     

(2,524) Net decrease in cash and cash equivalents  (7,488) (3,160) 

15,676 Cash and cash equivalents at beginning of year  14,464 17,624 

13,152 Cash and Cash Equivalents at End of Year 14 6,976 14,464 

     

 

These financial statements are to be read in conjunction with the accounting policies and notes on pages 57 to 
84. 

The layout of this statement has been changed to reflect the fact that interest paid and received are not part of 
operating activities. The 2009/10 figures have been changed accordingly. 
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Consolidated Statement of Contingent Liabilities and Contingent 
Assets 
As at 30 June 2011 

  Note Group & Parent 

  June-11 
$000 

June-10  
$000 

    

Legal proceedings  - - 

    

     

 

 

 

Consolidated Statement of Commitments  
As at 30 June 2011 

Capital Commitments – Not more than one year  5,005 1,503 

Non-Cancellable Commitments – Provider Commitments    

Not more than one year  53,293 48,754 

One to two years  24,135 31,554 

Two to five years  36,420 10,912 

Over five years  1,023 142 

   114,871 91,362 

Non-Cancellable Commitments – Operating Lease Commitments    

Not more than one year  2,629 2,128 

One to two years  1,796 2,149 

Two to five years  3,730 3,433 

Over five years  976 1,136 

  9,131 8,846 

Total Commitments  129,007 101,711 

 

 

 

These financial statements are to be read in conjunction with the accounting policies and notes on pages 57 to 
84. 



57 

 

for the consolidated financial statements  
for the year ended 30 June 2011 

Reporting Entity 

MidCentral District Health Board (MidCentral DHB) 
is a Crown entity in terms of the Crown Entities Act 
2004, is owned by the Crown, and is domiciled in 
New Zealand. MidCentral DHB was created under 
the New Zealand Public Health and Disability Act 
2000, effective 1 January 2001. 

The Group consists of MidCentral DHB, associated 
entity Allied Laundry Services Limited (ALSL) (25.0% 
owned) and an investment in Central Region‟s 
Technical Advisory Service Limited (TAS) (16.7% 
owned). In addition, the group includes wholly 
owned subsidiary Enable New Zealand Limited, 
which is non-trading. As of November 2002 all the 
assets, liabilities and activities of Enable New 
Zealand Ltd were vested in the MidCentral District 
Health Board. As a result of this Enable New 
Zealand Ltd has no balances as at 30 June 2011 
(2010: nil). The group numbers are therefore the 
same as the parent numbers. 

The financial statements and group financial 
statements of MidCentral DHB have been prepared 
in accordance with the requirements of New 
Zealand Public Health and Disability Act 2000, the 
Financial Reporting Act 1993, the Public Finance 
Act 1989, and the Crown Entities Act, 2004. 

MidCentral DHB is a public benefit entity, as 
defined under NZ IAS 1 - Presentation of Financial 
Statements. 

MidCentral DHB‟s activities involve delivering 
health and disability services and mental health 
services in a variety of ways to the community. 

The financial statements were authorised for issue 
by the Board on 20 September 2011. 

Statement of Compliance and 
Basis of Preparation 

The consolidated financial statements have been 
prepared in accordance with Generally Accepted 
Accounting Practice in New Zealand (NZ GAAP). 
They comply with the New Zealand equivalents to 
International Financial Reporting Standards (NZ 
IFRS), and other applicable Financial Reporting 
Standards as appropriate for Public Benefit Entities. 

The financial statements are presented in New 
Zealand Dollars (NZD), rounded to the nearest 
thousand. The financial statements are prepared on 
the historical cost basis except that the following 
assets and liabilities are stated at their fair value: 
land and buildings, and derivative financial 
instruments (foreign exchange contract). 

The accounting policies set out below have been 
applied consistently to all periods presented in 
these consolidated financial statements. 

The preparation of financial statements in 
conformity with NZ IFRS requires management to 
make judgements, estimates and assumptions that 
affect the application of policies and reported 
amounts of assets and liabilities, income and 
expenses. The estimates and associated 
assumptions are based on historical experience and 
various other factors that are believed to be 
reasonable under the circumstances, the results of 
which form the basis of making the judgements 
about carrying values of assets and liabilities that 
are not readily apparent from other sources. Actual 
results may differ from these estimates. 

The estimates and underlying assumptions are 
reviewed on an ongoing basis. Revisions to 
accounting estimates are recognised in the period 
in which the estimate is revised if the revision 
affects only that period, or in the period of the 
revision and future periods if the revision affects 
both current and future periods. 

Judgements made by management in the 
application of NZ IFRS that have significant effect 
on the financial statements and estimates with a 
significant risk of material adjustment in the next 
year are discussed in Note 27. 
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Basis for Consolidation 

Associates 

Associates are those entities in which MidCentral 
DHB has significant influence, but not control, over 
the financial and operating policies. ALSL is an 
associate company of MidCentral DHB. 

The consolidated financial statements include 
MidCentral DHB‟s share of the total recognised 
gains and losses of associates on an equity 
accounted basis, from the date that significant 
influence commences until the date that significant 
influence ceases. When MidCentral DHB‟s share of 
losses exceeds its interest in an associate, 
MidCentral DHB‟s carrying amount is reduced to nil 
and recognition of further losses is discontinued 
except to the extent that MidCentral DHB has 
incurred legal or constructive obligations or made 
payments on behalf of an associate. 

Investments in associates are recorded using the 
equity method in the parent‟s financial statements. 

Transactions Eliminated on Consolidation 

Intragroup balances and any unrealised gains and 
losses or income and expenses arising from 
intragroup transactions, are eliminated in preparing 
the consolidated financial statements. Unrealised 
gains arising from transactions with associates and 
jointly controlled entities are eliminated to the 
extent of MidCentral DHB‟s interest in the entity. 
Unrealised losses are eliminated in the same way as 
unrealised gains, but only to the extent that there is 
no evidence of impairment. 

Foreign Currency Transactions 

Transactions in foreign currencies are translated at 
the foreign exchange rate ruling at the date of the 
transaction. Monetary assets and liabilities 
denominated in foreign currencies at the balance 
sheet date are translated to NZD at the foreign 
exchange rate ruling at that date. Foreign exchange 
differences arising on translation are recognised in 
profit or loss in the Statement of Comprehensive 
Income. Non-monetary assets and liabilities that are 
measured in terms of historical cost in a foreign 
currency are translated using the exchange rate at 
the date of the transaction. Non-monetary assets 
and liabilities denominated in foreign currencies 
that are stated at fair value are translated to NZD at 
foreign exchange rates ruling at the dates the fair 
value was determined. The associated foreign 
exchange gains or losses follow the fair value gains 
or losses to either profit or loss or directly to equity. 

Budget Figures 

The budget figures are those approved by the 
health board in its District Annual Plan and 
included in the Statement of Intent tabled in 
Parliament. The budget figures have been prepared 
in accordance with NZ GAAP. They comply with NZ 
IFRS and other applicable Financial Reporting 
Standards as appropriate for public benefit entities. 

Those standards are consistent with the accounting 
policies adopted by MidCentral DHB for the 
preparation of these financial statements. 

Property, Plant and Equipment 

Classes of Property, Plant & Equipment 

The major classes of property, plant and equipment 
are as follows: 

• freehold land 

• freehold buildings 

• plant, equipment and vehicles 

• work in progress 

• fixtures and fittings. 
 

Owned Assets 

Except for land and buildings and the assets vested 
from the hospital and health service (see below), 
items of property, plant and equipment are stated 
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. 

Land and buildings are revalued to fair value as 
determined by an independent registered valuer 
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. Any 
increase in value of a class of land and buildings is 
recognised directly in equity unless it offsets a 
previous decrease in value recognised in profit or 
loss. Any decreases in value relating to a class of 
land and buildings are debited directly to the 
revaluation reserve, to the extent that they reverse 
previous surpluses and are otherwise recognised as 
an expense in the profit or loss. 

Additions to property, plant and equipment 
between valuations are recorded at cost. 

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 NZ IFRS as the rental 
property is held for strategic and social purposes 
rather than for rental income, capital appreciation 
or both. 

Disposal of Property, Plant & Equipment 

Where an item of plant and equipment is disposed 
of, the gain or loss recognised in profit or loss is 
calculated as the difference between the net sales 
price and the carrying amount of the asset. 
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Leased Assets 

Leases where MidCentral DHB assumes 
substantially all the risks and rewards of ownership 
are classified as finance leases. The assets acquired 
by way of finance lease are stated at an amount 
equal to the lower of their fair value and the 
present value of the minimum lease payments at 
inception of the lease, less accumulated 
depreciation and impairment losses. The 
capitalised values are depreciated over the period 
in which the DHB expects to receive benefits from 
their use. Operating leases, where the lessor 
substantially retains the risks and rewards of 
ownership, are recognised in a systematic manner 
over the term of the lease. Leasehold 
improvements are capitalised and the cost is 
depreciated over the lease or the estimated useful 
life of the improvements, whichever is the shorter. 

Subsequent Costs 

Subsequent costs are added to the carrying 
amount of an item of property, plant and 
equipment when that cost is incurred if it is 
probable that the service potential or future 
economic benefits embodied within the new item 
will flow to MidCentral DHB. All other costs are 
recognised in profit or loss as an expense as 
incurred. 

Depreciation 

Depreciation is charged to profit or loss using the 
straight line method. Land and work in progress is 
not depreciated. 

Depreciation is set at rates that will write off the 
cost or fair value of the assets, less their estimated 
residual values, over their useful lives. The 
estimated useful lives of major classes of assets and 
resulting rates are as follows: 

Class of Asset Estimated Life 

Freehold Buildings 1 to 80 years 

Plant, Equipment and 
Motor Vehicles 

3 to 20 years 

Fixtures and Fittings 3 to 25 years 

The residual value of assets are reassessed 
annually. 

Work in progress is not depreciated. The total cost 
of a project is transferred to the appropriate class of 
asset on its completion and then depreciated. 

Accumulated depreciation at revaluation date is 
eliminated against the gross carrying amount so 
that the carrying amount after revaluation equals 
the revalued amount. 

For each property, plant and equipment project, 
borrowing costs incurred during the period 
required to complete and prepare the asset for its 
intended use are expensed. 

Intangible Assets 

Intangible assets that are acquired by MidCentral 
DHB are stated at cost less accumulated 
amortisation and impairment losses. 

Subsequent Expenditure 

Subsequent expenditure on intangible assets is 
capitalised only when it increases the service 
potential or future economic benefits embodied in 
the specific asset to which it relates. All other 
expenditure is expensed as incurred. 

Amortisation 

Amortisation is charged to profit or loss on a 
straight-line basis over the estimated useful lives of 
intangible assets unless such lives are indefinite. 
Intangible assets with indefinite useful lives are 
tested for impairment at least annually to 
determine if there is any indication of impairment. 
Other intangible assets are amortised from the date 
they are available for use. The estimated useful lives 
are as follows: 

Type of Asset Estimated Life 

Software 6 to 10 years 

Realised gains and losses arising from disposal of 
intangible assets are recognised in profit or loss in 
the period in which the transaction occurs.  

Financial Assets and Liabilities 

Financial Assets 

Financial assets are classified into the following 
specified categories. Financial assets “at fair value 
through profit or loss” (FVTPL), “held to maturity” 
investments, “available for sale” financial assets, 
and “loans and receivables”. The classification 
depends on the nature and purpose of the financial 
assets and is determined at the time of initial 
recognition. At balance date MidCentral DHB had 
“held to maturity investments”, “loans and 
receivables” and “assets held for trading: financial 
instruments”. 

Effective Interest Method 

The effective interest method is a method of 
calculating the amortised cost of a financial asset 
and of allocating interest income over the relevant 
period. The effective interest rate is the rate that 
exactly discounts estimated future cash receipts 
through the expected life of the financial asset, or 
where appropriate, a shorter period, to the net 
carrying amount of the financial asset. 

Loans & Receivables 

Cash, short term deposits and trade and other 
receivables with fixed or determinable payments 
that are not quoted in an active market are 
classified as loans and receivables. Loans and 
receivables are initially recognised at fair value and 
subsequently measured at amortised cost using the 
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effective interest method, less any impairment. 
Interest income is recognised by applying the 
effective interest rate method. 

Held to Maturity Investments 

Term deposits with fixed or determinable payments 
and maturity dates that the group has the positive 
intent and ability to hold to maturity are classified 
as held to maturity investments. Held to maturity 
investments are initially recorded at fair value and 
subsequently measured at amortised cost using the 
effective interest method, less any impairment, 
with revenue recognised on an effective interest 
method. Investments are classified as “held to 
maturity” investments. 

Financial Assets at FVTPL 

Financial assets are classified as at FVTPL where the 
financial asset is either held for trading or it is 
designated as at FVTPL. 

A financial asset is classified as held for trading if: 

• it has been acquired principally for the purpose 
of selling in the near future; or 

• on initial recognition it is part of an identified 
portfolio of financial instruments that the group 
manages together and has a recent actual 
pattern of short-term profit-taking; or 

• it is a derivative that is not designated and 
effective as a hedging instrument. 

Financial assets at FVTPL are stated at fair value, 
with any resultant gain or loss recognised in profit 
or loss. The net gain or loss recognised in profit or 
loss incorporates any dividend or interest earned 
on the financial asset. Fair value is determined in 
the manner described in note 21. Derivative 
financial assets are considered to be financial assets 
held for trading and are classified as “other financial 
assets” in the Statement of Financial Position. 

Impairment of Financial Assets 

Financial assets other than those at fair value 
through profit or loss are assessed for indicators of 
impairment at each balance sheet date. Financial 
assets are impaired where there is objective 
evidence that as a result of one or more events that 
occurred after the initial recognition of the financial 
asset the estimated future cash flows of the asset 
have been impacted. For financial assets carried at 
amortised cost, the amount of impairment is the 
difference between carrying amount and the 
present value of the estimated future cash flows, 
discounted at the original effective interest rate. 

The carrying amount of the financial asset is 
reduced by the impairment loss directly for all 
financial assets with the exception of trade 
receivables where the carrying amount is reduced 
through the use of an allowance account. 
Subsequent recoveries of amounts previously 
written off are credited against the allowance 
account. Changes in the carrying amount of the 
allowance account are recognised in profit or loss. 

If in a subsequent period, the amount of the 
impairment loss decreases and the decrease can be 
related objectively to an event occurring after the 
impairment was recognised, the previously 
recognised impairment loss is reversed through 
profit or loss to the extent that the carrying amount 
of the investment at the date of impairment is 
reversed does not exceed what the amortised cost 
would have been had the impairment not been 
recognised. 

Financial Liabilities 

Financial liabilities are classified as either financial 
liabilities “at FVTPL” or “other financial liabilities”. 

Financial Liabilities at FVTPL 

Financial liabilities are classified as at FVTPL where 
the financial liability is either held for trading or it is 
designated as at FVTPL. A financial liability is 
classified as held for trading if: 

• it has been incurred principally for the purpose 
of repurchasing in the near future; or 

• it is part of an identified portfolio of financial 
instruments that the Group manages together 
and has a recent actual pattern of short-term 
profit-taking; or 

• it is a derivative that is not designated and 
effective as a hedging instrument. 

A financial liability other than a financial liability 
held for trading may be designated as at FVTPL 
upon initial recognition if: 

• such designation eliminates or significantly 
reduces a measurement or recognition 
inconsistency that would otherwise arise; or 

• the financial liability forms part of a group of 
financial assets or financial liabilities or both, 
which is managed and its performance is 
evaluated on a fair value basis, in accordance 
with the Group's documented risk management 
or investment strategy, and information about 
the grouping is provided internally on that 
basis; or 

• it forms part of a contract containing one or 
more embedded derivatives, and NZ IAS 39 
Financial Instruments: Recognition and 
Measurement permits the entire combined 
contract (asset or liability) to be designated as at 
FVTPL. 

Financial liabilities at FVTPL are stated at fair value, 
with any resultant gain or loss recognised in profit 
or loss. The net gain or loss recognised in profit or 
loss incorporates any interest paid on the financial 
liability. 

Other Financial Liabilities 

Other financial liabilities, including interest bearing 
loans and borrowings and other payables, are 
initially measured at fair value, net of transaction 
costs. 

Other financial liabilities are subsequently 
measured at amortised cost using the effective 
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interest method, with interest expense recognised 
on an effective interest basis. 

Derecognition of Financial Liabilities 

MidCentral DHB derecognises financial liabilities 
when, and only when, the DHB's obligations are 
discharged, cancelled or they expire. 

Derivative Financial Instruments 

The Group enters into a variety of derivative 
financial instruments to manage its exposure to 
foreign exchange rate risk. Further details of 
derivative financial instruments are disclosed in 
note 21. 

Derivatives are initially recognised at fair value at 
the date a derivative contract is entered into and 
are subsequently remeasured to their fair value at 
each balance sheet date. The resulting gain or loss 
is recognised in profit or loss immediately unless 
the derivative is designated and effective as a 
hedging instrument. MidCentral DHB does not 
have any derivatives that are designated and 
effective as hedging instruments. 

A derivative is presented as a non-current asset or a 
non-current liability if the remaining maturity of the 
instrument is more than 12 months and it is not 
expected to be realised or settled within 12 
months. Other derivatives are presented as current 
assets or current liabilities. 

Inventories Held for Distribution 

Inventories held for distribution are stated at the 
lower of cost and current replacement cost.  

Cash & Cash Equivalents 

Cash and cash equivalents comprises cash 
balances, call deposits and deposits with a maturity 
of no more than three months from the date of 
acquisition. Bank overdrafts that are repayable on 
demand and form an integral part of MidCentral 
DHB‟s cash management are included as a 
component of cash and cash equivalents for the 
purpose of the Statement of Cash Flows and the 
Statement of Financial Position. 

Impairment of Other Tangible Assets 

The carrying amounts of MidCentral DHB‟s assets 
other than inventories and inventories held for 
distribution are reviewed at each balance date to 
determine whether there is any indication of 
impairment. If any such indication exists, the assets‟ 
recoverable amounts are estimated. 

If the estimated recoverable amount of an asset is 
less than its carrying amount, the asset is written 
down to its estimated recoverable amount and an 
impairment loss is recognised in profit or loss. 

For intangible assets that have an indefinite useful 
life and intangible assets that are not yet available 
for use, the recoverable amount is estimated at 
each balance sheet date. 

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. 

When a decline in the fair value of an available-for-
sale financial asset has been recognised directly in 
equity and there is objective evidence that the 
asset is impaired, the cumulative loss that had been 
recognised directly in equity is recognised in profit 
or loss even though the financial asset has not been 
derecognised. The amount of the cumulative loss 
that is recognised in profit or loss is the difference 
between the acquisition cost and current fair value, 
less any impairment loss on that financial asset 
previously recognised in profit or loss. 

The recoverable amount of MidCentral DHB‟s 
receivables carried at amortised cost is calculated 
as the present value of estimated future cash flows, 
discounted at the original effective interest rate (ie 
the effective interest rate computed at initial 
recognition of these financial assets). Receivables 
with a short duration are not discounted. 

Impairment losses on an individual basis are 
determined by an evaluation of the exposures on 
an instrument by instrument basis. All individual 
trade receivables that are considered significant are 
subject to this approach. For trade receivables 
which are not significant on an individual basis, 
collective impairment is assessed on a portfolio 
basis based on numbers of days overdue, and 
taking into account the historical loss experience in 
portfolios with a similar amount of days overdue. 

Calculation of Recoverable Amount 

The estimated recoverable amount of receivables 
carried at amortised cost is calculated as the 
present value of estimated future cash flows, 
discounted at their original effective interest rate. 
Receivables with a short duration are not 
discounted. 

Estimated recoverable amount of other assets is the 
greater of their fair value less costs to sell and value 
in use. Value in use is calculated differently 
depending on whether an asset generates cash or 
not. For an asset that does not generate largely 
independent cash inflows, the recoverable amount 
is determined for the cash-generating unit to which 
the asset belongs. 

For non-cash generating assets that are not part of 
a cash generating unit value in use is based on 
depreciated replacement cost (DRC). For cash 
generating assets value in use is determined by 
estimating future cash flows from the use and 
ultimate disposal of the asset and discounting 
these to their present value using a pre-tax 
discount rate that reflects current market rates and 
the risks specific to the asset.  

Impairment gains and losses, for items of property, 
plant and equipment that are revalued on a class of 
assets basis, are also recognised on a class basis. 
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Reversals of Impairment 

Impairment losses are reversed when there is a 
change in the estimates used to determine the 
recoverable amount. 

An impairment loss on an equity instrument 
investment classified as available-for-sale or on 
items of property, plant and equipment carried at 
fair value is reversed through the relevant reserve. 
All other impairment losses are reversed through 
profit or loss. 

An impairment loss is reversed only to the extent 
that the asset‟s carrying amount does not exceed 
the carrying amount that would have been 
determined, net of depreciation or amortisation, if 
no impairment loss had been recognised. 

Borrowing Costs 

Borrowing costs are recognised in profit or loss in 
the period in which they are incurred. MidCentral 
DHB has chosen to defer the application of NZ IAS 
23 (revised 2008) and expense borrowing costs in 
accordance with NZ IAS 23 (2004). 

Employee Benefits 

Defined Contribution Plans 

Obligations for contributions to defined 
contribution plans are recognised as an expense in 
profit or loss as incurred. 

There are a small number of employees that are 
part of a state defined benefit superannuation plan. 
The DHB has no legal or constructive obligation to 
pay future benefits, the Crown guarantees these 
benefits and as a result the plans are accounted for 
as a defined contribution plan. 

Long Service Leave, Sabbatical Leave and 
Retirement Gratuities 

MidCentral DHB‟s net obligation in respect of long 
service leave, sabbatical 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 obligation is 
calculated using the projected unit credit method 
and is discounted to its present value. The discount 
rate is the market yield on relevant New Zealand 
government bonds at the balance sheet date. 

Annual Leave, Conference Leave, Sick Leave 
& Medical Education Leave 

Annual leave, conference leave, sick leave and 
medical education leave are short-term obligations 
and are calculated on an actual basis at the amount 
MidCentral DHB expects to pay. MidCentral DHB 
accrues the obligation for paid absences when the 
obligation both relates to employees‟ past services 
and it accumulates.  

Termination Payments 

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. 

Provisions 

A provision is recognised when MidCentral DHB has 
a present legal or constructive obligation as a result 
of a past event, and it is probable that an outflow of 
economic benefits will be required to settle the 
obligation. If the effect is material, provisions are 
determined by discounting the expected future 
cash flows at a pre-tax rate that reflects current 
market rates and, where appropriate, the risks 
specific to the liability. 

Restructuring 

A provision for restructuring is recognised when 
MidCentral DHB 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. 

Revenue Relating to Service Contracts 

MidCentral DHB is required to expend all monies 
appropriated within certain contracts during the 
year in which it is appropriated. Should this not be 
done, the contract may require repayment of the 
money or MidCentral DHB, with the agreement of 
the Ministry of Health, may be required to expend it 
on specific services in subsequent years. The 
amount unexpended is recognised as a liability 
where there is sufficient certainty of a specific 
obligation to repay. 

Other Liabilities & Provisions 

Other liabilities and provisions are recorded at the 
best estimate of the expenditure required to settle 
the obligation. Liabilities and provisions to be 
settled beyond 12 months are recorded at their 
present value. 

Insurance Contracts 

MidCentral DHB belongs to the ACC Partnership 
Programme whereby it accepts the management 
and financial responsibility for employee work 
related illnesses and accidents. Under the 
programme MidCentral DHB 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, MidCentral DHB 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 
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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. 

Taxation 

Income Tax 

MidCentral DHB is a crown entity under the New 
Zealand Public Health and Disability Act 2000 and is 
exempt from income tax under section CW38 of the 
Income Tax Act 2007. 

Goods & Services Tax 

All amounts are shown exclusive of Goods and 
Services Tax (GST), except for receivables and 
payables that are stated inclusive of GST. Where 
GST is irrecoverable as an input tax, it is recognised 
as part of the related asset or expense. 

Revenue 

Crown Funding 

The majority of revenue is provided through an 
appropriation in association with a Crown Funding 
Agreement. Revenue is recognised monthly in 
accordance with the Crown Funding Agreement 
payment schedule, which allocates the 
appropriation equally throughout the year. 
Revenue from the supply of goods and services is 
measured at the fair value of consideration 
received. 

Goods Sold & Services Rendered 

Revenue from goods sold is recognised when 
MidCentral DHB has transferred to the buyer the 
significant risks and rewards of ownership of the 
goods and MidCentral DHB does not retain either 
continuing managerial involvement to the degree 
usually associated with ownership nor effective 
control over the goods sold. 

Revenue from services is recognised, to the 
proportion that a transaction is complete, when it is 
probable that the payment associated with the 
transaction will flow to MidCentral DHB and that 
payment can be measured or estimated reliably, 
and to the extent that any obligations and all 
conditions have been satisfied by MidCentral DHB. 

Rental Income 

Rental income from strategic assets/assets held for 
social benefit is recognised in profit or loss on a 
straight-line basis over the term of the lease. Lease 
incentives granted are recognised as an integral 
part of the total rental income over the lease term 
on a straight- line basis. 

Expenses 

Operating Lease Payments 

Payments made under operating leases are 
recognised in profit or loss on a straight-line basis 
over the term of the lease. Lease incentives 
received are recognised in profit or loss over the 
lease term as an integral part of the total lease 
expense on a straight line basis. 

Finance Lease Payments 

Minimum lease payments are apportioned 
between the finance charge and the reduction of 
the outstanding liability. The finance charge is 
allocated to each period during the lease term on 
an effective interest basis. 

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. 

Non-Current Assets Held For Sale & 
Discontinued Operations 

Immediately before classification as held for sale, 
the measurement of the assets (and all assets and 
liabilities in a disposal group) is brought up-to-date 
in accordance with applicable NZ IFRS. Then, on 
initial classification as held for sale, a non-current 
asset and/or a disposal group is recognised at the 
lower of its carrying amount and its fair value less 
costs to sell.  

Impairment losses on initial classification as held for 
sale are included in profit or loss, even when the 
asset was previously revalued. The same applies to 
gains and losses on subsequent remeasurement. 

A discontinued operation is a component of 
MidCentral DHB‟s business that represents a 
separate major line of business or geographical 
area of operations or is a subsidiary acquired 
exclusively with a view to resale. 

Classification as a discontinued operation occurs 
upon disposal or when the operation meets the 
criteria to be classified as held for sale, if earlier. 

Contingent Assets & Contingent Liabilities 

Contingent liabilities and contingent assets are 
recorded in the Statement of Contingent Liabilities 
and Contingent Assets at the point at which the 
contingency is evident. Contingent liabilities are 
disclosed if the possibility that they will crystallise is 
not remote. Contingent assets are disclosed if it is 
probable that the benefits will be realised. 

Cost of Service (Statement of Service 
Performance) 

The cost of service statements, as reported in the 
statement of service performance, report the net 
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cost of services for the outputs of MidCentral DHB 
and are represented by the cost of providing the 
output less all the revenue that can be allocated to 
these activities. 

Cost Allocation  

MidCentral DHB has arrived at the net cost of 
service for each significant activity using the cost 
allocation system outlined below. 

Cost Allocation Policy 

Direct costs are charged directly to output classes. 
Indirect costs are charged to output classes based 
on cost drivers and related activity and usage 
information. 

Criteria for Direct & Indirect Costs 

Direct costs are those costs directly attributable to 
an output class.  

Indirect costs are those costs that cannot be 
identified in an economically feasible manner with 
a specific output class. 

Cost Drivers for Allocation of Indirect Costs 

The cost of internal services not directly charged to 
outputs is allocated as overheads using appropriate 
cost drivers such as actual usage, staff numbers and 
floor area. 

Statement of Cash Flows  

The statement of cash flows is prepared exclusive 
of GST, which is consistent with the method used in 
the Statement of Comprehensive Income. 

GST inflows and GST outflows in the Cash Flow 
Statement have been shown net as the Board does 
not believe that showing gross cash flows provides 
more useful information given that GST is paid net 
each month. 

Definitions of the terms used in the statement of 
cash flows are: 

Cash includes coins and notes, demand deposits 
and other highly liquid investments readily 
convertible into cash and includes all call 
borrowings such as bank overdrafts used by the 
organisation. 

Operating activities include all transactions and 
other events that are not investing or financing 
activities. 

Investing activities are those activities relating to 
the acquisition and disposal of current and non 
current investments and any other non-current 
assets. 

Financing activities are those activities relating to 
changes in the equity and debt capital structure of 
the organisation and those relating to the cost of 
servicing the organisation‟s equity capital. 

Changes in Accounting Policies 

There was a change in the accounting policy 
relating to the capitalisation of property, plant and 
equipment. The threshold at which individual items 

are capitalised was raised from $1,000 to $2,000 
with effect from 30 June 2011, and all items with a 
gross cost of between $1,000 and $2,000 were 
written off as at that date. 

Accounting policies have been consistently applied 
unless otherwise stated. 

Standards, Amendments and 
Interpretations Issued but not yet Effective 
in the Current Period 

Refer to table on next page. 
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STANDARD, AMENDMENTS & INTERPRETATIONS ISSUED, BUT NOT YET EFFECTIVE 

NZ IAS 8 „Accounting Policies, Changes in Accounting Estimates and Errors‟(NZ IAS 8) requires that when an 
entity has not applied a new Standard or Interpretation that has been issued but is not yet effective, it shall make 
disclosures of the possible impact on its financial statements in the year of initial application. 

Financial Statements for Year Ending on 30 June 2011  

The following are new or revised Standards or Interpretations in issue that are not yet required to be adopted by 
entities preparing financial statements for years ending on 30 June 2011: 

Standard/Interpretation Effective for annual 
reporting years beginning 
on or after 

Expected to be initially 
applied in the financial year 
ending 

Amendments to NZ IAS 24 „Related Party Disclosures‟ 1 January 2011 30 June 2012 

NZ IFRS 9 „Financial Instruments‟ 1 January 2013 30 June 2014 

*Revised NZ IFRS 9 „Financial Instruments‟ (2010) 1 January 2013 30 June 2014 

Amendments to NZ IFRS 7 – Appendix E 1 April 2011 30 June 2012 

NZ IFRS 13 „Fair Value Measurement‟ 1 January 2013 30 June 2014 

NZ IAS 28 „Investments in Associates and Joint 
Ventures‟ (revised 2011) 

1 January 2013 30 June 2014 

Amendments to New Zealand Equivalents to 
International Financial Reporting Standards to 
Harmonise with International Financial Reporting 
Standards and Australian Accounting Standards 

1 July 2011 30 June 2012 

FRS 44 „NZ Additional Disclosures‟ 1 July 2011 30 June 2012 

Amendments to FRS 44 „NZ Additional Disclosures‟  1 July 2011 30 June 2012 

Amendments to IAS 1 „Presentation of Financial 
Statements‟ – Presentation of Items of Other 
Comprehensive Income 

1 July 2012 30 June 2013 

Amendments to IAS 19 „Employee Benefits‟ 1 January 2013 30 June 2014 

   

*the revised NZ IFRS 9 adds guidance on the classification and measurement of financial liabilities and 
derecognition of financial instruments. The effective date remains the same as the previous version of NZ IFRS 9, 
with earlier adoption permitted. 

 



66 

 

For the year ended 30 June 2011 
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 Note Group & Parent 

  June-11 
$000 

June-10 
$000 

1. REVENUE    

Health and disability services – Ministry of Health (MoH) contracted revenue  460,914 442,221 

ACC  17,846 14,715 

Inter district patient inflows  41,372 41,969 

Patient income  1,104 931 

  521,236 499,836 

    

2. OTHER OPERATING INCOME    

Compensation received in relation to property, plant and equipment  - 2,059 

Donations and bequests received  22 65 

Rental income   1,148 1,380 

Other  7,806 5,111 

  8,976 8,615 

    

3. OTHER OPERATING EXPENSES     

Impairment of trade receivables (bad and doubtful debts) 13 500 270 

Loss on disposal of property, plant and equipment  2,154 1,323 

Audit fees (for the audit of the financial statements)  202 194 

Audit related fees (for assurance related services)  - - 

Other  191 162 

Board fees  24 324 319 

Change in fair value of derivative  60 60 

  3,431 2,328 

    

    

4. EMPLOYEE BENEFIT COSTS    

Wages and salaries  166,757 165,545 

Contributions to defined contribution and benefit plans  2,953 2,871 

Increase in employee benefit provisions  1,667 1,793 

(Decrease)/increase in restructuring provision  (700) 1,100 

  170,677 171,309 

    

5a. FINANCE INCOME    

Interest income  2,291 1,480 

    

5b. FINANCE COSTS    

Interest expense  3,536 3,588 

    

6. CAPITAL CHARGE    

MidCentral DHB pays a monthly capital charge to the Crown. The capital charge rate for the period ended 30 June 2011 
was 8% (2010: 8 %). 
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7. PROPERTY, PLANT AND EQUIPMENT (GROUP AND PARENT) 

 Freehold 
Land  

(at valuation 

Freehold 
Buildings  

(at valuation)  

Plant,  
Equipment & 

Vehicles 

Fixtures & 
Fittings 

Work in 
Progress 

Total 

 $000 $000 $000 $000 $000 $000 

Cost       

Balance at 1 July 2009 16,545 115,772 61,941 4,799 1,316 200,373 

Additions - 793 6,102 41 2,670 9,606 

Disposals - (23) (5,442) (36) - (5,501) 

Revaluation increase - - - - - - 

Transfers - 314 1,795 4 (2,753) (640) 

Balance at 30 June 2010 16,545 116,856 64,396 4,808 1,233 203,838 

       

Additions - 359 4,189 51 5,667 10,266 

Disposals (64) (76) (6,462) (491) - (7,093) 

Transfers - 2,090 775 190 (3,727) (672) 

Balance at 30 June 2011 16,481 119,229 62,898 4,558 3,173 206,339 

Depreciation and Impairment 
Losses 

      

Balance at 1 July 2009 - - 39,874 3,884 - 43,758 

Depreciation charge for the year - 6,743 5,051 270 - 12,064 

Disposals - - (4,512) (36) - (4,548) 

Eliminated on revaluation - - - - - - 

Balance at 30 June 2010 - 6,743 40,413 4,118 - 51,274 

       

Depreciation charge for the year - 5,805 5,451 263 - 11,519 

Disposals - (3) (4,856) (404) - (5,263) 

Balance at 30 June 2011 - 12,545 41,008 3,977 - 57,530 

Carrying Amounts       

At 1 July 2009 16,545 115,772 22,067 915 1,316 156,615 

At 30 June 2010 16,545 110,113 23,983 690 1,233 152,564 

At 30 June 2011 16,481 106,684 21,890 581 3,173 148,809 

 

The difference  between transfers from “work in progress” to “plant, equipment and vehicles”, “freehold buildings” and 
“furniture and fittings” relates to transfers to intangibles disclosed in Note 8. 

Valuation:       

Land and buildings were revalued on 30 June 2009. Revalued land and buildings are stated at fair value as determined 
by an independent valuer, Colliers International New Zealand Limited, Palmerston North, as at 30 June 2009 less 5% 
optimisation adjustment. The methodology used by Colliers International New Zealand Limited to arrive at fair value has 
been to value land on a market basis and buildings on an optimised depreciated replacement cost methodology.  

The total fair value of land and buildings valued by the valuer amounted to $138,396,000 as at 30 June 2009, less the 5% 
optimisation made by the Board of $6,079,000 gives a carrying value of $132,317,000. 
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Restrictions:       

MidCentral DHB does not have full title to Crown land it occupies but transfer is arranged if and when land is sold. Some 
of MidCentral DHB‟s land is subject to Waitangi Tribunal claims. The disposal of certain properties may be subject to the 
provisions of s40 of the Public Works Act 1981.  

Titles to land transferred from the Crown to MidCentral DHB are subject to a memorial in terms of the Treaty of Waitangi 
Act 1975 (as amended by Treaty of Waitangi (State Enterprises) Act 1988). The effect on the value of assets resulting 
from potential claims under the Treaty of Waitangi Act 1975 cannot be quantified.  

Change in capital expenditure threshold: 

The Board have agreed to raise the threshold limit for capitalising assets from $1,000 to $2,000 this year. This involved 
assets totalling $1,294,978 being expensed and is included in line item (infrastructure and non clinical expenses) in the 
consolidated statement of comprehensive income. 
 

8. INTANGIBLE ASSETS (GROUP AND PARENT)    

Note Software 
$000 

Total 
$000 

Cost    

Balance at 1 July 2009  11,020 11,020 

Additions  163 163 

Transfer from work in progress   640 640 

Disposals  (604) (604) 

Balance at 30 June 2010  11,219 11,219 

Additions  161 161 

Disposals  (622) (622) 

Transfer from work in progress 7 672 672 

Balance at 30 June 2011  11,430 11,430 

Amortisation and Impairment Losses    

Balance at 1 July 2009  5,387 5,387 

Amortisation charge for the year  1,401 1,401 

Disposals  (214) (214) 

Balance at 30 June 2010  6,574 6,574 

Amortisation charge for the year  1,581 1,581 

Disposals  (169) (169) 

Balance at 30 June 2011  7,986 7,986 

Carrying Amounts    

At 1 July 2009  5,633 5,633 

At 30 June 2010  4,645 4,645 

At 30 June 2011  3,444 3,444 

    

   

9. INVENTORIES  Group & Parent 

  June-11 

$000 

June-10 

$000 

Surgical and medical supplies  2,746 2,442 

Pharmaceuticals  262 262 

  3,008 2,704 

Write-down of inventories amounted to $356,000 for 2011 (2010: $108,000). The amount of inventories consumed 
during the year ended 30 June 2011 was $23,240,000 (2010: $23,341,000). No inventories are pledged as security for 
liabilities. 
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10. INVESTMENTS IN ASSOCIATES    

    

MidCentral DHB has the following investments in associates:    

    

a. General Information    

Name of Entity Principal Activities Interest Held at 30 June 2011 Balance 
Date 

Allied Laundry Services Limited Provision of laundry services 25% 30 June 

 

b. Summary of Financial Information on Associate Entities (100 per cent) 

 Assets 
$000 

Liabilities 
$000 

Equity 
$000 

Revenues 
$000 

Profit/(Loss) 
$000 

2011 Actual – Allied Laundry Services Limited 4,982 1,624 3,358 6,261 152 

2010 Actual – Allied Laundry Services Limited 5,109 1,905 3,204 6,418 204 

      

c) Share of Profit of Associate Entities      

 2011 $000 2010 $000 

Share of profit/(loss) before tax 38 51 

Less: tax expense - - 

Share of profit/(loss) after tax 38 51 

 

d) Investment in Associate Entities 

  Group & Parent 

  June-11 

$000 

June-10 

$000 

Carrying amount at beginning of year 801 750 

Share of total recognised revenue and expenses 38 51 

Carrying amount at end of year 839 801 

 

MidCentral DHB has a 25% (2010: 25%) shareholding in Allied Laundry Service Limited (Allied Laundry) and participates 
in its commercial and financial policy decisions. Allied Laundry has a total share capital of $3,000,000 of which 
MidCentral DHB‟s share is $750,000. Consideration was made for the shares through the sale of property and plant at 
market value. Allied Laundry commenced operations on 2 December 2002, has a balance date of 30 June and operates a 
laundering service. Allied Laundry Service Limited achieved a surplus of $152,000 at 30 June 2011 (2010: $203,703). The 
organisation‟s aggregate share of associates‟ contingent liabilities is nil (2010: nil). 
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11. NON CURRENT INVESTMENTS Note Group & Parent 

  June-11 

$000 

June-10 

$000 

a) Non-current investments in banks    

Special funds at Westpac    

Carrying amount at beginning of year  2,000 1,750 

(Decrease)/Increase  (2,000) 250 

Carrying Amount at End of Year  - 2,000 

The weighted average interest rate at 30 June 2011 was 3.8% (2010: 4.5%)    

    

b) Non-current investments in entities    

MidCentral DHB holds a 16.7% (2010: 16.7%) shareholding in Central Region Technical Advisory Services Limited, and 
participates in its commercial and financial policy decisions. The five other district health boards in the region each hold 
16.7% (2010: 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. 

 

 

12. CURRENT INVESTMENTS   

    

Deposits held with banks  36,300 11,000 

The weighted average interest rate at 30 June 2011 was 4.62% (2010: 4.85%)    

    

    

13. TRADE AND OTHER RECEIVABLES    

Trade & other receivables due from associates 24 99 118 

Trade & other receivables from non-related parties  5,675 6,301 

Ministry of Health receivables  8,568 6,650 

Prepayments  767 951 

Provision for doubtful debts  (294) (270) 

  14,815 13,750 

 
The average credit period on the provision of services is 9.63 days (2010: 9.54 days). No interest is charged on the trade 
receivables. Receivables (other than that due from the Crown) that are outstanding for more than 60 days from the date 
of the invoice are handed over to a debt collection agency for collection. Included in the Group‟s trade receivable 
balance are debtors that are past due beyond 60 days with a carrying amount of $315,654 (2010: $880,182). 
Management have assessed the collectibility of all accrued income. No issues were noted from the review. 

Movement in the Allowance for Doubtful Debts    

Balance at the beginning of the year  270 - 

Increase/(decrease) in allowances recognised in profit or loss 3 500 270 

Utilised during the year  (476) - 

Balance at end of the year  294 270 

 
In determining the recoverability of a trade receivable, MidCentral DHB considers any change in the credit quality of the 
trade receivable from the date credit was initially granted up to the reporting date. The concentration of credit risk is 
limited due to the customer base being large and unrelated. Accordingly the Board believes it prudent that an allowance 
for doubtful debts be made in 2011 of $294,000 (2010: $270,000). 
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14. CASH AND CASH EQUIVALENTS  Group & Parent 

  June-11 

$000 

June-10 

$000 

Bank balances   2,388 1,008 

Call deposits  4,588 13,456 

Cash and cash equivalents  6,976 14,464 

Cash and cash equivalents in the statement of cash flows  6,976 14,464 

MidCentral DHB does not administer funds on behalf of patients. 

The weighted average interest rate on call deposits at 30 June 2011 was 3.10% 
(2010: 3.68%).  

Included within bank balances is $388,000 (2010: $276,000) of special funds with 
Westpac Trust. 

   

Reconciliation of Profit for the Year with Net Cash Flows from Operating Activities:  

Surplus/(Loss) for the period  9,619 (9,394) 

Add back non-cash items:    

Depreciation  11,519 12,064 

Amortisation  1,581 1,401 

Compensation received in relation to property, plant and equipment  - (2,059) 

Net loss/(gain) on disposal of property, plant and equipment  2,154 1,323 

Change in fair value of derivative  60 60 

Share of profit of associate  (38) (51) 

Items relating to investing & financing activities  1,243 2,088 

Movements in Working Capital:    

Decrease/(increase) in trade and other receivables  (1,101) 2,166 

(Increase)/decrease in inventories  (304) (17) 

Increase in trade and other payables  596 1,256 

Increase in provisions  70 1,100 

(Decrease)/increase in employee benefits  1,667 (1,275) 

Net movement in working capital  928 3,230 

Net cash inflow/(outflow) from operating activities  27,066 8,662 

Non Cash Transactions 

There were no non-cash transactions during 2010/11. In 2009/10 MidCentral DHB received $2,059,000 of assets as 
compensation for costs and inconvenience associated with an earlier asset purchase. The compensation for this has 
been disclosed in note 2. 

The layout of this note has been changed to reflect the fact that interest paid and received are not part of operating 
activities. The 2009/10 figures have been changed accordingly. 

    

15. TRUST/SPECIAL FUNDS    

Special funds are funds donated or bequeathed for a specific purpose. The use of these assets must comply with the 
specific terms of the sources from which the funds were derived.   

All trust funds are held in bank accounts that are separate from MidCentral DHB‟s normal banking facilities. 

Balance at Beginning of Year  2,276 2,064 

Transfer from retained earnings in respect of:    

Interest received  70 64 

Donations and funds received  565 656 

Transfer to retained earnings in respect of:    

Funds spent  (523) (508) 

Balance at End of Year  2,388 2,276 
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16. INTEREST-BEARING LOANS AND BORROWINGS  Group & Parent 

  June-11 

$000 

June-10 

$000 

Non-Current     

Secured loans  42,183 55,133 

  42,183 55,133 

Current    

Secured loans  13,234 168 

  13,234 168 

  55,417 55,301 

Analysis of Secured Loans    

EECA loan  717 601 

Crown Health Financing Agency  54,700 54,700 

Repayable as Follows:    

Within one year  13,234 168 

One to two years  12,673 13,169 

Two to three years  4,273 12,608 

Three to four years  12,695 4,208 

Four to five years  42 12,648 

Later than five years   12,500 12,500 

  55,417 55,301 

Term loan facility limits    

Crown Health Financing Agency  56,700 56,700 

 
MidCentral DHB has term loan facilities with the Crown Health Financing Agency (CHFA) for $56.7m ($54.7m drawn 
down). The term loan is secured by a negative pledge. 

Without CHFA‟s prior written consent, MidCentral DHB 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. 

During the year there have not been any defaults or breaches of principal, interest or redemption terms of the loan. 

$13m of debt matures in November 2011. This is being rolled over to March 2019 at a rate of 5.01%. 

There are no covenants in place on the debt with the CHFA. These were removed in 2007. 
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17. EMPLOYEE BENEFITS  Group & Parent 

  June-11 
$000 

June-10 
$000 

Non-Current Liabilities    

Liability for long-service leave  616 488 

Liability for retirement gratuities  890 793 

  1,506 1,281 

Current Liabilities    

Liability for long-service leave  1,342 1,366 

Liability for retirement gratuities  664 639 

Liability for annual leave  16,348 15,855 

Liability for sick leave  310 410 

Salary and wages accrual  3,859 3,009 

Other entitlement provision   198 - 

  22,721 21,279 

Defined Contribution Plan:    

MidCentral DHB has a number of employees that are part of a defined contribution scheme. The total expenses 
recognised in profit or loss of $2,913,000 (2010: $2,769,000) represents contributions paid or payable to the plans for the 
year. MidCentral DHB has no other liability in respect of these schemes. 

Defined Benefit Plan: 

MidCentral DHB 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. The total expenses 
recognised in profit or loss of $40,000 (2010: $102,000) represents contributions paid or payable to the plan for the year. 
MidCentral DHB 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 as a result the scheme is accounted for as a defined contribution scheme by 
MidCentral DHB. 

    

    

18. TRADE AND OTHER PAYABLES    

Trade payables   28,178 28,413 

ACC levy payable  1,798 1,295 

GST and PAYE payable  2,689 2,011 

Income in advance relating to contracts with specific performance obligations  614 919 

ACC Partnership Programme liability  232 255 

Capital charge due to the Crown  648 672 

  34,159 33,565 

    

    

19. PROVISIONS    

Balance at beginning of year  1,100 - 

Additional provisions recognised  770 1,100 

Provision utilised during the year  (361) - 

Reversal of previous provision  (339) - 

Balance at end of year  1,170 1,100 

    

The additional provision recognised relates to anticipated costs in 2011/12 arising out of nursing leave accrual reviews in 
progress at 30 June 2011. The timing of these outflows within the 2011/12 year is uncertain as at 30 June 2011 as the 
reviews are in progress at that date and the outcome cannot be pre-determined. 
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20. OPERATING LEASES  Group & Parent 

  June-11 
$000 

June-10 
$000 

Leases as lessee    

Non-cancellable operating lease commitments are as follows:    

• Less than one year  2,629 2,128 

• Between one and five years  5,526 5,582 

• More than five years  976 1,136 

  9,131 8,846 

Non-cancellable contracts are as follows:    

• Less than one year  53,293 48,754 

• Between one and five years  60,555 42,466 

• More than five years   1,023 142 

  114,871 91,362 

 

The operating commitments disclosed for the other non-cancellable contracts include committed obligations for health 
purchasing expenditure with various external parties. MidCentral DHB is also obligated to fund significant streams of 
“demand driven” health purchasing expenditure. Commitments of this nature are in place for the purchase of pharmacy, 
laboratory and GP services. Because this expenditure is “demand driven”, it is not possible to quantify the obligation in 
this note. 

During the year ended 30 June 2011, $2,829,565 was recognised as an expense in the statement of comprehensive 
income in respect of operating leases (2010: $2,633,000). 

    

Leases as lessor    

Non-cancellable operating lease commitments are as follows:    

• Less than one year  900 970 

• Between one and five years  1,415 2,037 

• More than five years  883 1,066 

  3,198 4,073 

 

Operating leases relate to the lease of  buildings to a number of third parties providing support or health services  from 
MidCentral DHB‟s facilities. The lessees do not have an option to purchase the properties at the expiry of the lease 
periods.  
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21. FINANCIAL INSTRUMENTS 

a) Market Risk: 

Exposure to credit, interest rate and currency risks arise in the normal course of MidCentral DHB‟s operations. Derivative 
financial instruments are used to manage exposure to fluctuations in foreign currency. Foreign currency forward 
exchange contracts are used to manage foreign currency exposure. There has been no change to the MidCentral DHB‟s 
exposure to market risks or the manner in which it manages and measures the risks. 

b) Foreign Currency Risk: 

MidCentral DHB is exposed to foreign currency risk on purchases that are denominated in a currency other than NZD. 
The currencies giving rise to this risk are primarily US Dollars (USD). 

MidCentral DHB hedges all trade receivables and trade payables denominated in a foreign currency over NZD 50,000. 
MidCentral DHB uses forward exchange contracts to hedge its foreign currency risk. Where necessary, the forward 
exchange contracts are rolled over at maturity. 

Sensitivity Analysis:  

In managing currency risks MidCentral DHB aims to reduce the impact of short-term fluctuations on MidCentral DHB‟s 
earnings. Over the longer-term, however, permanent changes in foreign exchange would have an impact on 
consolidated earnings. 

MidCentral DHB is mainly exposed to US Dollars (USD).  

The following table details the Group‟s sensitivity to a 10% increase and decrease in the New Zealand Dollar against the 
USD. 10% is the sensitivity rate used when reporting foreign currency risk internally to key management personnel and 
represents management‟s assessment of the possible change in foreign currency rates. The sensitivity analysis includes 
only outstanding USD denominated monetary items and adjusts their translation at the period end for a 10% change in 
USD rates. A positive number indicates an increase in profit or loss and equity. There have been no changes in 
assumptions and methods from the previous period. 

   
Group & Parent 

  June-11 
$000 

June-10 
$000 

  Dr/Cr Dr/Cr 

Profit or loss/equity +10% (16) (76) 

 -10% 19 92 

Forward Foreign Exchange Contracts 

It is the policy of MidCentral DHB to enter into forward foreign exchange contracts to cover specific foreign exchange 
payments. MidCentral DHB also enters into forward foreign exchange contracts to manage the risk associated with 
anticipated purchase transactions out to six months of the exposure generated. Basis adjustments are made to the 
carrying amounts of non-financial hedged items when the anticipated purchase transaction takes place.  

 Weighted Average 
Exchange Rate 

Foreign Currency Contract Value Fair Value 

Outstanding contracts 
consolidated 

2011 2010 2011 
US$000 

20010 
US$000 

2011 
NZ$000 

2010 
NZ$000 

2011 
$000 

2010 
$000 

Buy US dollars 0.8076 0.6997 146 579 187 828 11 (23) 

MidCentral DHB has entered into a forward exchange contract for a term not exceeding 7 months to mitigate the 
exchange rate risk from the purchase of library books.  

c) Interest Rate Risk: 

MidCentral DHB is exposed to interest rate risks on its loans and borrowings and deposits with banks. The DHB adopts a 
policy of ensuring that it continuously reviews its exposure to changes in interest rates on borrowings. These borrowings 
are currently on a fixed rate basis at year end and is denominated in NZD. 

Deposits with banks are also on a fixed rate basis at year end. 

Interest Rate Sensitivity:  

A sensitivity analysis to determine the exposure to interest rates at the reporting date has not been carried out as all the 
borrowings and deposits at year end are on fixed terms. 

Interest Rate Swap Contracts: 

There were no interest rate swaps at the end of the financial year. 
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d) Credit Risk: 

Financial instruments, which potentially subject MidCentral DHB to concentrations of risk, consist principally of cash, 
short-term deposits and trade receivables. 

MidCentral DHB places its cash and short-term deposits with high-quality financial institutions and MidCentral DHB 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. 

Concentrations of credit risk from trade receivables are limited due to the large number and variety of customers. The 
Ministry of Health is the largest single debtor (approximately 48 per cent). It is assessed to be a low risk and high-quality 
entity due to its nature as the government funded purchaser of health and disability support services. 

At the balance sheet date there were no other significant concentrations of credit risk. The maximum exposure to credit 
risk is represented by the carrying amount of each financial asset in the statement of financial position. 

The status of trade receivables at the reporting date is as follows: 

 Gross Receivable 2011 
$000 

Impairment 2011 
$000 

Gross Receivable 2010 
$000 

Impairment 2010 
$000 

Trade Receivables     

Not past due 13,588 - 10,790 - 

Past due 0–30 days 191 - 266 - 

Past due 31–120 days 182 - 645 - 

Past due 121 days and over 380 (294) 1,368 (270) 

Total 14,341 (294) 13,069 (270) 

 

The receivable in excess of 121 days is primarily due from Allied Laundry Services Limited, an associated company, and is 
being paid by regular instalments. 

In summary, trade receivables are determined to be impaired as follows: 

  Group & Parent 

  2011 
$000 

2010 
$000 

Trade Receivables    

Gross trade receivables  14,341 13,069 

Individual impairment  - - 

Collective impairment  (294) (270) 

Net Total Trade Receivables  14,047 12,799 

 

e) Liquidity Risk Management: 

Ultimate responsibility for liquidity risk management rests with MidCentral DHB, which has built an appropriate liquidity 
risk management framework for the management of short, medium and long-term funding and liquidity management 
requirements. MidCentral DHB manages liquidity risk by maintaining adequate reserves, banking facilities and reserve 
borrowing facilities by continuously monitoring forecasts and actual cashflows and matching the maturity profiles of 
financial assets and liabilities. Included in Note 16 is a listing of additional undrawn facilities that MidCentral DHB has at 
its disposal to further reduce liquidity risk. 

The following table sets out the contractual cashflows for all financial liabilities and derivatives that are settled on a gross 
basis. 

 2011 Group & Parent 

Group Effective 
Interest 
Rate % 

Total 
$000 

6 Months 
or Less 

$000 

6-12 
Months 

$000 

1-2 Years 
$00A0 

2-5 
Years 
$000 

More than 5 
Years 
$000 

Trade & other payables  34,159 34,159 - - - - 
NZD fixed rate loan 4.70-7.28 65,272 15,957 - 14,938 20,725 13,652 
EECA loan  778 113 113 172 380 - 
Total contractual cash flows  100,209 50,229 113 15,110 21,105 13,652 
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 2010 Group & Parent 

 Effective 
Interest 
Rate % 

Total 
$000 

6 Months 
or Less 

$000 

6-12 
Months 

$000 

1-2 Years 
$000 

2-5 
Years 
$000 

More than 5 
Years 
$000 

Trade & other payables - 33,565 33,565 - - - - 
NZD fixed rate loan 4.70-7.28 69,361 1,787 1,758 16,081 35,256 14,479 
EECA loan - 601 84 84 169 264 - 
Total contractual cash flows  103,527 35,436 1,842 16,250 35,520 14,479 

f) Fair Values: 

The fair values together with the carrying amounts shown in the statement of financial position are as follows: 

  Group & Parent 

 Note Carrying Amount  
 June-11  

$000 

Fair Value 
 June-11 

$000 

Carrying Amount  
 June-10 

 $000 

Fair Value 
 June-10 

$000 
Financial Assets      
Trade and other receivables 13 14,815 14,815 13,750 13,750 
Cash and cash equivalents 14 6,976 6,976 14,464 14,464 
Investments (current) 12 36,300 36,300 11,000 11,000 
Investments (non-current) 11 - - 2,000 2,000 
Other financial assets 21b - - 23 23 
Financial Liabilities      
Interest bearing loans and borrowings 16 55,417 58,366 55,301 58,867 
Trade and other payables 18 34,159 34,159 33,565 33,565 
Other financial liabilities 21b 11 11 - - 

Estimation of Fair Values Analysis 

The following summarises the major methods and assumptions used in estimating the fair values of financial 
instruments reflected in the table. 

Interest-Bearing Loans and Borrowings – Fair value is calculated based on discounted expected future principal and 
interest cash flows. 

Trade and other receivables/payables/cash and cash equivalents and investments – For receivables/payables/cash and 
cash equivalents and investments with a remaining life of less than one year, the notional amount is deemed to reflect 
the fair value. All other receivables/payables/investments are discounted to determine the fair value. 

Investments (non current) – Non current investments notional amount is deemed to reflect fair value because although 
they are non current they can be drawn on at any time with no significant change in carrying value. Non current 
investments relate to funds for special purposes which are unlikely to be utilised within the next 12 months, hence the 
classification as non current. 

The following table provides an analysis of financial instruments that are measured subsequent to initial recognition at 
fair value, grouped into Levels 1 to 3 based on the degree to which the fair value is observable: 

• Level 1 fair value measurements are those derived from quoted prices (unadjusted) in active markets for identical 
assets or liabilities; 

• Level 2 fair value measurements are those derived from inputs other than quoted prices included within Level 1 that 
are observable for the asset or liability, either directly (i.e. as prices) or indirectly (ie derived from prices); and 

• Level 3 fair value measurements are those derived from valuation techniques that include inputs for the asset or 
liability that are not based on observable market data (unobservable inputs). 

 

Group and Parent Level 1  
NZ$’000 

Level 2  
NZ$’000 

Level 3  
NZ$’000 

Total  
NZ$’000 

2011     
Financial assets at FVTPL - (11) - (11) 
Derivative financial assets     
2010     
Financial assets at FVTPL     
Derivative financial assets - 23 - 23 

 

There were no transfers between Level 1 and Level 2 in the period. 
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g) Capital Management: 

MidCentral DHB‟s capital is its equity, which comprises Crown equity, revaluation reserve, special funds and retained 
earnings as disclosed in the Statement of Financial Position. Equity is represented by net assets. MidCentral DHB 
manages its revenues, expenses, assets, liabilities and general financial dealings prudently in compliance with the 
budgetary processes. 

MidCentral DHB‟s policy and objectives of managing the equity is to ensure that MidCentral DHB effectively achieves its 
goals and objectives, whilst maintaining a strong capital base. MidCentral DHB policies in respect of capital management 
are reviewed regularly by the Board.  Borrowings and investments are managed to ensure that cash is available as 
required. 

There have been no material changes in MidCentral DHB‟s management of capital during the period. 

 

 

 
22. REMUNERATION OF EMPLOYEES 

Range $ Group & Parent 

The number of employees (not including Board Members) who received, 
during the twelve months, remuneration and benefits at a rate of 
$100,000 or more per annum was as shown in the table to the right. 

Of the total of 218 (2010: 218) staff paid more than $100,000,197 (2010:  
193) are clinical staff (medical, nursing and allied health). 

The Chief Executive Officer is the highest remunerated employee of the 
organisation.  In 2010/11, payment to CEO was in the $520,000 to 
$529,999 band and included payments relating to the previous year 
(2010: $480,000 - $489,999). The CEO‟s remuneration includes the value of 
the DHB‟s contribution to Kiwisaver and the value of an additional week‟s 
leave. These and other non-cash benefits are not included in the salary 
data for other employees. 

 June-11 June-10 

100,000-109,999 33 33 

110,000-119,999 23 22 

120,000-129,999 20 14 

130,000-139,999 14 12 

140,000-149,999 9 13 

150,000-159,999 15 12 

160,000-169,999 5 8 

170,000-179,999 17 10 

180,000-189,999 7 11 

190,000-199,999 10 13 

200,000-209,999 12 11 

 210,000-219,999 6 8 

 220,000-229,999 6 6 

 230,000-239,999 3 8 

 240,000-249,999 8 2 

 250,000-259,999 6 9 

 260,000-269,999 6 3 

 270,000-279,999 4 7 

 280,000-289,999 2 5 

 290,000-299,999 1 5 

 300,000-309,999 3 1 

 310,000-319,999 4 1 

 320,000-329,999 1 1 

 330,000-339,999 2 2 

 480,000-489,999 - 1 

 520,000-529,999 1 - 

 Total 218 218 
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23. SEVERANCE PAYMENTS Number of Employees Amount $ 

During the twelve months ended 30 June 2011 14 employees (2010: 31) 
received a payment totalling $360,933 in respect of the termination of 
their employment with the District Health Board (2010: $456,165). 

1 893 

1 1,116 

1 1,954 

1 5,160 

 1 6,908 

 1 6,908 

 1 14,503 

 1 21,496 

 1 21,496 

 1 32,521 

 1 32,675 

 1 64,720 

 1 72,154 

 1 78,429 

 14 360,933 
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24. RELATED PARTIES 

Identity of Related Parties: 

MidCentral DHB is a crown entity in terms of the Crown Entities Act 2004, and is owned by the Crown. 

Transactions with other entities controlled by the Crown: 

There have been transactions with other entities controlled by the Crown that have not been separately disclosed 
because the transactions have been carried out on the same terms as if the transactions had been carried out at arms 
length. 

Related Party Transactions and Balances: 

• Enable New Zealand Limited :  No transactions occurred between MidCentral DHB and wholly owned subsidiary 
Enable New Zealand Limited during the financial year (2010: nil). There was no amount outstanding from Enable 
New Zealand at year end.  

• Allied Laundry Services Limited:  MidCentral DHB was charged $2.7m by associate company Allied Laundry for the 
supply of laundry services during the financial year (2010: $2.3m). The amount owing to Allied Laundry at year end 
was $236,549 (2010: $226,222). MidCentral DHB leases a building and charges electricity costs to Allied Laundry. 
MidCentral DHB charges Allied Laundry $756,000 for the lease and electricity charges (2010: $830,000). The amount 
receivable from Allied Laundry at year end was $98,840 (2010: $118,000).  

• Central Region‟s Technical Advisory Services Limited:  MidCentral DHB‟s transactions with related company Central 
Region‟s Technical Advisory Services Limited were for the supply of audit and consultancy services to the Board. 
There was no amount outstanding at year end (2010: $nil). TAS is a related party as MidCentral DHB has a 16.67% 
share of the ownership. 

• Other Related Parties:  The following organisation has been regarded as a related party as a result of a Board 
member at MidCentral DHB holding a senior position (Chief Executive Officer or equivalent) with the organisation: 
Fitzherbert Rowe, Solicitors. 

Compensations:  Group & Parent 

The key management personnel compensations are as follows:  June-11 
$000 

June-10 
$000 

Short term  1,520 1,428 

Post employment  13 10 

Other long term benefits  35 25 

Termination benefits  - 53 

  1,568 1,516 

Remuneration    

Board members  324 319 

Executive team  1,244 1,197 

  1,568 1,516 

Sales to Related Parties    

Allied Laundry Services Limited  756 830 

Fitzherbert Rowe  - - 

Central Region Technical Advisory Services  72 - 

  828 830 

Purchase from Related Parties    

Allied Laundry Services Limited  2,669 2,321 

Fitzherbert Rowe  3 6 

Central Region Technical Advisory Services  835 807 

  3,507 3,134 

Outstanding Balances to Related Parties    

Allied Laundry Services Limited  237 226 

Fitzherbert Rowe  - - 

Central Region Technical Advisory Services  - - 

  237 226 
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  Group & Parent 

  June-11 
$000 

June-10 
$000 

Outstanding Balances from Related Parties    

Allied Laundry Services Limited  99 118 

Fitzherbert Rowe  - - 

Central Region Technical Advisory Service  - - 

  99 118 

Key Management and Board Members:    

No significant transactions were enacted between the Group and Key Management and Board members during the 
year.  

    

    

25. BOARD MEMBERS’ FEES  MidCentral DHB 2011 

$000 

2010 

$000 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. 

Board 
Members 

P Sunderland, Chair 50 29 

I Wilson  - 23 

 K Joblin, Deputy Chair (from 
6.12.10) 

17 - 

 D Anderson 26 26 

 L Burnell 26 25 

 G Campbell (to 5.12.10) 11 23 

 A Chapman 29 33 

 J Drummond 24 24 

 D Emery (to 5.12.10) 11 25 

 J Jefferies (to 5.12.10) 11 25 

  P Kelly (from 6.12.10) 14 - 

  M Mullins (from 6.12.10) 14 - 

  K Naylor (from 6.12.10) 14 - 

  R Orzecki (from 6.12.10) 15 - 

  S Paewai (to 5.12.10) 11 25 

  B Robson 24 26 

  O Stock - 6 

  D Warburton (to 5.12.10) 11 12 

 Committee 
Members 

J Godfrey 1 1 

 L Gray 3 2 

 C Hamilton 3 3 

 E Kirkcaldie 1 1 

 T Kunaiti - 1 

 M Matamua 1 1 

  R Orzecki (to 5.12.10) - 3 

  O Paewai 2 1 

  K Simpson 2 2 

  N Steenhout 1 - 

  C Temple-Camp 2 2 

  Total 324 319 
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26. SUBSEQUENT EVENT 

There are no significant events after balance date events (2010: none).  

 

 

27. ACCOUNTING ESTIMATES AND JUDGEMENTS  

Key Sources of Estimated Uncertainty: 

Key assumptions concerning the future and other key sources of estimation uncertainty at 30 June 2011 which have a 
significant risk of causing a material adjustment to the carrying amount of assets and liabilities are discussed below: 

Estimation of Employee Entitlements Accruals: 

The liability relating to back pay and long term employee benefits (long service leave, gratuities and sabbatical leave) is 
based on a number of assumptions in relation to the estimated length of service, the timing of release of the obligation, 
the rate at which the obligation will be paid and the discount factor to be applied in determining the present value. If 
any of these factors changed significantly the actual outcome could be materially different to the estimate provided in 
the financial statements. The carrying value of the accruals has been disclosed in Note 17. 

Optimisation and Useful Lives of Property, Plant and Equipment: 

The value of property, plant and equipment is based on the estimated optimisation and useful lives of the assets. The 
optimisation and useful lives were determined by an independent valuer as at 30 June 2009. The group reviews the 
optimisation and estimated useful lives of property, plant and equipment at the end of each annual reporting period. 
Based on this review it was determined that no change was required to the assets. The carrying value of property, plant 
and equipment is disclosed in Note 7. 

Estimation of Restructuring Provision 

The restructuring provision is based a number of assumptions in relation to the likely outcome of the service reviews 
which are currently being finalised.  There is a degree of uncertainty as to the final outcome which may have an impact 
on the timing and cost associated with the final decisions.  If any of the assumptions used to calculate the provision 
change significantly the actual outcome could be materially different to the estimate provided in the financial 
statements.  The carrying value of the provision has been disclosed in Note 19. 

Revenue Recognition and Income in Advance: 

In determining whether or not revenue has been earned a degree of judgement 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. The carrying value of income in advance has 
been disclosed in Note 18.  
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28. EXPLANATION OF FINANCIAL VARIANCES FROM BUDGET 

Crown revenue is under budget by $11.9m. Personal health revenue is over budget by $9.8m while there has been a 
shortfall of $20.7m in Enable New Zealand‟s revenue from ACC contracts, which is offset by a reduction in costs. 

Other operating income is higher than budget by $3.5m, which is due to $0.5m of revenue relating to the purchase ot IT 
equipment in the regional cancer treatment service, and additional revenue received by Enable New Zealand for a number 
of projects. 

Employee costs were below budget by $4.0m due to staffing levels being maintained below budget throughout the year. 

Outsourced services exceeded budget by $2.3m, due mainly to higher than anticipated use of locum medical staff, and 
higher than anticipated outsourcing of clinical services. 

Infrastructure and non-clinical costs are below budget by $19.7m, due to the cost of goods sold in relation to Enable New 
Zealand‟s ACC contract being under budget. 

Property, plant and equipment is under budget by $8.4m, largely as a result of capital expenditure being below planned 
levels in 2009/10 and 2010/11, and disposals/impairments in 2010/11 that were not included in the budget. 

Intangible assets are $3.4m below budget, due to the delay in progressing capital projects, most notably the patient 
administration system.  

Cash and investments (current and non-current) in total are over budget by $28.4m.The main factors in this area are the 
2010/11 financial result being ahead of budget by $13.3m, and the shortfall in capital expenditure.  

Provisions are higher than budget by $1.2m due to the restructuring provision and the nursing leave accrual provision not 
being budgeted. 

Retained earnings are ahead of budget by $13.6m, due primarily to the surplus in 2010/11 being $13.3m better than 
budget. 

 

 

29.  COMPLIANCE WITH THE NEW ZEALAND PUBLIC HEALTH AND DISABILITY ACT 2000 

 

Section 38(1)(c) of the New Zealand Public Health and Disability Act 2000 requires the District Strategic Plan (DSP) to be 
reviewed every three years.  We understand that all DHB DSPs in the sector are due for their 3-yearly review and are in the 
process of being reviewed. However, changes under way in the sector are such that DHBs are unable yet to make the 
changes to the DSP that may be necessary. We are advised by the Ministry that the sector is working through the change 
process, and that an amendment to the Act will require the preparation of an Annual Plan to take effect on 1 July 2011. In 
the meantime, no change has been made to MidCentral‟s DHB's DSP. 
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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 detailed. 

 

 

Meet the Board 

Phil Sunderland, 
Chairman.  Appointed 
Member.  Commenced 
2009.  

Phil is a senior partner in a 
Palmerston North law firm 
and practices in the area 
of commercial law.  He is a 
solicitor of the High Court 
of New Zealand and past 

president of the Manawatu District Law 
Society. 

Phil has had a longstanding association with 
local health services, serving previously on the 
Palmerston North Hospital Board and the 
Palmerston North Hospice Trust.  He was also 
Chairman of the Manawatu-Wanganui Medical 
Ethics Committee and the Manawatu Cancer 
Society.  Phil has been involved in tertiary 
education and rugby organisations. 

Committee Membership:  chairman of the 
Remuneration Committee, Member of the 
Hospital, Community & Public Health, and 
Disability Support Advisory Committees, and 
Group Audit. 

Interests:  senior partner, Fitzherbert Rowe; 
Board Member, Whanganui District Health 
Board; and legal advisor (via Fitzherbert 
Rowe), Manawatu-Horowhenua-Tararua 
Diabetes Trust. 

Kate Joblin, Deputy 
Chair.  Appointed 
Member.  Commenced 
2010. 

Kate Joblin is a Chartered 
Accountant in public 
practice in Wanganui.  
Kate has been involved 
the health sector for a 
number of years serving as 
director on various 

boards.  Currently Kate is Chair of Whanganui 
DHB and is a trustee on Life to the Max Trust.  

Committee Membership: member of the 
Hospital Advisory, Remuneration, and Group 
Audit Committees. 

Interests:  chairman, 
Whanganui District Health 
Board. 
Diane Anderson.  Elected 
Member.  Commenced 
2001.  

Diane's background is in 
community and rural 
advocacy.  She has served 
as a local government 
Councillor, and previously 

was a member, then Chair, of the Wellington 
Conservation Board.  Diane was instrumental 
in the establishment of the Eketahuna Health 
Centre and more recently convened a group 
to re-establish a viable fuel supply business in 
Eketahuna. 

As well as being a director of a family farming 
business, she chairs the Board of Trustees, 
Central Regional Health School. 

Membership: chairman of the Community & 
Public Health Advisory Committee, and 
member of the Funding Audit Sub-
Committee. 

Interests:  chair, Central Regional Health 
School 
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Lindsay Burnell.  Elected 
Member.  Commenced 
2001.  

Lindsay has a farming 
operation and holds 
various directorships in 
the agriculture and power 
industries.  Lindsay is 
involved in local 
government, being a 

Councillor for over 30 years.  He is currently 
serving his second term as Councillor, 
Manawatu-Wanganui Regional Council. 

Committee Membership: chairman of the 
Disability Support Advisory Committee and 
the Hospital Audit Sub-Committee. Member of 
the Hospital Advisory Committee and Group 
Audit. 

Interests:  trustee, Horowhenua-Kapiti Electra 
Trust; councillor, Manawatu-Wanganui 
Regional Council; and trustee, Coast Access 
Radio. 

 
Ann Chapman.  Elected 
Member.  Commenced 
2000.  

Ann has a clinical 
background, and 
continues her interest in 
Otaki community health, 
after being the founding 
member and Chair of the 

Otaki Community Health Trust.   

Ann was involved in local government for over 
17 years, serving as a Councillor/Deputy 
Mayor on the Kapiti Coast District Council.  
Ann is a JP and was awarded a MNZM in 2008. 

Committee Membership: chairman of the 
Group Audit Committee.  Member of the 
Community & Public Health and the Disability 
Support Advisory Committees, and the 
Hospital and Funding Audit Sub-Committees. 

Interests:  member, Otaki Community Health 
Trust; trustee, Horowhenua-Kapiti Electra 
Trust; member, NZ Teachers Council‟s 
Disciplinary Tribunal; and daughter is 
employee, ACC. 

Jack Drummond.  Elected 
Member.  Commenced 
2001. 

Jack is the National Co-
ordinator of Police 
Forensic Medicine.  He is 
also a practising GP, and is 
active in both clinical work 
and hospice management. 

Jack is a Fellow of the Australian & NZ Colleges 
of GPs, and holds a Masters degree in Forensic 
Medicine. 

Committee Membership: chairman of the 
Hospital Advisory Committee. Member of the 
Remuneration Committee and Hospital Audit 
Sub-Committee. 

Interests:  national co-ordinator,  Police 
Medical Service; locum, part time GP, Radius 
Care (The Palms); locum, part time GP, 
Otumoetai Doctors; medical director, Waipuna 
Hospice; daughter is employee, Adapt 
Therapy Services; daughter is employee, 
MidCentral DHB; and NZ representative, 
Australasian Forensic Society. 
 

Pat Kelly.  Elected 
Member.  Commenced 
2010.  

Pat has a close interest in 
local government affairs 
and health board services.  
He was elected to 
Palmerston North City 
Council in 1994 and has 
served as a Councillor 

since that time.  Pat served on MidCentral 
DHB‟s Board for the 2004-07 term, and 
rejoined the Board in 2010. 

Pat was senior lecturer in management at 
Massey University, where he worked from 
1979 to 2006.   He is a member of the Public 
Health Association, Royal Society, Rotary, and 
Returned Services Association, and performs 
duties as a Justice of the Peace. 

Committee Membership: chairman of the 
Funding Audit Sub-Committee. Member of 
the Community & Public Health and the 
Disability Support Advisory Committees. 

Interests:  councillor, Palmerston North City 
Council. 
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Mavis Mullins.  Appointed Member.  
Commenced 2010. 

Mavis is co-director of Paewai Mullins 
Shearing Limited - a fourth generation 
shearing business based in Dannevirke.  She 
has extensive governance experience, serving 
on various boards (both public and private) 
associated with agri-business and Maori 
business/economic growth. 

Mavis entered the public health sector in early 
2010 when she was appointed as a Board 
Member of the Wairarapa District Health 
Board. 

In 2011, Mavis was awarded the NZ Order of 
Merit for services to the wool industry. 

Committee Membership: member of the 
Community & Public Health and Disability 
Support Advisory Committees, and Group  
Audit. 

Interests:  board member, Wairarapa District 
Health Board; chair, Aohanga Inc; board 
member, Atihau Whanganui Inc; chair, 
Poutama Trust; board member, Nga Whenua 
Rahui; trustee, Rangitane Negotiation Trust; 
director, Hautaki Ltd; and member, Te Huarahi 
Tika Trust Maori Spectrum. 

 

Karen Naylor.  Elected 
Member.  Commenced 
2010. 

Karen is a Registered 
Nurse, who currently 
works at Palmerston North 
Hospital in the women‟s 
health service, and as a 
relief nurse in the 
emergency department 

and other areas across the hospital. 

Karen is a member of the NZ Nurses 
Organisation‟s National Board of Directors and 
is an NZNO workplace delegate.  She is the 
convenor of delegates at Palmerston North 
Hospital, and is involved in a number of 
committees, including the nursing 
governance committee. 

Karen has carried out the role of Palmerston 
North Mayoress since 2007, and is a patron for 
the local branches of the Plunket Society and 
the National Council of Women. 

Committee Membership: member of the 
Community & Public Health Advisory 

Committee, Enable NZ Governance Group,  
Group Audit and the Funding Audit Sub-
Committee. 

Interests:  employee, MidCentral District 
Health Board; national board member, New 
Zealand Nurses‟ Organisation; patron, Plunket 
Society – Palmerston North Branch; patron, 
National Council of Women – Manawatu; and 
husband is mayor, Palmerston North City 
Council. 

 

Richard Orzecki.  
Appointed Member.  
Commenced 2010. 

Richard Orzecki has Iwi 
affiliations to Ngati 
Raukawa ki te tonga and 
Ngati Wehi  Wehi and has 
had a career background 
in Information Technology 
since 1980 both in New 

Zealand and overseas. Richard was Chairman 
of Te Runanga O Raukawa and currently 
serves as the Chairman of Manawhenua 
Hauora.  He has held a number of 
directorships in the meat and plastics industry. 

Richard was recently elected Deputy 
Chairman of the New Zealand Maori Council 
and is also an alternate trustee on the Crown 
Forest Rental Trust and an Executive member 
of the Federation of Maori Authorities. He has 
six years local government experience with 
the Kapiti Coast District Council and currently 
works closely with the NZ Qualifications 
Authority. 

Richard was a board appointed external 
member on the MidCentral DHB‟s Hospital 
Advisory Committee from 1 July 2008 to 5 
December 2010. 

Committee Membership: member of the 
Hospital Advisory Committee and Enable NZ 
Governance Group. 

Interests:  chairman, Te Runanga o Ati Awa ki 
Whakarongotai Inc; chairman, Manawhenua 
Hauora; financial member, Maori Party; 
Raukawa Iwi Medical Service; member, Te 
Runanga Raukawa; board member, Federation 
of Maori Authorities; alternate board member, 
Crown Forest Rental Trust; member, 
Whanganui District Health Board; deputy 
chair, New Zealand Maori Council; ministerial 
appointee, National Maori Rural Broadband 
Initiative Working Group – Nga Pu Waea; 
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member, MidCentral Health‟s Ethics Advisory 
Group; and member, MDHB‟s Transitional 
Steering Committee. 

 

Barbara Robson.  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: chairman of the 
Enable NZ Governance Group. Member of the 
Hospital Advisory Committee and the Hospital 
Audit Sub-Committee. 

Interests: co-covenor; Federation of Women‟s 
Health Councils Aotearoa NZ (Inc); consumer 
representative, Health & Disability 
Commissioner‟s Consumer Advisory Group; 
consumer representative, Ministry  of Health‟s 
Health Information Standards Organisation; 
consumer representative, Medicines Review 
Committee; member, Ministry of Social 
Development's Palmerston 
North/Manawatu/Horowhenua Community 
Response Forum; and consumer 
representative, National Health IT Board‟s 
Health Identity Project Governance Board.
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Board

Community   & 
Public Health 

Advisory 
Committee

Hospital Advisory 
Committee

CEO

MidCentral 
Health

Funding 
Division

Corporate 
Services

Disability 
Support Advisory 

Committee

Manawhenua Hauora

Health and Disability  Services ProvisionHealth Planning & Funding

Governance

Management

Enable New 
Zealand

Enable New 
Zealand 

Governance 
Group

Group Audit 
Committee

Funding Audit Sub-
Committee

Hospital Audit Sub-
Committee

Remuneration 
Committee

The Role of the Board 

The functions carried out directly by the Board 
include: 

 approving major strategic and policy 
documents, including the District 
Strategic Plan, District Annual Plan, capital 
expenditure plan and operational 
budgets; 

 considering recommendations on key 
issues, such as the findings of the health 
needs analysis and subsequent funding 
investment Plan;  

 maintaining and developing an effective 
working relationship with Manawhenua 
Haoura, its Iwi partner; 

 monitoring the implementation of the 
District Annual Plan and Budget, and 
ensuring all measures and initiatives are 
successfully achieved; 

 monitoring the operating performance of 
all divisions of the DHB; 

 ensuring the District Health Board acts 
legally and responsibly on all matters; and 

 appointing, evaluating and rewarding the 
performance of the CEO. 

 
 
 
 
 

MidCentral DHB’s Governance Structure 

The governance structure is based on 
the DHB‟s three key roles, reflecting the 
management structure: 

 planning and funding health and 
disability services for the 
MidCentral district;  

 providing health and disability 
services to its communities. These 
services include: medical, surgical, 
women‟s health, child‟s health, 
elderly, disability support, mental 
health, intellectual disability, public 
health and related support services; 
and, 

 governing the District Health 
Board. 
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Governing the District Health Board. 

The management of MidCentral District 
Health Board comprises three divisions. Care 
has been taken to separate the funding and 
provider functions. 

The Funding Division, which is responsible 
for the planning and funding of health and 
disability services for the District. 

The Provider Division, has two key units 
being: 

• MidCentral Health, which delivers (hospital 
based) secondary and lower tertiary level of 
specialist health and disability services  

• Enable New Zealand, a national service 
provider to the disability sector 

The District Health Board Governance and 
Corporate Division includes the activities of 
the board, its statutory advisory and audit 
committees, the overall management 
functions of the District Health Board and its 
obligations and responsibilities as a body 
corporate owned by the Crown. 

Matching this, the Board has established eight 
committees, including audit committees, to 
oversee these functions. 

 

Role of Committees 

Community & Public Health Advisory 
Committee: 

 Advises on the district‟s health status.  

 Advises on priorities for the use of health 
funding. 

Disability Support Advisory Committee: 

 Advises on the district‟s disability support 
needs. 

 Advises on priorities for the use of 
disability support funding.  

Hospital Advisory Committee: 

 Monitors the financial and operational 
performance of MidCentral Health. 

 Assesses strategic issues regarding the 
provision of hospital services. 

Enable New Zealand Governance Group: 

 Monitors the financial and operational 
performance of Enable New Zealand. 

Group Audit Committee: 

 Considers the adequacy of financial 
statements, accounting policies, and 
financial controls. 

 Co-ordinates the DHB‟s risk profile and 
associated internal audit plan. 

 Monitors the internal audit function of the 
corporate/governance section. 

Hospital Audit Sub-Committee: 

 Ensures management reporting and 
decision-making process within Provider 
Division are robust. 

 Monitors the delivery of quality health 
services. 

 Develops a risk profile for this Division. 

 Monitors associated internal audit 
programme.  
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Funding Audit Sub-Committee: 

 Ensures management reporting and 
decision-making process within Funding 
Division are sound. 

 Ensures contract payment process are 
adequate. 

 Ensures funding received from Vote 
Health is appropriately accounted for.  

 Develops a risk profile for this Division. 

 Monitors associated internal audit 
programme.  

Remuneration Committee: 

 Monitors the individual performance of 
the CEO and associated remuneration.

 

 

Board/Committee Membership & Development 

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 
Maori Board members. 

The election term is for three years. The 
current board took office on 6 December 
2010. Transitional arrangements are put in 
place toward the end of each term to ensure a 
smooth transition from the outgoing to the 
incoming Board. This ensures continuity of 
business. 

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 with the 
governance of the provider and funding 
divisions and disability issues. 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. The external committee 
members during 2010/11 were: 

 

Community & Public Health Advisory 
Committee 

 
Linda Gray 

Charmaine Hamilton 

Oriana Paewai 

Disability Support Advisory Committee 

Jonathan Godfrey 

Tawhiti Kunaiti 

Nicolas Steenhout 

Hospital Advisory Committee 

Kerry Simpson 

Cynric Temple-Camp 

Enable New Zealand Governance Group 

Ewen Kirkcaldie 

Matt Matamua 
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 Governance Processes at MidCentral DHB 

• Each Board committee operates within formal 
terms of reference. 

• A work programme is in place for each 
Committee and the Board, and this is closely 
aligned with the District Annual Plan. 

• An annual meeting calendar for the Board and 
its Committees is established. The Board meets 
monthly, except January. At least three 
meetings of the Board are scheduled for 
outlying areas within the district.  (NB:  as from 
1 January 2012, the Board will move to a six-
weekly meeting cycle.) 

• Four open forums are held for the public to 
engage with the Board each year. 

• The Board appoints an internal auditor to 
ensure its systems and processes are robust. 
The internal auditors report to the Board‟s 
audit committees.  

• The Office of the Auditor-General appoints the 
Board‟s external auditor. 

• A strong risk management approach to 
internal audit is taken, led by the Board‟s audit 
committees. 

• Meetings of the Board and its Committees are 
run in accordance with the Board‟s Standing 
Orders.  

• All Board and Committee Members undertake 
a collective and self evaluation process on a 
regular basis. The results are used to 
continually assure and improve governance 
processes and inform annual training and 
development programmes. 

• New Board and Committee Members receive a 
comprehensive orientation to the public 
health sector, and to MidCentral District Health 
Board. 

• Members are aware of the duty to manage 
existing and potential conflicts of interest. A 
conflict of interest register is maintained, and 
meeting processes support individual 
members and the Board/Committee to 
manage all existing or potential conflicts. 

 

 

Governance and Management 

The Board delegates to the Chief Executive 
Officer authority to manage the operational 
performance of MidCentral District Health Board. 
These delegations are detailed in the DHB‟s 
Delegations Policy which is approved by the 
Minister of Health. 

The roles of governance and management are 
well defined and understood and an excellent 
working relationship exists between the Board 
and the executive management team.
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Good Employer  

Being a Good Employer 

Over 2,500 people work for MidCentral 
DHB equating to 2,006 full time 
equivalents (FTEs).  The majority of these 
people are health professionals. 

MidCentral District Health Board takes it 
role as a good employer seriously. There 
are seven elements which make up a 
good employer and MidCentral DHB 
continues to invest in these areas as 
summarised overleaf. 

In addition to the local workforce 
initiatives noted overleaf, there is a 
strong 20 DHB focus on the health 
workforce, led by Health Workforce New 
Zealand.  All DHBs, including MidCentral, 
work collaboratively to promote Health 
as a career of choice, and to recognise, 
develop and retain people within the 
sector.  Under the “Health Careers” 
umbrella the 20 DHBs have established a 
national job portal. 

Within the central region, the six DHBs 
(MidCentral, Capital Coast, Hawke‟s Bay, 
Hutt Valley, Wairarapa and Whanganui) 
work together on workforce matters.  
Currently, there is a strong focus on 
services regarded as vulnerable.  This 
includes services vulnerable due to 
workforce matters. 

MidCentral DHB and its centralAlliance 
partner, Whanganui DHB have 
established a shared human resource 
function to support workplace 
development across their shared region.  
A number of shared positions, 
particularly clinical positions, are in place. 

Workforce Profile 

To enable us to plan for the future, and to support staff we 
continue to develop our workforce profile – looking at the 
age of employees, their gender and ethnicity.  We also 
encourage staff to identify if they have a disability.  
Information is provided on a voluntary basis.  The profile of 
participating staff is set out below. 

 

Gender Profile  Age Profile  

Female 2055 10-14 years 2 

Male 498 15-19 years 8 

Ethnicity Profile  20-24 years 71 

NZ European 1486 25-29 years 251 

NZ Maori 146 30-34 years 217 

European 102 35-39 years 232 

Pacific 22 40-44 years 265 

Asian 162 45-49 years 329 

Other 165 50-54 years 347 

Disability Profile  55-59 years 291 

Identified 78 60-64 years 173 

  65-69 years 61 

  70+ years 17 

 
Workforce Profile 

Next year, we will focus on: 

• organisational culture, including a staff survey 

• the roll-out of the Care Capacity and Demand 
Management programme 

• the establishment of regional training hubs 

• strengthening our partnership with health sector 
unions. 
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1 MidCentral DHB’s Response

Clinical governance structures (DHB-wide, primary, and 
secondary)

Professional leadership structure, including professional 
advisory roles and reference groups

Clinical Leadership Framework for MDHB

Clinical:management partnership structure within 
MidCentral Health 

MDHB workforce development strategy 

Leadership development programmes (MDHB and joint 
MDHB/PHO)

Combined union/management meetings with a 
partnership focus

Commitment to EEO – member of the EEO Employer 
Group

HR Manual (on-line)

HR update “blog” for team leaders under development

Treaty of Waitangi training

Policies:

 Equal employment opportunities

 Disclosure of serious wrongdoing

 Code of conduct (MDHB‟s Shared Approach to 
Work Principles, and, State Services Commissioner‟s 
standards of integrity and conduct).

L
e

a
d

e
rs

h
ip

, A
cc

o
u

n
ta

b
il

it
y

 &
 C

u
lt

u
re

 |

2

R
e

cr
u

it
m

e
n

t,
 S

e
le

ct
io

n
 &

 In
d

u
ct

io
n

 |

MidCentral DHB’s Response

MDHB recruitment plan

Participation in local Manawatu careers events

Workchoice days (annual) for secondary school students

Training placement site for UCOL & Massey University: 
students: nursing, midwifery, social work, clinical 
psychology & medical radiation therapy.

Nurse & midwifery entry to practice programme

Midwifery education grants

On-line recruitment available

Internal recruitment bulletin on-line

Administration recruitment assessment tools

Recruitment & selection education programmes

Central resource of promotional material

MDHB orientation programme & powhiri

Targeted overseas recruitment drives for shortage 
specialties

Accredited training hospital for first year house officers 
and registrars in most specialties

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

Policies:

 Recruitment/appointment 

 Appointment of honorary staff

 Medical clinical observers

 Orientation

 Core skills
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MidCentral DHB’s Response

Rostering module (being implemented)

Implementing Care Capacity and Demand 
Management Programme

Flexible work guidelines

Rostering Guidelines

Supports Mainstream programme

Nursing Staff Bureau (enables flexible working 
arrangements)

Releasing Time to Care, and, Productive Ward 
programmes

Policies:

 Work & Family 

 Impaired Staff
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MidCentral DHB’s Response

Regional post graduate training hubs

On-line exit interviews

Alumni programme

Professional development and recognition programme 
(PDRP) accredited by the New Zealand Nursing Council 

MDHB Internal Education & Development Programme

Performance management education programmes

Dedicated recruitment advisors (nursing and medical)

Health Care Development Team (supporting primary 
care practitioners)

On-site library facility

Yourself portal (direct staff access to their education & 
development information)

Policies:

 Performance Management

 Core Skills

 Continuing Education/Professional Development/

Sabbatical Leave

 Management of Staff Surplus

 Retirement/Farewell Functions

 Credentialing of Senior Medical & Dental Officers

MidCentral DHB’s Commitment to the Seven Elements of a Good Employer  
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5 MidCentral DHB’s Response

CEO Good Deeds Award

Health Awards

Individual Employment Contracts (reviewed annually)

Multi Employer Collective Agreements

Nurses Prizegiving

Professional Work Days recognised, such as 
International Nurses‟ Day, Administration Appreciation 
Day

Yourself portal, providing staff direct access to their 
remuneration information

Policies:

 Annual Leave 

 Management of Employee Absences

 Bereavement/Tangihangi Leave

 Casual Employment 

 Leave Without Pay

 Superannuation
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MidCentral DHB’s Response

ACC Partnership Programme (MDHB holds tertiary 
status)

Participated in university study measuring work & 
wellness

Care Capacity & Demand Management staff survey

Employee Assistance Programme

Healthy Staff Programme, including:

 Imove at work programme

 Bikewise Business Challenge

 Free flu immunisation

 Healthy food choices (staff café)

 No-lift policy & training

 Pilates

 Smoking cessation support

 Smokefree workplace

 Yoga

Staff Discount Scheme (with local businesses)

Comprehensive orientation programme for new staff, 
including manual handling & health & 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

Releasing Time to Care Programme

Health & Safety Committee Structure throughout DHB, 
including H&S Representatives

Health & safety training

Significant events debriefing

Policies

• Health & Safety Policy
• Manual Handling Injury Prevention Policy
• Incident Reporting Policy
• Nutrition & Physical Activity Policy
• Safe Staffing Policy.
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MidCentral DHB’s Response

Employee Assistance Programme

Harassment Prevention Training

Process for escalation of issues

Policies

 Shared Approach to Work Principles

 Harassment Prevention Policy (currently under 

review with Unions)
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Board Members 

Phil Sunderland, Chairman 

Kate Joblin, Deputy Chairman 
Diane Anderson 
Lindsay Burnell 
Ann Chapman 
Jack Drummond 
Pat Kelly 
Mavis Mullins 
Karen Naylor 
Richard Orzecki 
Barbara Robson 
 
 
 
 

Executive Officers 

Murray Georgel, Chief Executive Officer 
Heather Browning, General Manager, Enable New Zealand 
Mike Grant, General Manager, Planning and Support Services 
Ken Clark, Chief Medical Officer 
Hentie Cilliers, Regional General Manager, Human Resource & Organisational Redesign 
Chiquita Hansen, Clinical Director, Primary Care 
 
 

Registered Office 

 

Heretaunga Street 
Palmerston North 

Postal Address 

PO Box 2056 
Palmerston North 4440 

Telephone 

(06) 350 8061 
Board Office 

Website 

www.midcentraldhb.govt.nz  

Auditor 

Deloitte on behalf of the Office of the Controller & 
Auditor General 

Bankers 

Crown Health Financing Agency, Wellington 
Bank of New Zealand Limited, Wellington 
ASB Bank Limited, Auckland 
Westpac, Palmerston North 
ANZ, Palmerston North 

Solicitors 

Buddle Findlay, Wellington 
Fitzherbert Rowe, Palmerston North 
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