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Chairman and CEO’s 
Report  
 

 
The 2014/15 year was one of change for the organisation. 

Change in the way services are provided. 

Change in our leadership. 

Change in the way we do business. 

We are proud to present MidCentral DHB’s annual report for 2014/15. 

It has been a year of change as we continue our journey to creating a High Performing 
Health Care System. 

Some significant milestones were accomplished. 

We now have a draft Health Charter which sets out the way in which we will work with other 
organisations and the community, particularly our inter-sectoral partners.  We will be putting 
this into practice next year, focusing first on mental health care. 

We now have a plan for the transformational change of our hospital services and 
implementation is underway.  

We completed the first phase of transforming our mental health services which involved our 
inpatient unit, clinical leadership and management, and we are now looking at the full 
continuum of care across the district.  

As part of our journey to a high performing health care system, we held a conference to 
celebrate the first 10 years of development and growth in our district. 

We now have an Indicative Business Case for the future development of Palmerston North 
Hospital – a development needed to address seismic issues and to ensure we have the 
capability and capacity to meet future demand. 

Living within budget continues to be a challenge for all DHBs, and MidCentral is no 
exception.  We did not achieve budget, however we are confident of returning to a surplus 
positon in 2015/16. 

During the year we showed our commitment to health promotion and healthy lifestyles.  Our 
staff and public cafeterias are now “sugar free” in respect of the sale of beverages, and, all 
MDHB vehicles sport health promotion messages.
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Regional activity continued but more slowly than 
anticipated.  The development of a truly regional 
clinical IT system is still some years away.  MidCentral 
continues to implement the individual programmes 
contained in the regional plan and will have 
completed all by August 2016, however many will 
need to continue to run as local systems until the 
region has the necessary regional infrastructure to 
support this. This is disappointing but by the end of the 
year there was commitment from all DHBs in the 
region to map an achievable pathway, one which 
reflects each DHB’s current positon (including 
financial capability). 
Similarly, the development of a Health Systems Plan for 
the region continues, but more slowly than envisaged.  
By the end of the year analysis had been undertaken 
of the inter-district flows within the region (these 
remain largely the same as previous years) and the 
role delineation model had been applied. 
We worked with Whanganui DHB in developing a 
strategic plan for our sub-region, and this, once 
completed, will underpin improvements and changes 
in the way care is delivered. 
During the year there was a change in leadership.  
Sadly, Board Member Richard Orzecki died in June 
2015.  Richard was a strong advocate for Maori health 
and was also chair of our Iwi Relationship Board, 
Manawhenua Hauora.  We will miss his insight and 
input. 
We acknowledge the work and achievements of 
Murray Georgel who stepped down from the CEO role 
during the year.  Under Murray’s 16 years of 
leadership, MidCentral DHB made great advances 
and we are indebted to him. 
To Manawhenua Hauora, our communities, our 
providers, our funders and to our staff, a big thank 
you.  Your commitment, interest and passion for local 
health and disability services is much appreciated. 
Looking ahead, next year we intend to develop a 
strategic plan for MidCentral DHB’s future and we will 
be engaging widely on this. This plan will set out our 
long term goals,  key priorities and the pathway 
forward.  It will  also identify our key values which will 
underpin all we do.   
Also on the programme for 2015/16 is to breakdown 
the internal funder: provider split within the 
organisation, so that our structure and thinking is 
aligned to funding, planning and delivering on an 
“across the continuum” basis.

Phil Sunderland 
Chairman 

Kathryn Cook 
Chief Executive Officer 



Transforming a Service 

Mental health 

In April and May 2014 a young woman and a young man tragically died 
while in our care.  Their experience is driving the transformation of our mental 
health service.  
Life in today’s world can be very challenging for some 
people and it is the role of our mental health services to 
provide assessment, care and treatment and to assist 
them to develop the life skills and resilience they need. 
Unfortunately, for two young people being cared for in 
our inpatient mental health unit, our service fell short and 
the results were tragic.  The Coroner is investigating these 
apparent suicides. 
Our first step was to put in place changes to immediately 
improve the safety of our services for those who required 
them. 
We then stepped back and sought independent advice 
on where our inpatient services fell short and what areas 
we should focus upon to build a new service. We are 
indebted to Dr Gloria Johnston who led a review team 
who looked at the service.  We are also indebted to Dr 
Margaret Aimer who undertook two longitudinal clinical 
reviews into the care provided to the two young people. 
Their findings, together with the results of our own root 
cause analyses, inform a comprehensive work 
programme of what we needed to do to transform this 
service. 

 “….treatment discussions outlined in the notes 
seemed to be driven by crises and perceived 
immediate risks. While this response is both 
understandable and important, I found myself 
looking for some critical reflection and longitudinal 
review, and a structure management plan that 
was engaging Erica in getting well.  I could not 
find a well-articulated outline of what mattered to 
Erica, what would need to change for Erica to be 
well, and what was the (collaborative with Erica) 
plan to achieve that change”.   

Extract from longitudinal review. 

By the end of 2014/15 good progress had been made in 
improving care within our inpatient-based service.  
Leadership of the service has been strengthened with a 
new leadership structure, stronger clinical governance 
processes, and work is underway to develop improved 
models of care.  A new model of service for the acute 
care team, including a single point of entry, has been 
agreed, incorporating 24/7 service delivery.  The ward 
environment has had a number of safety improvements, 
with a view to major change occurring in the future. 
The next phase is to look beyond the hospital and at how 
mental health services are planned, purchased and 
delivered across the full continuum of care – from public 
education and awareness around mental health to early 

intervention and support, treatment 
and therapy, to rehabilitation and 
community support.   By 30 June 2015 
we had started this work but knew 
we could not do it alone. 
A high performing mental health 
service requires more than just health 
services.  It requires a community 
response.  Factors like good 
community housing, education and 
employment all impact on our 
mental health and so we will be 
working with social sector agencies, 
local councils, mental health 
providers, and mental health clients 
and their families, to advance this.  
In the first half of 2015/16 we intend 
to bring all players together to start 
the planning process.  We will use our 
Health Charter to guide this work. 
The hallmarks for the mental health 
service we are looking for are: 
• active patient and family/whanau

involvement
• connected care – a strong network

of providers and agencies all
working together

• a supportive community
• care and therapy provided in or as

close to home as possible
• a service which is values-based
During the year we invested an 
additional $1.4m in addressing the 
short term impact.  We will be 
seeking to reduce this additional 
expenditure in the medium term, to 
levels which are in line with the 
national average as service 
improvements are embedded. 
We are indebted to the families of 
the two young people concerned.  
The stories of their journey through 
our service brought into sharp focus 
what we need to do, and the level of 
change required
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Toward a High Performing Health System 

MidCentral DHB is proud of the transformation which has occurred in its 
primary care sector and this was showcased at a joint MidCentral DHB and 
Central Primary Health Organisation conference held in May 2015.  

We are now moving to the next level of integration and change, focusing on 
our hospital services and the link with primary and community health care 
and disability support services. We are aiming for a health system where 
people can obtain health care from all providers – in their home, in the 
community and in the hospital – and it is all connected.  A system which is 
distinguished by: 

- providing care with patients, not for them

- being quality-based

- being relationship—based

- being about the whole person, the whole team, the whole system

Work in transforming secondary care services 
has begun, with immediate positive effects.  
The focus was on the patient’s journey through 
the hospital. Blocks in the process were found, 
particularly as people moved from one service 
to another, and we are sure many readers will 
relate to this. The care provided by each 
service was not an issue, but the process did 
not run smoothly. 
During the year we achieved a 1.2 day 
reduction in the length of stay for general 
medical patients through improved access to 
beds, regular senior medical staff input to their 
care and decision-making, and supporting 
people to take responsibility for their own 
health.   General medicine is responsible for 
about 55 to 65 percent of hospital admissions 
so the change is significant.  Alongside this, the 
readmission rate has not changed, and patient 
numbers have increased. 
Before the onset of winter 2015, the medical 
service wrote to the 305 people who had been 
hospitalised the previous winter for respiratory 
problems.  They were encouraged to take 
some simple steps to get a winter warrant of 
fitness.  By 30 June, only 8 per cent of these 
people have come through ED.  Monitoring of 
this group of patients will continue to see how 
things compare over time and the impact of 
this approach. 
Wait times within the Emergency Department 
fell and are now consistently within the six hour 

target period – refer Advancing the Health 
Care Targets. 
Work has begun to improve the discharge of 
patients, particularly those with complex health 
needs.  The hospital team is now working with 
the primary care long term conditions team to 
support patients to move out of hospital and 
back home. 
The Enhanced Recovery After Surgery  (ERAS) 
Programme which has been so successful in 
improving recovery times for patients 
undergoing hip replacement surgery, is now 
being picked up for use within general surgery.  
The general surgery team have a bold aim of 
using the ERAS pathway for 50% of their 
patients by the end of 2015.  This will include all 
colorectal surgery, including stoma patients.  
We will tell you more about their progress next 
year. 
In 2015/16, we will look at leadership skills and 
support, and develop the culture of a high 
performing health system.  This is about 
creating an environment of proactive 
communication with patients, open disclosure, 
and patients and their families being active 
participants in their care.
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Our People 

Growing a high performing system is all about people.  It is about the attitude 
and skills they have, it is about teamwork, and it is about everyone enacting 
our values every day, for every patient and user of our health and disability 
services in the district. 

It is also about providing the right environment and leadership for staff to do 
the best possible job they can, and for them to work at the top of their scope 
of practice. 

 

High Performing Health Care 
Conference 

In May 2015 international speakers of note 
congregated in Palmerston North to share their 
views and experience on developing a High 
Performing Health Care Service.  Many people 
working in the local health and disability sector, 
both primary and secondary care, took up this 
fantastic opportunity and enjoyed four days of 
inspiration. 
MidCentral DHB has invested significantly in 
transforming local health services and has 
taken a range of key clinical and operational 
leaders overseas on master health study trips to 
look at new models of care and to talk face-to-
face with those responsible for their creation 
and the associated change process. These 
leaders then return to help sponsor and foster 
local change.  The information gathered from 
these trips was a key factor behind the 
transformational change we are achieving in 
primary care. The May 2015 conference was an 
opportunity to enable more people in our 
district to get involved.   
The conference focused on “how to become a 
high performing health care system”, with 
speakers talking about transformational 
change, quality and changing the shape of 
dementia care.  

Child Health 

Two transformational change champions at 
MidCentral DHB are Barb Bradnock, Portfolio 
Manager and Dr Jeff Brown, Clinical Director, 
Child Health.  They have been an intrinsic part 
of the child health leadership team and the 
change being created within child health. 
The key attributes they have are a passion for 
child health and a drive to ensure children and 
their families get the health care they need to 
thrive. 
To date the change has centred around 
getting specialist care and advice into the 
community, and establishing services to reduce 
hospital admissions and attendance at the 
Emergency Department.  Ezcema clinics, 
continence clinics, and specialist clinics all held 
in the community alongside general practice 
are a few of the services put in place. 
So we asked Barb, what has it been like? 
Exciting – really exciting.  It’s been about 
supporting a team approach to change – all 
parts of the team working in the same 
direction.  First we focused on getting hospital 
staff, GPs, practice nurses, well child providers, 
public health nurses working together, and 
then we reached out further involving social 
sector agencies like Justice, and Social 
Welfare, as well as local Councils.  We started 
in Horowhenua as that was the community 
most in need. 
Tools used included the “Plan Do Study Act” 
model – we have done a lot of PDSA cycles – 
we are always prepared to take a punt and 
give it a try.  Things have been quite organic at 
times but we have always endeavoured to use 
best practice methodology to underpin it. 
We have been extremely fortunate to have 
had the opportunity to visit health services 
overseas and bring back those learnings. 
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Says Barb, “this is how it can work.  I was at a 
meeting in Wellington last week and one of our 
community birth educators was telling me this 
story about a young mum with a small baby 
with eczema.  She was still breastfeeding but 
the eczema was causing so much hardship 
both financially and around sleep deprivation 
etc.  We discussed the eczema clinic and a 
referral had been made.  I rang form 
Wellington and the child was seen one hour 
later in Horowhenua.  This wasn’t about me 
pushing the buttons;  it was around the team 
working together to make life easier for the 
mother and baby and I was so proud of them.” 

Working together with Primary 
Care 

Several years ago, Palmerston North Hospital 
implemented very successful hip and knee 
replacement clinics which prepared patients 
for surgery and their post-surgery care.  The 
results saw a reduction in length of stay and 
quicker recovery times. 
Now these clinics are well established, the 
orthopaedic service wanted to smooth the 
referral process from primary care, reducing 
the need for people to have to attend clinics 
at the hospital to see whether or not they 
require joint replacement surgery. 
The Integrated Family Health Centre, Radius 
The Palms, was keen to trial the pre-first 
specialist assessment screening clinics and 
worked with the hospital’s orthopaedic and 
physiotherapy teams to get everything in place 
for a trial to begin in early 2015/16. 
The trial, which will involve about 20 patients, 
aims to increase the capability of general 
practice to do the hip and knee assessments, 
determining whether the patient needs to be 
referred for surgery.    The assessments are 
looking to end up with at least three outcome 
groups of patients: 
Patients symptomatic enough to merit a 
hospital “First Specialist Assessment” (FSA, or 
outpatient appointment) and fit for surgery 
Symptomatic enough to merit an FSA, but unfit 
for surgery, and 
Not bad enough to warrant an FSA.

 
Group 1 patients will get an FSA when they 
reach the top of the waiting list. In the 
meantime they will be given advice on things 
they can do that may help speed up their 
eventual recovery from surgery. 
Group 2 patients will be returned to their 
referrer to try and improve their medical issues 
eg hypertension, diabetes, leg ulcers, or high 
BMI. 
Group 3 patients will receive advice and be 
discharged into the care of their GP. If 
symptoms deteriorate they can be re-referred, 
but will need to be assessed in the screening 
clinic again. The screening clinic will not offer 
routine follow-up to any patients.  
It is expected that the new clinics will give 
greater certainty to patients, and will mean 
they can get the assessment and care they 
need from their general practice, until such 
time as it has been determined they require a 
hospital appointment. 
By June 2015 all the systems were in place and 
the trial was ready to commence.  Next year 
we will be able to report on its progress. 
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Ensuring a Sound Platform  
for our  
Continuing Health Business  

The planning, funding and delivery of health and disability services is a huge 
business and behind the scenes requires strong financial management, fit-for-
purpose facilities, and robust information systems. 

Financial Pathway 

We continue on a sound financial platform although 
the challenges of living within our means remain. 
This year we have a number of one-off items, 
including expenditure to address identified shortfalls in 
our mental health service, the loss of an Enable New 
Zealand contract, and the need to bring forward 
costs associated with Health Benefits Limited business 
cases as part of the disestablishment of this entity.  This 
meant we did not achieve budget, with an end of 
year result of $2m deficit against a budget of a $2m 
surplus.  We expect to be back on track next year and 
are targeting efficiencies in the following areas: 
• freeing up funds from back-office and procurement 

functions 
• redirecting expenditure from low priority areas to 

meet the requirements of patients with high and 
complex needs, and 

• improvements in models of care and the patient 
journey. 

Facilities 

Our hospital facilities can no longer support patient 
focused specialist services to the quality that we 
demand.  We have outgrown them and it is 
increasingly difficult to implement new models of care 
and standardisation of practices within facilities which 
limit patient flow.  There are also seismic issues to be 
addressed for those services we have deemed to be 
critical in a natural disaster. 
In August 2014 we delivered an Indicative Business 
Case for the redevelopment of Palmerston North 
Hospital.  The proposal is to build a hot floor of 
emergency department, theatres, procedure rooms, 
a critical care unit, cardiology interventional services, 
sterile support unit, and telephony services within a 
new facility that meets new seismic standards for 
these services. Other services requiring refurbishment 
would also be addressed in space made available by 
the new build including a revamped Medical and 
Surgical Acute Assessment Unit, Emergency 

Department observation beds, 
radiology, post-acute surgical beds, and 
day recovery beds.  
The indicative business case was 
developed over nine months and 
included engagement with clinicians, 
managers and consumers.  Consumer 
interviews identified the real issues lack 
of space presents for their own 
experience of the system and recovery, 
and clinicians noted the difficulties of 
providing appropriate modern care in 
facilities that were crowded, and no 
longer fit for purpose.    
The indicative cost is $105.7m and would 
cater for the region’s surgical and acute 
needs for the next 20 years.  The next 
stage is to move to detailed design and 
costing work and this will get underway 
in 2015/16. 
Underpinning this facility development 
work is the service transformation 
discussed earlier in this report.  The new 
facilities will be designed to meet the 
new models of care being introduced. 
Regional and Ministerial support for the 
indicative business case was secured. 
While planning for the redevelopment 
takes place, some immediate changes 
are being made to our ambulatory care 
(or outpatient) area to maximise space 
for as many services as possible.  We are 
utilising adjacent areas, moving non-
clinical functions like clinical coding and 
mail room to other areas of the hospital.  
These changes will help further improve 
patient flow and increase the number of 
rooms available for outpatient 
consultations, diagnostics and minor 
procedures.  Initial relocation work was 
completed by 30 June 2015 and all 
works should be completed by 
December 2015. 
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Information Systems 

Our IT infrastructure is old and not fit-for-
purpose for today’s health environment where 
the vast majority of services, both clinical and 
non-clinical, are IT dependent.  More and more 
health services being delivered are computer 
dependent as we move to a digital age.  For 
example, medical equipment like linear 
accelerators, radiology machines, and IV 
pumps contain computer technology. 
During the year we made steady progress in 
replacing our Storage Area Network (SAN) 
which is old and is a risk to the organisation.  
We expect to complete the migration of data 
and servers to the new SAN by the end of the 
first quarter in 2015/16.  New processes and 
support arrangements have been introduced 
into our IT service which enable us to get 
specialist support as required. 
The introduction of Wi-Fi into 
the organisation continues. 
Ambulatory care, ED, sterile 
services, orthopaedics clinic, 
clinical library/lecture 
theatre, central patient 
administration, 
gastroenterology, the orderly 
office areas and women’s 
health are now able to 
access Wi-Fi.   
A new maternity clinical 
information system was 
launched in October 2014.  
This is a national programme 
and MidCentral DHB was the 
first to “go live”.  Planning for 
the replacement of our 
patient management system 
got underway and we are 
working toward an August 
2016 “go live” date.  The 
current system is beyond its 
working life and the new 
web-based system will 
support the service 
transformation we are 
planning within hospital and 
associated services.

 

  
 

  

The new uninterrupted power supply in the IT department 
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Advancing the six national health targets 

 

Shorter Stays in Emergency Department (ED) 

• Achieved. 
Enormous effort has gone into improving the flow of patients through the hospital from 
the time they enter the hospital until their discharge home or to another provider.  This 
has seen improvements in all areas, including the length of stay for people attending ED.  
We aim for 95% of people presenting to ED to be admitted, discharged or transferred 
within six hours and since November 2014, we have achieved or exceeded 95%.  During 
the year we recorded 40,369 ED attendances.  Of these, 94.2% (or 38,020) were 
managed within the six hour target.   

 

Improved Access to Elective Surgery 

• Exceeded. 
The target of 6,554 elective surgical discharges was surpassed, with 6,985  achieved for 
the year.  This equates to 106.9% of target, being an additional 431 discharges per year.   

 

Faster Cancer Treatment 

• On track to achieving goal by target date of July 2016 
This is a new target, with a goal that 85% of people referred with a high suspicion of 
cancer wait 62 days or less to receive their first treatment by July 2016.  A lot of work has 
gone into putting the systems in place across the organisation to capture this data.  This 
health target commenced in October 2014 and by the end of the June 2015 we were 
achieving 81%.  Over the nine months, the result was 72.5% 

 

Increased Immunisation 

• Consistent high performance in this area. 
MidCentral DHB consistently performs well against the target of 85% of eight-months-olds 
receiving their primary course of immunisation, with high rates achieved for both Maori 
and non-Maori children.  A number of families are declining the offer of immunisation for 
their child/children and this impacts the year’s result.  However, results remain extremely 
pleasing 94.2% 

 

Better Help for Smokers to Quit 

• Target exceeded for hospital patients, but more work required in primary care 
The target is 95% of hospitalised patients who smoke, and 90% of patients who smoke 
seen by a health practitioner in primary care are offered brief advice and support to 
quit smoking.  The DHB achieved 95.9% and 82.4% respectively.  For hospital services, the 
target has been consistently achieved or exceeded since October 2014.  The results for 
primary care are disappointing and a revitalised approach is being developed. 

 

Better Diabetes and Cardiovascular Services 

• More work required 
The target is that 90% of the PHO enrolled eligible population will have had a 
cardiovascular risk assessment within the last five years.  We achieved a disappointing 
86.8% and work is underway with the PHO to improve this. 
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Advancing Maori Health 

Reducing inequalities for our Maori population is a key target and 
we continue to make advances in this area. 

National Indicators for Maori Health MidCentral 
DHB’s Result 
2014/15 

Access to Care 
• Small increase 

 

90% Maori population enrolled with PHO 85.2% 

Ambulatory Sensitive Hospitalisations  
• Improvements made 

 

Ambulatory sensitive (avoidable) hospitalisation rates (per 100,00)  expressed as a 
percentage of the national all ethnicities rate:  

 

0-74 age group:  Maori 123% - 128%; 127% 

0-4 age group:  Maori 112 % - 117% 118% 

45-64 age group:  Maori 159 - 164% 153% 

Immunisation 
• Consistent high performance in this area 

 

95% of 8 month old Maori infants who have their primary course of immunisations on time 
(Increased target of 95% by December 2014. Achieved 95.2%.) 

93.5%  
(full year) 

75% of eligible Maori population aged 65+ years are immunized against seasonal 
influenza (NB:  reported as at end June 2015 – mid season) 

57.8% 

Breastfeeding 
• More work required in this area 

 

68% of infants fully and exclusively breastfeeding for Maori at 6 weeks of age 62% 

54% of infants fully and exclusively or partially breastfeeding for Maori at 3 months of age 38% 

59% of infants fully, exclusively or partially breastfeeding for Maori at 6 months of age 48% 

Cardiovascular Disease 
• Not achieved 

 

90% eligible enrolled Maori population who have had their cardiovascular risk assessed in 
the last 5 years 

79.8% 

70% of high risk Maori patients with acute coronary syndrome who receive an angiogram 
within three days of admission to hospital 

70% 

90% of Maori patients presenting with acute coronary syndrome (ACS) have completion 
of an ANZACS-QI ACS and Cath/PCI registry data collection within 30 days 

68.2% 

Breastscreening (2 year coverage) 
• Not achieved 

 

70% eligible Maori women aged 50-69 years participate in breast screening programme 61.9% 
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Cervical Screening 
• More required in this area 

 

80% of eligible Maori women (25-69 years) have had a cervical screen in the past 36 
months 

67.0% 

Better Help for Smokers to Quit 
• More work required in this area 

 

90% enrolled Maori patients who smoke and seen by a health practitioner in primary care 
are offered brief advice and support to quit smoking 

84.3% 

Oral Health 
• Achieved 

 

90% of Maori pre-school children aged 0-4 years enrolled with community based oral 
health service 

91.5% 

Mental Health 
• Achieved 

 

Number and rate of Mental Health Act section 29 Community Treatment Orders per 
100,000 population is equal to or less than the national rate for Maori (269) 

134/100,000 

Rheumatic Fever 
• Remains an area of focus 

 

0.9/100,000 population 1.17/100,000 

Sudden Unexpected Death in Infancy 
• Remains an area of focus 

 

<0.5/1,000 live births (NB:  this is the total population, not exclusively Maori) 2.3/1,000 
(two cases) 
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Where the money goes 

MidCentral DHB received over $600m to spend on behalf of its 
communities.  Here’s how it was used. 
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What Services Were Purchased ($m) - 2014/15
Hospital Based services

71.3 Surgical specialit ies, ICU and Anaesthetics
52.1 Medical serv ices
33.9 Regional cancer treatment serv ice
30.7 Elder health, rehabilitation and therapy
31.4 Women and child health
28.0 Mental health
18.3 Emergency department
19.0 Clinical support

6.6 Public health
4.6 Dental health
1.5 Rural health

19.2 Other
316.6 Total hospital based service

Community Based Services
42.4 Pharmaceuticals
47.2 Residential care
30.7 Primary practice
13.6 Home support
11.4 Laboratories
10.2 Mental health

4.3 Chronic disease management
28.7 Other

188.5 Total Com m unity Based Services
35.0 Disability serv ices and needs assessment

3.5 Primary health nursing / Supportlinks
52.2 Other DHBs (inter district flows)

7.2 Governance
603 Total DHB Expenditure

Who Provided Them ($m)
316.6 MidCentral Health

86.1 GPs, PHOs, non-govt owned organisations
52.2 Other DHBs
47.2 Rest homes
42.4 Community pharmacies
35.0 Enable New Zealand
11.4 Community laboratories

7.2 MidCentral DHB governance
3.5 Primary health nursing
1.4 Iwi / Maori prov iders

603 Total DHB expenditure



Financial Statements 
The 2014/15 year was 
challenging from a financial 
perspective as we faced 
increasing costs.  Plans are in 
place to bring expenditure 
back in line with future funding. 
This involves a mix of national 
and local initiatives. 

The year end result was a 
deficit of $1.85m which was 
adverse to budget by $3.9m. 

The detailed financial 
statements, together with 
supporting notes and 
accounting policy are set out 
on the following pages.
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Cost of Services Statement by Output Class 
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 522,697 2,643 340,100 (279,509) 585,931 

Other - 5,491 9,767 - 15,258 

Total Revenue 522,697 8,134 349,867 (279,509) 601,189 

Expenses      

Personnel - (5,034) (188,706) - (193,740) 

Depreciation - (574) (13,912) - (14,486) 

Capital Charge - (1,380) (10,070) - (11,450) 

Other (520,138) (250) (142,488) 279,509 (383,367) 

Total Expenditure (520,138) (7,238) (355,176) 279,509 (603,043) 

Net Surplus/(Deficit) 2,559 896 (5,309) - (1,854) 

 
 

Revenue and Expenditure by Output Class     

2014/15 Revenue Expenditure 
$000 Budget Actual Budget Actual 

Prevention Services 17,229 17,117 16,966 17,241 

Early Detection and Management 113,716 114,133 116,199 116,816 

Intensive Assessment and Treatment 332,745 336,650 330,353 336,942 

Rehabilitation and Support Services 134,693 130,730 136,115 132,044 

Total 598,383 598,630 599,633 603,043 

 
Note: The difference in total revenue of $601m and the output class revenue of $598m above is the Funding surplus of $3m. 
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Statement of Responsibility 
  

The Board and management of MidCentral District Health Board 
accept responsibility for the preparation of the annual Financial 
Statements and 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 2015 
fairly reflect the financial position and 
operations of MidCentral District Health Board. 
 
 
 
Phil Sunderland 
Chairman 
 
 
 
Kate Joblin 
Deputy Chair 
 
 
 
Kathryn Cook 
Chief Executive Officer 
 
 
 
Mike Grant 
General Manager, Clinical Services and 
Transformation 
 
29 October 2015
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Consolidated Financial Statements 

Consolidated Statement of Comprehensive Revenue and Expense 
for the year ended 30 June 2015 

Budget  Note Group & Parent 
June-15 
$000 

  June-15  
$000 

June-14  
$000 

586,764 Revenue 1 585,931 578,864 

14,918 Other revenue 2 15,258 17,036 

601,682 Total Revenue  601,189 595,900 
- Share of (profits) of associates 9 (129) (106) 

194,873 Employee benefit costs 4 193,740 191,324 

16,820 Depreciation and amortisation expense 6,7 14,486 14,113 

19,492 Outsourced services  23,804 22,627 

43,803 Clinical supplies  47,589 43,872 

62,072 Infrastructure and non-clinical expenses  57,163 62,351 

238,365 Payments to non-health board providers  240,627 234,766 

9,409 Other operating expenses 3 11,432 10,445 

2,979 Finance costs  2,881 2,978 

11,820 Capital charge 5 11,450 11,523 

599,633 Total Expenditure  603,043 593,893 

2,049 Surplus /(Deficit) for the Year  (1,854) 2,007 

     

 Other Comprehensive Revenue and Expense    

- Revaluation of Land and Buildings 6 2,136 - 

- Impairment of land and buildings 6 (73) (2,176) 

2,049 Total Comprehensive Revenue and Expense  209 (169) 

 
 
 

These financial statements are to be read in conjunction with the accounting policies and notes on pages 
24 to 46. 
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Consolidated Statement of Changes in Equity 
for the year ended 30 June 2015 
 

 Crown 
Equity 

Property 
Revaluation  

Reserve 

Retained 
Earnings / 

(Losses) 

Total 
Equity 

Balance at 30 June 2013 64,602 90,421 (8,790) 146,233 
     

Surplus for the year - - 2,007 2,007 

Impairment of land and buildings - (2,176) - (2,176) 

Total Comprehensive Revenue for the year - (2,176) (2,007) (169) 
     

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

Transfer to/(from) Property Revaluation Reserve - (1,352) 1,352 - 

Balance at 30 June 2014 63,969 86,893 (5,431) 145,431 
     

Deficit for the year - - (1,854) (1,854) 

Revaluation of land and buildings - 2,136 - 2,136 

Impairment of land and buildings - (73) - (73) 

Total Comprehensive Revenue for the year - 2,063 (1,854) 209 
     

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

Transfer to/(from) Property Revaluation Reserve - (735) 735 - 

Balance at 30 June 2015 63,336 88,221 (6,550) 145,007 

 
 
 
 
These financial statements are to be read in conjunction with the accounting policies and notes on pages 
24 to 46. 
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Consolidated Statement of Financial Position 
as at 30 June 2015  

Budget  Note Group & Parent 
June-15 
$000 

  June-15 
$000 

June-14 
$000 

 Assets    

184,734 Property, plant and equipment 6 182,108 179,276 

16,083 Intangible assets 7 12,730 9,728 

913 Investments in associates 9 1,148 1,019 

201,730 Total Non-Current Assets  195,986 190,023 
- Assets available for sale 6 - 824 

3,735 Inventories 8 3,613 3,630 

- Investments 10 2,000 - 

7,401 Trade and other receivables from exchange contracts 11 10,594 10,529 

8,303 Trade and other receivables from non exchange contracts 11 11,885 10,012 

58,435 Cash and cash equivalents 12 53,630 65,720 

77,874 Total Current Assets  81,722 90,715 

279,604 Total Assets  277,708 280,738 

 Equity    

60,720 Contributed capital  63,336 63,969 

2,049 Accumulated surplus/(deficit)  (6,550) (5,431) 

86,251 Property revaluation reserve  88,221 86,893 

149,020 Total Equity  145,007 145,431 

 Liabilities    

57,032 Borrowings 15 57,227 44,928 

1,285 Employee entitlements 16 1,371 1,224 

2,722 Trust / special funds 14 2,746 2,786 

61,039 Total Non-Current Liabilities  61,344 48,938 

- Other financial liabilities 20(b) 3 7 

185 Borrowings 15 222 12,600 

35,904 Trade and other payables from exchange contracts 17 38,149 38,463 

2,095 Trade and other payables from non exchange contracts 17 3,088 4,933 

889 Provisions 18 - 832 

30,472 Employee entitlements 16 29,895 29,534 

69,545 Total Current Liabilities  71,357 86,369 

130,584 Total Liabilities  132,701 135,307 

279,604 Total Equity and Liabilities  277,708 280,738 

 

These Financial Statements were authorised for issue by the Board on 22 September 2015, and are to 
be read in conjunction with the accounting policies and notes on pages 24 to 46 of our 2014/15 Annual 
Report. 
For and on behalf of the Board 
 
 
Chairman      Deputy Chair 
29 October 2015     29 October 2015  
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Consolidated Statement of Cash Flows 
For the year ended 30 June 2015  
Budget  Note Group & Parent 
June-15 
$000 

  June-15  
$000 

June-14 
$000 

 Cash Flows from Operating Activities    

586,860 Receipts from the Crown  580,558 575,261 

11,424 Receipts from other revenue  12,195 14,745 

(373,640) Cash paid to suppliers  (377,590) (368,533) 

(194,873) Cash paid to employees  (194,838) (189,368) 

- Goods and Services Tax paid  (545) 322 

(11,820) Capital charge paid  (11,451) (11,524) 

17,951 Net Cash Flows from Operating Activities 13 8,329 20,903 
     

 Cash Flows from Investing Activities    

3,398 Interest received  3,603 3,409 

(20,302) Acquisition of property, plant and equipment  (14,613) (18,773) 

(7,833) Acquisition of intangible assets  (4,611) (4,577) 

- Sale of fixed assets  834 1,751 

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

 (2,039) 184 

(24,737) Net Cash Flows from Investing Activities  (16,826) (18,006) 
     

 Cash Flows from Financing Activities    

(2,979) Interest paid  (2,881) (2,978) 

(633) Distribution to the Crown  (633) (633) 

244 Proceeds from borrowings  200 556 

- Repayment of borrowings  (279) (202) 

(3,368) Net Cash Flows from Financing Activities  (3,593) (3,257) 
     

(10,154) Net increase/(decrease) in cash and cash equivalents  (12,090) (360) 

68,589 Cash and cash equivalents at beginning of year  65,720 66,080 

58,435 Cash and Cash Equivalents at End of Year 12 53,630 65,720 

     

 
These financial statements are to be read in conjunction with the accounting policies and notes on 
pages 24 to 46 of our 2014/15 Annual Report. 
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Consolidated Statement of Contingent 
Liabilities and Contingent Assets 
as at 30 June 2015 
  Note Group & Parent 

  June-15 
$000 

June-14 
$000 

Contingent liabilities    

Manawatu Community Trust lease 29 1,800 - 

    

     

 

Consolidated Statement of Commitments  
As at 30 June 2015 
  Group & Parent 
  June-15 

$000 
June-14 

$000 

Capital Commitments    

Not more than one year  6,624 10,669 

One to two years  734 1,069 

  7,358 11,738 

Non-Cancellable Commitments – Provider Commitments    

Not more than one year  15,640 38,498 

One to two years  7,400 17,887 

Two to five years  6,369 9,798 

Over five years  130 4,797 

   29,539 70,980 

Non-Cancellable Commitments – Operating Lease Commitments    

Not more than one year  1,874 1,805 

One to two years  1,330 1,647 

Two to five years  1,082 1,902 

Over five years  - 24 

  4,286 5,378 

Total Commitments  41,183 88,096 

 
 
These financial statements are to be read in conjunction with the accounting policies and notes on 
pages  24 to 46 of our 2014/15 Annual Report.  
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Being A Good Employer 
MidCentral DHB takes its role as an employer seriously and invests a lot of 
resources and time into staff – both on a group and individual basis. 

MidCentral DHB aims to be a high performing health system and has identified 
that key to this is a supportive staff environment where people are able to work 
to the extent of their scope of practice and have the ability to carry out their 
duties to be best of their ability. 

Leadership is seen as key to this, as is the development of an organisational 
culture that reflects the organisation’s values. 

Key measures around our workforce are closely monitored, and the DHB works in 
partnership with Unions and staff to further improve our working environment. 

There are seven elements to being a good employer and these are set out in our 
2014/15 Annual Report, identifying the key policies for each and MDHB’s 
response. We also share some of the work done over during 2015/16 in these 
areas. 

Staff Safety 

In April we undertook our second staff safety 
culture survey – three years since the initial 
survey was conducted.  The same questions 
were used and the survey was conducted by 
the same independent company.  The overall 
response rate was slightly down on the 2012 
survey (30% vs 39%) but the overall result was 
similar – 6.01 ( on a scale of 1 to 10, with 1 being 
poor and 10 excellent) – 2012 – 6.10.     This 
shows we continue to have a good safety 
climate and do not knowingly compromise the 
safety of patients/clients.  . 
Perhaps the richest part of the survey is the 
comments that staff provide.  Over 3,300 
comments were made, the vast majority of 
which were very positive about our work 
environment.  These and other comments help 
show us what is working well and what isn’t, 
and will form the basis of initiatives next year to 
further improve our working environment. 
Key themes from the comments are set out on 
the next page. 

Workforce Profile 

Over 2,600 people work for MidCentral DHB 
equating to 2,161 full time equivalents (FTEs).  
The majority of these people are health 
professionals. 
The profile of participating staff is set out below.  
Please note all figures are FTEs.

 

Gender Profile  Age Profile  

Female 1,695 20-24 years 85 

Male 466 25-29 years 244 

  30-34 years 213 

Ethnicity Profile  35-39 years 169 

NZ European 1256 40-44 years 216 

NZ Maori 140 45-49 years 261 

European 122 50-54 years 339 

Pacific 21 55-59 years 296 

Asian 207 60-64 years 231 

Other 167 65-69 years 73 

Not stated 247 70+ years 16 

  Not stated 17 

Disability Profile    

Identified 55   

Professional     

Medical  276 Allied health 420 

Nursing & 
midwifery 

959 Administration/ 
Management 

465 

Support 41 Total  2,161 

The majority of staff (94%)  have terms and 
conditions covered by multi-employer 
collective agreements (MECAs) to ensure 
consistency and relativity of remuneration and 
conditions across the NZ public health sector.  
For those employed on individual employment 
agreements (IEAs)  an annual approach is 
taken in line with the Government’s 
Expectations for Pay and Employment.  Ministry 
of Health support for both MECA and IEA 
strategies is secured. 
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Staff Turnover
0.59%

(Target <1%)

Sick Leave 
Rate

2.67%

(Target <3%)

Leave in 
Excess 2 Years

16.8%

(Target <9.5%)

Staff Stability
0.99.8%

(Target >99%)



 

Feedback from the staff of MidCentral DHB, April 2015 

A large percentage of staff completing our 2015 survey gave positive comments and said their area 
was working well and they had no major issues or concerns.  A lot of staff said they loved their job, were 
passionate about their work and happy in their current role.  As well as the good numbers of positive 
comments staff gave, there were a number of concerns and issues raised with a good number of 
suggestions put forward for improvement.  These comments have been summarised into the following 
six key themes. 

Theme 1  Staffing Levels/Workloads 

Across a significant number of departments/services and occupational groups (both 
clinical and non-clinical staff) reported workloads are high, and that staffing levels did 
not match demand.  This impacted on staff not being able to take annual leave, 
attend education, or take up professional development opportunities. 

Theme 2   Teamwork 

The majority of staff said that their team is strong, cohesive, supportive everyone 
worked well together and communication within their team was open and honest.  
However, some said their team was not working together well and that teams 
needed developing.  A number said MDHB’s team development programme should 
continue. 

Theme 3  Perceptions of Management 

A large percentage of staff said their manager is doing a good job, led their team 
well and is supportive.  Others said that senior managers and clinical leaders need to 
be more visible and more connected to the “coal face” to appreciate what staff did 
and the environment in which they worked.…. 

Theme 4 Safety Climate 

The majority of staff said that health and safety of patients/clients and staff is 
paramount within their work area.  Many suggested more time was needed to allow 
more timely responses to be given to issues or incidents raised by staff.  Learning’s 
from incidents could also be improved. 

Theme 5  Technology outdated/lack of access 

Many respondents considered our technology was outdated.  Some said electronic 
processes are extremely slow and can delay tasks being completed and caused 
frustration. 

Theme 6  MDHB’s facilities/outdated equipment 

Cramped work space was an issue in a number of areas, both in clinical and non-
clinical areas.  Outdated equipment, the processes in place to replace this was 
raised as an issue by many. 

Taking into account the survey findings, including the key themes from the comments and suggestions 
made by staff, the 2015 work programme is being finalized.  In many instances there is work already 
planned or underway to improve and/or support our workforce and work environment. 
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