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1 INTRODUCTION AND STRATEGIC INTENTIONS 

1.1 FOREWORD 

 
We are pleased to present our Statement of Intent and our Annual Plan for the 2016/17 year.  This Plan sets 

out our goals and objectives and outlines what we intend achieving over the next year or so.  The planned 

actions will contribute to better health outcomes and better health care for all as well as delivering on 

Government priorities and the expectations of the Minister of Health. 

Over the last ten years we have made significant progress in transforming our health and disability services 

into a high performing health system. In particular we have built the capacity of the primary and community 

care sector and we have worked on the integration of services across the continuum of care.  

During the 2015/16 year we embarked upon a deliberate process with our Board and staff to refresh our 

strategic direction with a view to setting MidCentral DHB up to be a top performer for its community for the 

next ten years.  We have also developed a Health Charter which will set a health agenda across intersectoral 

agencies within our district.  Key themes within MidCentral’s renewed strategic approach are a values-based 

organisation, people ‘owning’ their own health, partnership and a focus on vulnerable population groups 

(particularly children and young people, our older population, those struggling with mental health issues and 

our Māori population).  

Like all health systems, we face increasing demand for services largely driven by changing population 

demographics.  Our community is ageing, becoming more diverse ethnically and in terms of family structure, 

which impact on the prevalence of long term health conditions, inequalities in health status and 

socioeconomic factors that influence health and social services, which impact our workforce as well.  These 

changes are contributing to significant cost pressures within our health system.  They are also occurring 

within an environment of constrained funding growth.  During 2016/17 we will be working to improve 

MidCentral DHB’s financial performance to achieve sustainable operating surpluses so that we can absorb 

the short term demand impacts and build our capacity for strategic investments.   

People and partners are critical to our success in achieving our strategic intentions and delivering on our 

plans for the provision of quality health care to our population.  In 2016/17 we are looking to strengthen 

consumer participation and clinical leadership.  We will also continue to build our relationship with 

Whanganui DHB through our centralAlliance arrangements and to work with regional and national health 

partners that could enable us to deliver best value for public health system resources. 

To our staff and partners, particularly Manawhenua Hauora, Central Primary Health Organisation, and the 

District Management Groups who helped in the development of this plan we extend our thanks. 

 

 

 

 

 

 
 

 

 

Phil Sunderland       Kathryn Cook 

Chair        Chief Executive 
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1.2 EXECUTIVE SUMMARY 
 

In 2016/17 MidCentral District Health Board (DHB) will have a refreshed Strategic Framework and five-year 

plan that builds on the significant developments and achievements of the last ten years and which position 

the organisation to continue its transformation to a high performing health system.    We have enhanced our 

current vision of “quality living - healthy lives” to include “well communities”, encapsulating an emphasis on 

a more inclusive and integrated health system that includes our social sector partners as well as individuals 

and their family, whānau and communities.  We have developed four key strategic intentions that will focus 

our plans over the next few years.  These strategic intentions are:   

 Achieve quality and excellence by design 

 Partner with people and whānau to support health and wellbeing 

 Connect and transform primary, community and specialist care 

 Achieve equity of outcomes across communities 

 

The Strategic Framework will guide our future work in making a positive contribution to the health outcomes 

of our population and to making changes necessary so that we can continuously improve our health system 

as part of the wider health sector and social service network.  It aligns well with the direction indicated by the 

refreshed New Zealand Health Strategy and also links to regional and national plans and strategies. The 

strategic direction will continue to develop throughout the year, in particular as it is worked through to the 

service level.   

Together with addressing the priorities and health targets of Government including those identified in the 

Minister’s Letter of Expectations, in 2016/17 our priorities and commitments include the following: 

 Leading our organisation through a managed change programme and demonstrating a more 

values-based culture, encompassing people, partners, information, innovation and stewardship 

 Strengthening the integration of health and disability services delivered across the sector 

 Improving linkages, coordination and transfer of care between services 

 Redesigning the acute inpatient mental health unit, acute and urgent care system, collaborative 

specialist and generalist consultations and case reviews, and establishing new models of care 

together with General Practice Teams and Integrated Family Health Centres 

 Targeting service improvements for priority populations, such as people with long term conditions, 

vulnerable children and families, mental health and addictions 

 Improving patients’ experience of care and the quality and safety of our services 

 Lifting the focus on addressing inequalities in health outcomes for our populations 

 Developing partnership arrangements, strengthening cross-sector and social service engagement 

 Using collaboration and partnerships for priority populations, including intersectoral partners 

 Promoting clinical excellence 

 Supporting our workforce  

 Investing in information capability and priorities for capital replacement 

 Improving our financial performance 

 Supporting and contributing to regional and national priorities  

 Sound stewardship of resources, including improved efficiency 

 

The Annual Plan for 2016/17 features a budget with a surplus of $1.488 million, assisted by additional 

funding announced as part of Budget 2016.   Achieving this result requires a sustained focus on business 

improvement and cost control throughout the organisation.  This is necessary to put MidCentral DHB back on 

a sustainable financial pathway, which in turn is essential if we are to be able to invest in future service 

developments (for example, large scale hospital redevelopment). 

In summary, 2016/17 is a transition year for MidCentral DHB.  It is a transition year strategically, 

operationally and financially as the DHB looks to refresh its three to five year strategic plan and strengthen 

its financial position. 
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1.3 SIGNATORIES 
 

 

This Annual Plan, incorporating the Statement of Intent and Statement of Performance Expectations, has 

been prepared to meet the requirements of section 38 of the New Zealand Public Health and Disability Act 

2000 and sections 139 and 149c of the Crown Entities Act 2014 (as amended by the Crown Entities 

Amendment Act 2013).   

This Plan sets out MidCentral DHB’s goals and objectives and describes what the DHB intends achieving 

over the 2016/17 year in terms of our contribution to better health outcomes and better health care for all 

and in delivering on Government priorities and the expectations of the Minister of Health. 

Sections of this Annual Plan are extracted to form a stand-alone Statement of Intent document which is 

presented to Parliament. The Statement of Intent consists of the Introduction and Strategic Intentions 

(Chapter 1), Statement of Performance Expectations (Chapter 3), Financial Performance (Chapter 4), and 

Stewardship (Chapter 5) sections of the Annual Plan. As a public accountability document, the Statement of 

Intent is used at the end of every financial year to record our actual performance against our planned 

performance. The audited results are then presented in the DHB’s Annual Report. 

In preparing this Annual Plan we wish to acknowledge the contribution of the Central Primary Health 

Organisation who, through working with primary health care providers throughout our district, is a key partner 

in our collective endeavours to provide the best possible health services and achieve our common goals.  

Together with Central PHO, we are committed to making a difference to the health and wellbeing of our 

population through working collaboratively with a range of partners in care – including our consumers, 

patients, families, whānau, general practice teams and other primary and community health providers, Non 

Government Organisations, other DHBs, social service agencies, and, central and local government.  Our 

commitment extends to the health and disability workforce across our district, without whom our vision of 

“quality living - healthy lives - well communities”, and our intentions to build a stronger, more inclusive and 

integrated health system could not be realised.  

The commitments outlined in this Annual Plan have been formally endorsed by MidCentral’s Alliance 

Leadership Team who have individually and collectively participated its development through input to the 

various service plans and by reviewing and providing feedback on drafts. 

The actions outlined in this Annual Plan are also reflected in the DHB’s Māori Health Plan, which has a 

particular focus on reducing health disparities by improving the health outcomes of Māori, and in the 

separate Public Health Service’s Plan for 2016/17 which has a focus on improving population and 

environmental health.  The objectives and actions in our Annual Plan also reflect those of our regional 

service partners as identified in the Central Region’s 2016/17 Regional Service Plan.  These documents are 

available from our website at www.midcentraldhb.govt.nz 

 

 

 

 

 

 

Phil Sunderland    Kate Joblin    Kathryn Cook 

Chairman     Deputy Chair    Chief Executive 

 

Date:  18/08 /2016   Date:  18/08/2016   Date:  18/08/2016 

      

 

 
 

Hon Dr Jonathan Coleman 

Minister of Health 

 

Date:  30/08/2016 
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1.4 CONTEXT 
 

MidCentral District Health Board is one of 20 District Health Boards (DHBs) in New Zealand established as a 

Crown owned entity under provisions of the New Zealand Public Health and Disability Act 2000 and the 

Crown Entities Act 2004 (sec7).  As a District Health Board (DHB) we plan, manage, purchase and provide 

health services for the population of our district.  This includes contracting for the provision of publicly-

funded primary care services, hospital services, public health services that are devolved to us by the Ministry 

of Health, aged residential care services and health services that are provided by Non Government 

Organisations and other providers including Iwi/Māori health providers. 

 

National and regional context 

In planning and funding health services we must balance the national health goals and targets set by 

government, the directions outlined by the New Zealand Health Strategy and other national strategies, 

(including He Korowai Oranga: Māori Health Strategy, Primary Care Strategy and the New Zealand Disability 

Strategy), annual planning and delivery priorities as a DHB member of the Central Region as well as local 

priorities to meet the health needs of our population. 

The Ministry of Health and DHBs are charged with giving effect to the overarching goal for the health sector 

of Better, Sooner, More Convenient health services for all New Zealanders, including Better Public Services.  

The high level health system outcomes are that all New Zealanders live longer, healthier and more 

independent lives and the health system is cost-effective and supports a productive economy.  The Ministry 

of Health has three high level outcomes that support the achievement of these health system outcomes: 

 New Zealanders are healthier and more independent 

 High quality health and disability services are delivered in a timely and accessible manner 

 The future sustainability of the health and disability system is assured 

DHBs are expected to contribute to meeting these system level outcomes and Government commitments to 

provide ‘better public services’ by:  increasing access to services, improving quality and patient safety, 

supporting the health of children, older people and those with mental illness, making the best use of 

information technology and strengthening our workforce.  

Four policy drivers inform the way in which the health sector may best utilise resources to achieve better, 

sooner more convenient services.  These are: 

 working more closely and effectively with other parts of social sector (such as education, social 

development and housing) 

 regional collaboration 

 integrated care 

 value for money 

We are committed to continuing to plan, purchase and provide health and disability services that are 

informed by and reflect these national goals, priorities and policy drivers.  

MidCentral DHB is one of six DHBs located within the Central Region; the others are Hawke's Bay, Wairarapa, 

Hutt Valley, Whanganui and Capital & Coast DHBs.  The region has two hospitals to which MidCentral 

residents are referred for tertiary-level specialist services – Hutt Valley (burns and plastic surgery) and 

Wellington (cardiac surgery and neurosurgery), while specialist services for children may be sought from 

Starship Hospital in Auckland, and others with spinal injuries may be referred to Burwood Hospital in 

Christchurch.  MidCentral DHB is a provider of regional cancer treatment services for residents of 

Whanganui, Wairarapa, Hawke’s Bay and Taranaki DHBs and has sub-regional arrangements in place with 

our neighbouring DHB - Whanganui – for a range of other services that we provide to their population. 

While each of the six DHBs is individually responsible for the provision of services to its own population, we 

recognise that working regionally enables us to better address our shared challenges in sustaining a health 

system focused on keeping people well and providing equitable and timely access to safe, effective, high-

quality services, as close to people’s homes as possible.  Regional commitments and collaboration is not 

only demonstrated through each of the DHB’s contribution to the development and implementation of the 

Central Region’s Regional Service Plan1, but also through the regional clinical leadership networks and the 

regional governance arrangements through the DHB Chairs and Chief Executives.  

                                                        
1 The Central Region Regional Service Plan for 2016/17 can be found on our website at www.midcentraldhb.govt.nz or that of 

the Central Technical Advisory Service at http://centraltas.co.nz/planning-and-collaboration 
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1.4.1 Operating Environment 

Governance and leadership arrangements 

The District Health Board (DHB) is governed by an eleven-member Board; seven members are elected by the 

community as part of the triennial local body election process, and four members, including the Board’s 

Chair, are appointed by the Minister of Health. The Board is accountable to the Minister of Health as the 

Responsible Minister through its Crown Funding Agreement and Annual Plan(s).  The DHB’s Statement of 

Intent and annual Statement of Performance Expectations, included in this document, are tabled in 

Parliament each year. 

While responsibility for the DHB’s overall performance rests with the Board, operational and management 

matters have been delegated to the Chief Executive.  The Chief Executive is supported by an Executive 

Leadership Team who provides clinical, strategic, financial and cultural input into decision making for the 

organisation.  In 2015, the Chief Executive, together with the Board, commenced a process to review our 

strategic direction for our district health services (see section 1.5).  As a consequence, the roles within the 

executive leadership team are being reshaped to give a stronger focus on the leadership functions required 

to drive the delivery of services to achieve our strategic intentions and to support the development of health 

professionals across the district and the organisational change that is required. 

Our Board is also looking at its committee structure to ensure it aligns with the strategic framework.  We are 

keen to ensure strong clinical leadership and consumer input to the Board through the establishment of both 

a Clinical Alliance and a Consumer Alliance, building on current approaches. 

Māori Relationship Board – Manawhenua Hauora 

MidCentral DHB's commitment to Māori Health is formally recognised in a Memorandum of Understanding 

with Manawhenua Hauora - a consortium of the four Iwi within the district, namely; 

 Ngāti Kahungungu ki Tamaki Nui a Rua 

 Ngāti Raukawa ki  te Tonga 

 Rangitaane o Manawatu and Rangitane o Tamaki Nui a Rua 

 Muaūpoko 

Manawhenua Hauora is the formal Māori Relationship Board that sits as a Treaty partner to the MidCentral 

DHB’s Board.  Four fundamental principles underpin MidCentral DHB's and Manawhenua Hauora's 

commitment to Māori Health: 

 a common interest and commitment to advancing Māori health  

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

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

 partnership and mutual regard 

The Memorandum of Understanding is put into effect through an annual work programme agreed between 

Manawhenua Hauora and MidCentral DHB.  Manawhenua Hauora and MidCentral DHB’s Board hold an 

annual hui to consider progress made over the past year and to discuss the next year’s work programme and 

priorities.  Manawhenua Hauora maintains the Kaitiakitanga (guardianship) of our Māori Health Plan. 

Central Primary Health Organisation 

MidCentral DHB has a strong partnership relationship with the Central Primary Health Organisation (PHO) 

supporting the delivery of primary and community-based services throughout our district.  It is closely 

connected with our integrated work programmes, including shared staff, for example in professional 

development, quality improvement and clinical pathways.  The PHO is integral to supporting general practice 

teams to manage population health outcomes for their enrolled population as well as supporting the 

integration agenda through common service development and implementation plans and projects.  The PHO 

is a key contributor to the DHB’s Annual Plans and their own annual plans reflect this.  There is an Alliance 

Leadership Team, which operates as an extension to Central PHO’s Board, the membership of which 

includes Iwi/Māori provider representatives, Integrated Family Health Centre management representative, 

clinical leaders and operational management from general practice and MidCentral Health.  Central PHO’s 

Chief Executive is also a member of the DHB’s Executive Leadership Team.   
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1.4.2 Nature and Scope of Functions 

In accordance with legislation and objectives of the District Health Board (DHB), we: 

 Plan the strategic direction for health and disability services within our region and our district, in 

collaboration with key stakeholders and our community (i.e. district group and clinical networks, 

Iwi/Māori, Central Primary Health Organisation and non-Government organisations, Government 

departments/agencies, Central Region’s Technical Advisory Service, other DHBs and the Ministry of 

Health). 

 Fund the provision of the majority of the publicly-funded health and disability services in our district 

through the contracts we have with providers (see 2016/17 Funding Arrangements document). 

 Provide hospital and specialist services primarily for our population of around 174,000 people, but also 

for people referred from other DHBs and other DHB populations for whom we are a regional or sub-

regional provider of services (such as cancer treatment services as a regional cancer centre). 

 Promote, protect and improve our population’s health and wellbeing through health promotion, health 

protection, health education and the provision of evidence-based public health programmes. 

Planning 

All planning is undertaken in line with national health strategies and legislation.  As a DHB within the Central 

Region, MidCentral also participates in regional service planning activities and contributes toward achieving 

the planned programmes each year.2   

Each DHB has a statutory responsibility to prepare an Annual Plan for approval by the Minister of Health, an 

annual Statement of Performance Expectations and a Statement of Intent at least three-yearly providing 

accountability to Parliament and the public (Crown Entities Act 2004, as amended in 2013).  The Minister of 

Health issues an annual Letter of Expectations to DHBs outlining the Minister’s expectations for DHB 

operations for the forthcoming financial year and generally requests that DHBs work to ensure the sector is 

stable, strategic, and performing strongly. The Letter of Expectations complements the annual planning 

guidance issued by the Ministry of Health, and must be addressed in the DHB accountability documents. 

Specifically, the Government’s key priorities must feature prominently in the DHB Annual Plan core contents. 

MidCentral DHB also has a key role in aiming to address disparities in health status and achieve health 

equity by improving health outcomes for Māori and other population groups.  The key priorities and actions to 

improve the health of Māori in our district are outlined in this Plan and our annual Māori Health Plan.3  

As an owner of Crown assets, MidCentral DHB has responsibility for undertaking a number of functions 

including strong governance and accountability, risk management, audit, and performance monitoring and 

reporting (refer Chapter 5).   

MidCentral DHB undertakes formal asset management planning to determine planned future asset 

replacement and expected financing arrangements.  New Government policy came into effect on 1 July 2015 

regarding the management of asset portfolios, capital expenditure and asset disposals and lease 

arrangements in all Crown agents (including DHBs).  In the 2016/17 year MidCentral DHB is required to 

complete a stand-alone Long Term Investment Plan (LTIP) covering at least 10 years, as part of Treasury’s 

Investment Management and Asset Management Performance (IMAP) system. 

DHBs must revalue property, plant and equipment in accordance with the New Zealand International 

Accounting Standard 16.  MidCentral DHB’s land and buildings are revalued every three years.  The last 

revaluation occurred in 2015. 

In carrying out our objectives and functions, MidCentral DHB complies with relevant legislation and 

regulations that have an impact on our operations, including for example the State Services Commissioner’s 

Standards of Integrity and Conduct, which applies to all DHB employees. 

MidCentral DHB collaborates with a range of health and social service providers including primary health 

care practitioners, central government departments and agencies (including the Ministry of Health), other 

DHBs, Non Government Organisations, national entities, health consumer representative groups and 

professional bodies in order to carry out its work. 

 

                                                        
2 Refer Central Region’s Regional Service Plan, 2016/17 
3 Refer MidCentral DHB 2016/17 Māori Health Plan 
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Funding of District Health Boards 

MidCentral DHB is principally funded from Government’s Vote:Health budget appropriations each year  using 

a funding formula applied to the population base of our district via a Crown Funding Agreement with the 

Minister of Health.  The Population Based Funding Formula (which was reviewed and updated in the 

2015/16 year) is adjusted for the DHB’s latest population estimates and deprivation index, rural populations 

and geography, assessment of unmet need, overseas eligible people and refugees.  The DHB’s other income 

for agreed levels of service is sourced from ACC, the National Screening Unit, Disability Support Services, 

Clinical Training Agency and other DHBs where services are delivered to their populations. 

In carrying out our responsibilities we must plan, budget and operate within allocated funds and financial 

constraints imposed by a challenging economic environment.  In 2016/17, the DHB expects to receive 

around $620m as total income for purchasing and providing health and disability services for our population.   

 

Purchasing health and disability support services 

Where planning, funding and purchasing of services have been devolved to us, our responsibilities 

encompass: 

o Payment of providers 

o Service development and prioritisation of funding 

o Monitoring and audit of provider performance 

o Management of relationships with providers 

o Entering into and negotiating, amending and terminating contracts in accordance with section 25 of the 

New Zealand Public Health and Disability Act 2000, on terms that are appropriate in the view of the DHB 

in order to advance the strategic objectives and outcomes outlined in the Annual Plan or which are 

needed in order to deliver the services required by statute or contract with the Crown or other parties, 

and 

o Identification of where agreements fit into the district’s priorities  

Where services are not purchased to be provided at a national level by a lead DHB, we fund the provision of 

some specialist hospital services for our eligible resident population through inter-district transfer 

arrangements (inter-district flows), that are not provided by MidCentral DHB. 

 

Providing services 

The Service Coverage Schedule describes the minimum range of publicly-funded health and disability 

support services the DHB must provide for its population. The Service Coverage Schedule is promulgated by 

the Ministry of Health (MoH) and is a national standard.  It includes:  Māori health, mental health, personal 

health (primary, secondary and limited tertiary), public health and disability support services. 

The DHB provides specialist hospital and community based health and disability services throughout our 

district, both at the base hospital in Palmerston North and at Horowhenua Health Centre as well we outreach 

clinics held at Integrated Family Health Centres or other community-based centres located in Levin, Otaki, 

Dannevirke, Feilding and Palmerston North.  We also undertake our function in purchasing services from a 

range of providers including general practitioners, Non Government Organisations, iwi/Māori health 

providers, dentists and community pharmacists, who meet the provider selection protocols, and manage 

contracts with our Primary Health Organisation, Aged Residential Care providers, home based support 

service providers, laboratory and imaging services. 

MidCentral DHB provides a range of services to residents of other DHB populations, such as cancer and 

renal services, public health services and specialist equipment and disability advisory services (the latter 

through Enable New Zealand).   

We have prepared a companion document to this Annual Plan that sets out what services are contracted to 

be provided and by whom in the planning year - refer to the MidCentral DHB Annual Plan Funding 

Arrangements document for 2016/17. 
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1.4.3 Profile and Health Status of Our Population 

 Demographic Profile 1.4.3.1

The MidCentral district is located across the mid-

lower North Island and includes the Otaki ward of 

the Kapiti Coast district and the Territorial Local 

Authority districts of Horowhenua, Palmerston 

North City, Manawatu and Tararua. The district 

covers a land area of approximately 8,912 square 

kilometres.  

The estimated population for which we are 

funded in the 2016/17 year, based on medium 

projections (2013 Census base, 2015 series) is 

174,340 people. This represents a 1.8 percent 

(n.3,090) increase on the projected population in 

2015/16.  

Our total population is currently projected to 

increase to 180,550 by June 2025 – a 4.9 

percent increase over ten years from June 2015. 

The age profile of the MidCentral population is broadly 

similar to the national average, but with a slightly higher 

proportion of adults aged over 65 years and a slightly 

lower proportion of adults in the 20-44 year age group4. 

The MidCentral Māori population is youthful with half of 

all Māori living in the MidCentral district aged less than 

23 years in 2013. The MidCentral population, both 

Māori and non-Māori, is becoming older and this 

presents a significant challenge for the future provision 

of services to improve health and wellbeing.    

The MidCentral population has a higher proportion of 

Māori and a lower proportion of Pacific and Asian 

residents when compared to the national average3. In 

MidCentral approximately 20 percent of residents are 

Māori, 3 percent are Pacific, 7 percent are Asian and 70 

percent are of Other ethnicities. The MidCentral district 

is one of five refugee resettlement area in New Zealand 

and the number of residents with refugee status, 

particularly in Palmerston North City, is growing. 

The MidCentral population has a higher proportion of 

people living in more deprived neighbourhoods when 

compared to the national average. People living in 

Horowhenua, Otaki, and Tararua experience the highest 

levels of deprivation along with people in some parts of 

Feilding and some areas of Palmerston North City 

(including Highbury, Roslyn, Central City, Westbrook and 

Awapuni North). People experiencing socioeconomic 

disadvantage are also likely to experience health status 

disadvantage.  

 

 

 

                                                        
4 Statistics New Zealand:  DHB Single Year Projected Total Population by Age and Sex, 2013-Base (November 2015 Update)  
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 Summary Health Status Assessment  1.4.3.2

While most adults (88 percent) and almost all children (99 percent) living in the MidCentral district 

experience good, very good or excellent self-reported health5, there are a number of important health 

challenges facing our population.  Health status is continuing to improve in general however inequities 

persist particularly for Māori and Pacific peoples, for individuals and families/whānau who experience 

socioeconomic disadvantage, and for people living in Horowhenua.6 

 

Life expectancy 

In the 2012-2014 period the median life expectancy at birth in the Manawatu-Wanganui region was 78.4 

years for males and 82.4 years for females.  This is an increase of 1.2 years for males and 0.9 years for 

females since the 2006-2007 period however it is still lower than the average life expectancy nationally for 

both males and females (NZ males - 79.5 years; NZ females - 83.2 years).  Median life expectancy at birth in 

Manawatu-Wanganui is lower for Māori compared with non-Māori, with the difference being approximately 7 

years for both males and females (Māori males – 72.3 years; non-Māori males – 79.5 years; Māori females 

– 76.4 years; non-Māori females – 83.4 years).  Since 2005-2007, Māori life expectancy in Manawatu-

Wanganui has increased more than non-Māori life expectancy which has narrowed the gap by about one 

year (down from approximately 8 years).  For the territorial local authority areas that are part of the 

MidCentral district, life expectancy is highest in the Manawatu district and lowest in Horowhenua.  

 

Mortality  

The 2015 update of the MidCentral DHB Health Needs Assessment showed that health status of the 

MidCentral DHB population, as measured by age-adjusted all-cause mortality rates, is slightly worse than 

New Zealand overall.  The main causes of death in MidCentral are similar to New Zealand - cardiovascular 

disease7 and cancer caused the majority of all deaths (approximately 35 percent and 30 percent 

respectively) and respiratory disease and accidents and injuries (including suicide) were other important 

causes of mortality (responsible for approximately 9 percent and 8 percent of all deaths respectively).5   

For MidCentral Māori the four main causes of death were also the same, however the proportion of deaths 

due to each cause was different.  Of particular note, accidents and injuries (including suicide) was 

responsible for a much greater proportion of deaths among MidCentral Māori than for the total MidCentral 

population (17 percent vs 8 percent).  Cancer, cardiovascular disease and respiratory disease were 

responsible for 31 percent, 28 percent and 8 percent of MidCentral Māori deaths respectively.  Age-adjusted 

mortality rates for MidCentral Māori for all four main causes were significantly higher than for the New 

Zealand population overall.5,8  Foetal and infant death rates in the MidCentral DHB area were similar to 

national rates in 2012.9 

 

Causes of health loss 

In addition to mortality, health loss also occurs through the impact of non-fatal health outcomes.  In 2006, 

fatal and non-fatal outcomes were responsible for 51 percent and 49 percent of all health loss in New 

Zealand respectively.10  Specific information about the causes of health loss at MidCentral DHB level is not 

available, however nationally in 2006 the leading causes of health loss (including fatal and non-fatal 

outcomes) at condition group level were cancer (17.5 percent) and vascular and blood disorders (17.5 

percent), followed by mental  disorders (11 percent), musculoskeletal disorders (9 percent) and injury (8 

percent).  Different conditions contribute to health loss at different life stages and in general Māori sustain 

greater health loss in most condition groups than non-Māori.
9 

 

Health risk factors  

Smoking, overweight and obesity, and hazardous alcohol use are important risk factors which impact on the 

health and wellbeing of MidCentral residents.  

                                                        
5 Ministry of Health (2015).  New Zealand Health Survey - Regional Results, 2011-14. 
6 MidCentral District Health Board and Whanganui District Health Board Health Needs Assessment 2015. 
7 Note: Diabetes is an important health condition but it is rarely considered to be a specific cause of death. Instead it is a well-

recognised contributor to cardiovascular mortality.  
8 MidCentral District Health Board Māori Health Profile 2015. 
9 Ministry of Health (2015). Foetal and Infant Deaths 2012.  
10 Ministry of Health (2013). Health Loss in New Zealand: A report from the NZ burden of diseases, injuries and risk factors 

study, 2006-2016.  
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Recent NZ Health Survey4 results show that the prevalence of these risk factors among MidCentral adults is 

similar to New Zealand adults overall.  The prevalence of all of these risk factors except overweight is 

significantly higher for Māori adults than non-Māori adults living in the MidCentral DHB area.  For children 

living in the MidCentral district the prevalence of overweight and obesity is similar to all New Zealand 

children.  Obesity is more prevalent among Māori children compared to non-Māori children but there is no 

significant difference between Māori and non-Māori children for overweight.  There are no significant 

differences between Māori and non-Māori adults or children for intake of fruit and vegetables or for levels of 

physical activity.    

 

Health services 

In addition to socioeconomic, cultural and environmental factors, timely access to effective health care is an 

important determinant of health.  The NZ Health Survey4 shows that the MidCentral population experiences 

similar levels of unmet need for primary health care as the NZ population overall.  This unmet need is 

significantly higher for Māori compared to non-Māori, and the most important barriers to access are cost and 

lack of transport.  Amenable mortality11 can also be used as a general measure of the effectiveness of 

health services.  Amenable mortality in MidCentral is about 10 percent higher than for New Zealand overall.5  

Mortality amenable to health care was more than twice as high for Māori when compared to non-Māori in 

MidCentral during 2007-2011.7    

1.4.4 Key Challenges and Opportunities 

MidCentral DHB, along with the health sector more generally, faces a number of challenges and 

opportunities in undertaking it functions and meeting its objectives.  These challenges and opportunities 

influence the choices we make when planning and allocating resources across our health system.  They also 

help us to identify and understand the factors that could affect our performance and therefore what we may 

need to do to mitigate unacceptable levels of risk and focus on areas for improvement or change.  Equally, 

there are opportunities that could enhance our performance, particularly when we work collectively with our 

national, regional and local partners, our consumers and whānau, our providers and our staff, make better of 

use information and intelligence, and capitalise on the talent and leadership offered by our health system.  

Below is a table that provides a high level summary of the key challenges and opportunities.  The Board 

intends further reviewing its strategic risks in mid-2016 to further inform its focus on their governance 

responsibilities and the organisation’s strategic and service planning being undertaken in the 2016/17 year. 
   

Challenges Opportunities 

1 Changing demographics 

 Socioeconomic determinants 

- Increasing dependencies 

- Vulnerable families 

 Ageing population 

- More people with longer term conditions, 

higher complexities, comorbidities and 

potential disability including dementia 

- Fewer younger people 

 Rural decline 

- Urban growth 

- Higher levels of deprivation / disadvantage  

- Greater difficulty accessing health and social 

services  

- Social isolation 

 Ethnic and family structure diversity 

- More immigrants, refugees 

- Inequalities in health and social wellbeing 

- Lower life expectancy, more health loss 

 Population health education and promotion, 

health literacy 

 Disease prevention, early detection and 

intervention 

 Whānau ora based approach and family focus 

 Consumer involvement 

 Health and social service partnerships 

 Information sharing 

 Social support networks 

 Primary health care access 

 Addressing inequalities 

 Prioritisation 

 Outcomes focus 

 

                                                        
11 Amenable mortality is defined as deaths in people aged under 75 years from those conditions for which variation in mortality 

rates (over time and across populations) reflects variation in the coverage and quality of health care (preventive or therapeutic 

services) delivered to individuals”. 
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Challenges Opportunities 

2 Sustainability 

 Cost of inputs – increases, affordability 

 Economic environment, global market 

 Population based funding – slow population 

growth 

 Mismatch – funding path and costs of delivery 

 Service delivery expectations – public and 

professional 

 Government and national priorities 

 Cost of service models for local, regional and 

national services  

 

 

 Cost containment and productivity gains 

 Service / business improvement 

 Quality of service 

 Shifting services, service design 

 Commissioning options, partnerships 

 Strategic plan  

 Regional and national service plans 

 Financial and risk management strategies 

 Organisational performance 

 Leadership and governance 

 Consumer and staff engagement 

3 Capability and capacity 

 Workforce supply 

- Recruitment - competition 

- Training and education suppliers 

- Global market 

 Ageing workforce 

- Retention, loss of skill, knowledge 

- Health and wellbeing 

 Staffing patterns 

- Skill mix  

- Specialisation 

- Primary care capacity 

- Non Government Organisations / other 

providers 

- Models of care 

 Infrastructure 

- Facility and equipment maintenance / 

renewal 

- Clinical and information technology 

advances 

 

 

 Workforce development plan 

 Talent development and succession planning 

 Investment in education and professional 

development 

 Investment strategy – facility planning 

 Information technology and management 

strategy 

 Cross sector engagement 

 Supporting innovation 

 Service design 

 Agile organisation – managing change 

 National, regional, local partners 

 

 

These challenges and opportunities inform and are further considered as we prioritise, plan, allocate and 

manage our resources to live within our means balanced with making progress on achieving our strategic 

intentions and making a positive difference to the health of our population.  Consideration of these 

challenges has informed the key focus areas and content of the Annual Plan and the more detailed service 

plans outlined for the 2016/17 year.   
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1.5 OUR STRATEGIC INTENTIONS 

 

1.5.1 Our Vision 

“Quality Living – Healthy Lives – Well Communities” 

Through the redevelopment of our strategic framework, we have enhanced our current vision of “quality 

living - healthy lives” to include “well communities”, to encapsulate the intentions around a stronger focus on 

a more inclusive and integrated health system that includes our social sector partners as well as individuals 

and their family, whānau and communities.  We believe this vision statement signals this intention.  As a 

District Health Board, we have summarised our purpose as:   “Better health outcomes, better health care for 

all”.  In doing so, we acknowledge our key role in contributing to the best possible health and wellbeing for 

individuals, whānau and communities.   

 

1.5.2 Our Core Values 

In establishing our revised Strategic Framework it was important to reconsider our core values that underpin 

all that we do.  We have confirmed four values that we believe are important to guide and gauge what 

constitutes acceptable behaviour in the way we interact with each other; as staff of the organisation as well 

as with our consumers, family, whānau and more broadly our communities of interest and partners.  These 

core values are about being:    

Compassionate Being responsive to the needs of the people, whānau and community. It is about being 

fully present, being accessible and available, continually preparing, and consistently 

striving to do better. 

Courageous Participating with confidence and enjoyment. Speaking up when things are not right, 

being assertive, being adventurous in search of feedback, being open to the feedback, 

being willing to try out new things and take measured risks. 

Respectful Doing something to show admiration for another person, showing politeness or honor 

to someone or something and to not cause offence. Actively listening when someone 

is speaking and showing you value other peoples’ perspectives. 

Accountable Acknowledging and assuming responsibility for our actions and not blaming others 

when things go wrong or not quite to plan.  Striving for excellence and delivering high 

quality care that focuses on the needs of the patient and whānau. Understanding the 

context within which we operate as a publicly-funded organisation and utilising our 

resources wisely.  

 

1.5.3 Our Strategic Imperatives 

Our Strategic Framework has four strategic imperatives (priorities) that we will be focusing on over next three 

to five years to achieve improvements in the health and wellbeing of people across our communities.  We 

see this as a shared responsibility; our staff, service users and communities, health care and social service 

partners and providers need to commit to these priorities if we are to make a difference to the health and 

wellbeing of individuals, whānau and communities.  Therefore, individually and together we will: 

 Achieve quality and excellence by design 

 Partner with people and whānau to support health and wellbeing 

 Connect and transform primary, community and specialist care 

 Achieve equity of outcomes across communities 

 

Five key enablers have been identified that will support our collective work programmes and successes.  

These are:   

 

 

 

 

Information Stewardship Partners   People Innovation 
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The Strategic Framework will guide our future work in making a positive contribution to the health outcomes 

of our population and to making changes necessary so that we can continuously improve our health system 

as part of the wider health sector and social service network.  It is consistent with the goals of the New 

Zealand Triple Aim being: 

 improved quality, safety and experience of care 

 improved health and equity for all populations, and 

 best value for public health system resources 

as well as the direction indicated by the refreshed New Zealand Health Strategy (see section 1.5.5) 

Currently, we are working on developing the key objectives, actions and measures that we will need to 

undertake in order to achieve these strategic imperatives over time.  This, in turn, will inform future annual 

plans as we implement and monitor our progress with these priorities.   

This current Annual Plan reflects these strategic intentions, acknowledging that the work streams 

undertaking the development plan to more explicitly address these intentions have yet to complete their 

work at the time of writing this plan. 

 

Health Charter 
 

In 2014, we initiated a project engaging with key stakeholders to determine whether there was an appetite 

to develop a Health Charter for our district.  Through a series of workshops, views from a range of health and 

social service agencies, health professionals and leaders, advocates and local councils were gathered about 

the concept of a joint vision for a more collaborative and integrated cross sector approach to the provision of 

health and social services. The aim is to have a shared foundation document for how we might consider the 

planning, funding and delivery of health service in an intersectoral context, involving key government 

agencies as well as non government agencies. 

Not only did this initial work help to shape our vision statement, but it also demonstrated a strong 

commitment from the participants to further develop our health and social services as a more connected 

system of care, making better use of resources to significantly improve the health and wellbeing of the most 

vulnerable as well as contributing to better health outcomes for all. 

The key themes from these workshops have been synthesised into a draft Health Charter that is now subject 

to review by the Board and original participants as well as a wider engagement process starting with 

intersectoral agency review meetings in February 2016.  We are aiming to have the draft Health Charter 

finalised, signed off by key partners and launched by mid-2016. 
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1.5.4 Outcomes and impacts 

Our strategic intentions are geared toward making a difference to the health and wellbeing of communities 

within our district, and the broader region where appropriate, that contribute to the following population 

health and wider health system outcomes over time. 

 

 

Specific objectives and actions that we will be undertaking that contribute to these outcomes over the 

2016/17 year are outlined in Chapter 2.  The medium to longer term impacts that we are working toward are 

further detailed in the Statement of Performance Expectations (Chapter 3), which includes the outputs we 

intend delivering for each of the four output classes – prevention services, early detection and management, 

intensive assessment and treatment and, rehabilitation and support. 

 

Health system outcomes 

New Zealanders live longer, healthier, more 

independent lives 

 Health expectancy improves over time  

 Life expectancy at birth increases over time 

 

The health system is cost effective and supports a 

productive economy 

 Life expectancy by health spending per capita 

compares well within the OECD 

 Health spending growth slows over time 

 Labour productivity increases over time 

 

Ministry of Health outcomes 

High quality health and disability 

services are delivered in a timely 

and effective manner 

New Zealanders are healthier and 

more independent 

The future sustainability of the 

health system is assured 

 

MidCentral DHB system outcomes   (What we are seeking to achieve) 

Enhanced effectiveness of health 

and disability services 

Supported, capable workforce 

Patients have a positive experience 

of care  

People are treated and cared for in 

a safe environment and protected 

from harm 

Better coordinated and clinically 

integrated services 

Safer medicine management 

Enhanced quality of life for people 

with long term conditions  

Reduced disparities in population 

health status  

Reduced premature deaths 

Reduced hospital admissions 

Protected healthy environments 

 

Improved partnerships 

Enhanced financial sustainability 

Better alignment of resources  

Improved efficiency 

Reduced waste 

Affordable, connected services 

 
 

Consumer and community impacts   (How we will demonstrate our success) 

Prevention services Early detection and 

management 

Intensive assessment & 

treatment 

Rehabilitation and support 

Environmental hazards 

and communicable 

diseases are minimised  

People are healthier and 

take greater responsibility 

for their own health 

Newborns are enrolled 

with all well child services 

Health risks to children 

and young people are 

reduced 

More women participate 

in screening programmes 

Fewer people are 

admitted to hospital with 

‘avoidable’ conditions  

More people better 

manage their long term 

conditions 

People can access urgent 

care closer to home 

Children and young people 

have better oral health 

People are supported to 

make informed decisions 

about their health care  

People have shorter waits 

for specialist assessment 

and treatment 

People stay safe in 

hospital 

People can access 

services when they need 

them 

People have evidence-

based, clinically effective 

health care services 

delivered on time  

People are supported to 

maintain optimal 

functional independence 

and quality of life 

People with disabilities 

have access to choice and 

control of the supports 

they receive and the lives 

they lead 
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1.5.5 New Zealand Health Strategy 2016 

During the 2015/16 year, the Ministry of Health was tasked by the Minister of Health to update the current 

New Zealand Health Strategy (developed in the year 2000) to better reflect the changing health needs and 

environment within which the health sector operates, as well as to outline the future direction for the health 

and disability system over the next 10 years.   

There are five strategic themes to the refreshed New Zealand Health Strategy.  These are shown in the 

following diagram. 

 

1. People powered 
Developing understanding of users of health services 

Partnering with them to design services 

Encouraging and empowering people to be more involved in their health 

Supporting people’s navigation of the health system 

2. Closer to home 
Providing health services closer to home 

More integrated health services, including better connection with wider public 

services 

An investment in early life 

A focus on the prevention and management of chronic and long term conditions 

3. Value and high performance 
The transparent use of information 

An outcomes-based approach 

Strong performance measurement and a culture of improvement 

An integrated operating model providing clarity of roles 

The use of investment approaches to address complex health and social issues 

4. One team 
Operating as a team in a high trust system 

The best and flexible use of our health and disability workforce 

Leadership and management training 

Strengthening the role for people, families and whānau and communities to 

support health 

More collaboration with researchers 

5. Smart system 
The increased use of analytics and systems to improve management reporting, 

planning, service delivery and clinical audit 

The availability – at point of care – of reliable and accurate information 

including on-line electronic health records 

the health system as a learning system, that continuously monitors and 

evaluates what it is doing, and shares it 

These five themes are accompanied by a Roadmap of actions covering a five-year period aimed at delivering 

on the intended shift in focus and changes required by the health system to achieve the intended direction 

of the New Zealand Health Strategy.  The New Zealand Health Strategy documents can be found on the 

Ministry of Health’s website.   

 

Aligning Strategic Themes – New Zealand Health Strategy and MidCentral DHB Strategic Framework  

Although not exactly the same, there are similarities between the strategic priorities of our Strategic 

Framework and the strategic themes of the refreshed New Zealand Health Strategy, as outlined in the 

following table. 

MDHB Key 

Strategic Enablers 

People Partners Innovation Stewardship Information 

NZ Health Strategy 

Themes 

People powered Closer to home Value and high 

performance 

One team Smart system 

Our Service plans outlined in Chapter 2 – Delivering on Priorities and Targets – reflect the five themes of the 

New Zealand Health Strategy as well as the five key enablers of our Strategic Framework, which are critical 

to our success and how we go about achieving our objectives and strategic intentions.
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2 DELIVERING ON PRIORITIES AND TARGETS 

 

Introduction 

The Ministry of Health and DHBs are charged with giving effect to the overarching goals for the health sector of 

Better, Sooner, More Convenient health services for all New Zealanders, including Better Public Services.  This 

section details the key objectives, actions and performance measures that we intend undertaking in the 2016/17 

year, building on the progress we’ve made to date, to address the Government’s priorities and national health 

targets as well as our priority areas for improvement.  These are outlined in each Service Plan for each target 

population group or service – Maternal and Neonatal Health, Child Health, Youth Health, General and Specialist 

Services, Health of Older People and Mental Health and Addiction Services.  Also included are summary 

programme plans that focus on our priorities for quality improvement (including those of the Health Quality and 

Safety Commission), managing our budget and finances to live within our means, developing our workforce and 

making progress on our investments in information technology in line with our overall regional health informatics 

programme.  A mapping table is provided to show the linkages between our Service/Programme plans and 

Government priorities, which include the existing planning priorities that are a focus in the refreshed New Zealand 

Health Strategy and Roadmap of Actions (obesity, long term conditions, service configuration including shifting 

services and information technology). 

The DHB also prepares separate companion documents to the Annual Plan for Māori Health and for our Public 

Health Unit services.  In addition, MidCentral DHB is one of six DHBs contributing to the delivery of Central 

Region’s Regional Service Plan.  Wherever possible we have cross-referenced these documents in each of the 

priority areas/service plans. 

The Minister’s Letter of Expectations for DHBs and Subsidiary Entities for 2016/17 issued in December 2015 sets 

out the high level focus areas and priorities of Government for the planning period.  In summary, these include: 

 Linking the key themes and critical areas to drive change that come out of the refreshed New Zealand Health 

Strategy and the Roadmap of Actions 

 Needing to budget and operate within allocated funding and plan for year on year financial performance 

improvements, including through national, regional and sub-regional initiatives (policy driver – value for 

money) 

 Working closely with other social sector organisations to achieve sector goals in relation to Government’s 

Better Public Services initiatives and other initiatives such as Whānau Ora, Social Sector Trials, the Prime 

Minister’s Youth Mental Health Project, Healthy Housing and supporting cross-agency work that delivers 

outcomes for children, young people and vulnerable families (policy driver – Better Public Services) 

 Continuing to improve performance with a focus on the national Health Targets - particularly faster cancer 

treatment and introduction of a new health target for childhood obesity 

 Continuing to move services closer to home to achieve better coordinated health and social services supported 

by clinical leaders in both community and hospital settings – integrating primary care with other parts of the 

health services being vital for better management of long term conditions, mental health, an ageing population 

and patients in general (policy driver – integrated care) 

 Completing current foundation regional and national Information Technology investments in line with current 

plan, while the National IT programme for 2015-2020 is being redesigned (policy driver – regional 

collaboration) 

The Whānau Ora Partnership Group has identified five key areas for the health sector that contribute to Whānau 

Ora – mental health, asthma, oral health, obesity and tobacco.  The indicators associated with these key areas are 

included in our Service Plans as well as in our Māori Health Plan.  Our plans include a focus on lifting health equity 

for our populations and in particular for Māori where there is clear evidence of a gap in health status and 

inequities of access to and utilisation of health services more generally.  Through our relationship and partnership 

arrangements with Te Tihi o Ruahine Whānau Ora Alliance (the regional hub for Te Pou Matakana - the Whānau 

Ora Commissioning Agency for the North Island) we will continue to identify opportunities for collaborating on 

making improvements to the health of Māori (also refer to our annual Māori Health Plan).  Engagement with 

Pasifika Futures (national commissioning agency) will occur, where appropriate, to explore opportunities for 

Pasifika whanau ora developments in our region. 

Overall, our plans focus on actions where we need to make performance improvements or introduce a change in 

relation to the priority areas rather than a focus on actions where we are already performing to expectations. 
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2.1 PROGRESSING THE NATIONAL HEALTH TARGETS 
 

 

 

95 percent of patients admitted, discharged or 

transferred from the ED within six hours, July 2013 – 

June 2016 

 

We have struggled to attain this national target 

and although we did so each month from 

November 2014, we have not been able to 

sustain the high rates on a consistent basis since 

July 2015. This is largely due to the 

unprecedented number of people presenting to 

the Emergency Department compared to previous 

years.  We have seen a nine percent increase in 

ED attendances compared to the same nine 

months to end of March a year ago.  Further, the 

proportion of people being admitted to hospital 

from their ED attendance has increased from 

around 29 percent to 31 percent.  Considerable 

work has been undertaken to ensure the hospital 

has the capacity to respond to the increased 

volume, but year to date we have not been able to 

achieve this in a more timely way.  Additionally, 

the number of inpatient beds was reduced over 

the usually lower volume months between 

December and March, but the demand level 

continued at the higher rate.  

 

Increased volume of elective surgery discharges to 

7,550 by 30 June 2016, and 7,877 by 30 June 2017 

 
*Change in definition from July 2015 to include arranged events in 

Surgical Specialties and non-acute Medical events with a Surgical 

DRG 

Target to 30 June 2016:  7,550 

Target to 30 June 2017:  7,877 ** 

We have consistently exceeded the target 

increase in volume of elective surgery discharges 

each year.  Over the 2014/15 year 7,003 patients 

had had their planned surgery (target 6,554) and 

we are on track to deliver the target volume in the 

2015/16 year (7,550), given that recognition of 

elective and arranged surgical events that actually 

occur is now included in the definition for this 

health target (see note*).  We have also 

contributed to the provision of additional 

orthopaedic and general surgery procedures as 

part of the national initiative this year – this will 

continue in the 2016/17 year. 

** This volume includes a share of the total 

increase in the elective and arranged surgery 

discharges allocated to the Central region (391 of 

the additional 2,000 discharges nationally) 

 

85 % of patients to receive their first cancer 

treatment (or other management) within 62 days of 

being referred with a high suspicion of cancer and a 

need to be seen within two weeks

 

We have made steady improvements since this 

new national target was introduced from October 

2014.  A number of developments including data 

collection systems were required to enable faster 

cancer treatment for the eligible cohort of patients 

identified as having a high suspicion of cancer 

receiving their first treatment within 62 days. We 

have implemented a specific service improvement 

project with key surgical specialties to support 

better coordinated and smoother pathways for 

patients who more often have a surgical 

intervention rather than cancer treatment as the 

first treatment option.  We anticipate continuing to 

make improvements to progress achievement of 

this target. 
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90 percent of PHO enrolled patients who smoke 

have been offered help to quit smoking by a health 

care practitioner in the last 15 months, and, 90 

percent of pregnant women who identify as smokers 

upon registration with a DHB-employed midwife or 

Lead Maternity Carer are offered brief advice and 

support to quit smoking 

 

Help to quit smoking has been provided to most 

pregnant women who identified as current 

smokers and had been seen by a Lead Maternity 

Carer in our district.  This is a good result – 

exceeding the national target up until the quarter 

ending March 2016.  The prevalence of smoking 

among Māori pregnant women is much higher 

(around 35 percent) than non-Māori  women (16 

percent), and on average about one third of the 

total who accept smoking cessation support are 

Māori women.  

Improvements have been made since the low 

result in quarter two of the 2014/15 year toward 

better help for smokers to quit who are enrolled 

with Central PHO (primary care).  Although not 

quite to target, by the end of March 2016, 87.9 

percent (n. 19,635) of 22,335 people had been 

offered brief advice and support to quit smoking.  

 

95 percent of eight month old infants will have their 

primary course of immunisation (six weeks, three 

months and five months) on time, July 2013 – June 

2016 

 

We have generally performed well against the 

national target for eight month old infants being 

fully immunised on time.  We have a strong, well-

coordinated and connected immunisation team 

that works closely with General Practice Teams, 

Iwi/Māori providers and other key primary care 

providers.  The Outreach Immunisation Service 

and Newborn Enrolment Programme provide 

additional cohesion to support high immunisation 

coverage rates.  We expect the dip that occurred 

in quarter three of this year to return to target in 

quarter four. 

Since 2013/14, on average around 2,000 infants 

each year had had their primary course of 

immunisation (six weeks, three months and five 

months) by the time they were 8 months old. 

 

 

By December 2017, 95 percent of obese children 

identified in the Before School Check (B4SC) 

programme will be offered a referral to a health 

professional for clinical assessment and family 

based nutrition, activity and lifestyle interventions. 

This is a new health target being introduced from 

July 2016.  Over the last three quarters of the 

2015/16 year, we have been reporting results as 

part of the development of this measure, through 

the ongoing implementation of the Before School 

Check (B4SC) programme. 

For the six months to end of December 2015, 37 

percent of 110 children who had a B4SC and were 

identified as obese (BMI >98th percentile) were 

referred to a relevant service for clinical 

assessment and family based nutrition, activity 

and lifestyle interventions.  The national average 

was 24 percent for the same period. 
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2.2 MAPPING GOVERNMENT PRIORITIES AND TARGETS TO OUR SERVICE PLANS 
 

Our commitments to contributing to the Government’s Better Public Services goals and priorities for the 

health sector are outlined in the following section.  We have summarised our progress with these priorities 

up to the end of June 2016 and what we intend to focus our actions on for the 2016/17 year where they 

have been carried over as an ongoing priority.  The following diagram maps the list of Government priorities 

and targets to our Service Plans that follow. 

Government Priorities and Targets MidCentral DHB Service or Programme Plan 

Child and Youth Health 
Reducing Unintended Teenage Pregnancy Youth Health   - section 2.3.3.1 

Increased Immunisation Child Health   - section 2.3.2.4 

Supporting Vulnerable Children Child Health   - section 2.3.2.3 

Social Sector Trials Child Health   - section 2.3.2.3 

Rheumatic Fever Child Health   - section 2.3.2.2 

Prime Minister’s Youth Mental Health Project Youth Health   - section 2.3.3 

Long Term Conditions – Prevention, Identification and Management 
Healthy Families NZ Not applicable to MidCentral DHB 

Obesity Child Health   - section 2.3.2.1 

Living Well with Diabetes General and Specialist Services - section 2.3.4.2 

Cardiovascular Disease General and Specialist Services - section 2.3.4.2 

Tobacco General and Specialist Services - section 2.3.4.2 

Rising to the Challenge (MH & A) Mental Health and Addictions - section 2.3.6 

System Integration 
Cancer General and Specialist Services - section 2.3.4.5 

Stroke Services General and Specialist Services - section 2.3.4.2 

Cardiac Services General and Specialist Services - section 2.3.4.2 

Health of Older People Health of Older People  - section 2.3.5 

Service Configuration / Shifting Services All Service Plans (also Chapter 5) 

System Level Outcome Measures General and Specialist Services - section 2.3.4 and Chapter 7 

Shorter Stays in Emergency Departments General and Specialist Services - section 2.3.4.1 

Whānau Ora General and Specialist Services - section 2.3.4.2  

Improved Access to Diagnostics General and Specialist Services - section 2.3.4.2 & 2.3.4.4 

Improved Access to Elective Surgery General and Specialist Services - section 2.3.4.4 

Living Within Our Means 
Living Within our Means Living within our means   - section 2.3.9  

National Entity Priority Initiatives National Links   - section 2.3.7, 2.3.10 & 2.3.12 

NZ Health Partnerships Ltd Living within our means  - section 2.3.9  

Other 
Improving Quality Quality Improvement Programme - section 2.3.7 

Support Delivery of Regional Priorities 

Electives 

Stroke services 

Cardiac services 

Health of Older People 

Mental Health and Addictions 

Hepatitis C 

Major Trauma 

Workforce 

Information Technology 

Regional Links   - section 2.3.8 

General and Specialist Services - section 2.3.4.4 

General and Specialist Services - section 2.3.4.2 

General and Specialist Services - section 2.3.4.2 

Health of Older People  - section 2.3.5 

Mental Health and Addictions - section 2.3.6 

General and Specialist Services - section 2.3.4.2 

General and Specialist Services - section 2.3.4.1 

Workforce programme  - section 2.3.8  

Information Technology   - section 2.3.10  
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2.3 SERVICE PLANS 
 

 

2.3.1 Maternal and Neonatal Health 

What do we want to achieve? 

 
Throughout our district and for all population groups, we will: 

 Increase  early registrations with lead maternity carers by pregnant women  

 Reduce smoking by women who are pregnant and after giving birth 

 Maintain high enrolment of newborn infants with a General Practitioner and Well Child / Tamariki Ora 

providers  

 Increase attendance at DHB funded pregnancy and parenting education programme 

 Improve the quality and safety of maternity services 

 Increase breast feeding 

 Increase access for children and whānau to Well Child Tamariki Ora services  

 Reduce mortality from sudden unexpected death in infancy for Māori  

What is our progress so far?  (Current state) 

The maternity sector of MidCentral DHB has made good progress working alongside GP Teams, Well Child 

providers, Pharmacists and other service providers to improve the health of the women and babies of our district.  

This has involved projects including the promotion of early registration of women with a LMC, developing a Map of 

Medicine® related to early pregnancy and coordinating Paruru Mowai to address the complex care needs of 

women and babies. Two key pieces of work, the rollout of the national diabetes in pregnancy guidelines and the 

appointment of a new pregnancy and parenting education and information service provider from 1 July 2016, will 

go part way to addressing equity issues for women in the MidCentral district. 

Pregnancy and Parenting 

MidCentral DHB commissioned two reviews during 2014/15 to look at pregnancy and parenting education and 

maternity resource centre contracts.  The reviews recommended the DHB reconfigure these contracts to better 

meet the needs of women.  This work coincided with the Ministry of Health’s new service specification for 

pregnancy, parenting and education services.  The DHB entered into a transparent Request for Proposal process 

towards the end of 2015.  Barnados has been awarded the new contract to commence 1 July 2016 and we look 

forward to working with the new provider to deliver innovative, district wide pregnancy and parenting education and 

advisory services for women and their families. 

Through our Public Health Unit’s health promotion programme and in conjunction with primary care practitioners, 

we will continue to support activities of the Health Promotion Agency focused on the provision of routine and 

consistent advice to women of child bearing age about alcohol and pregnancy and supporting alcohol screening 

and brief intervention.  

A multidisciplinary group - Paruru Mowai (Maternity Care, Wellbeing and Child protection), in collaboration with 

other social service agencies, was established by the DHB in 2015.  The purpose of this group is to enable the best 

possible outcomes for vulnerable women and their families during the maternity care period (antenatal to six 

weeks post-partum). Through working in partnership with the referred woman and their Lead Maternity Carer 

midwife and key workers, the group’s aim is to strengthen families by facilitating a seamless transition between 

primary and secondary providers and to strengthen the available health and social services that could be made 

available to “wrap-around” and support the family and whānau over this period. 

Supporting women to quit smoking 

MidCentral DHB has been performing relatively well in supporting women to quit smoking.  Over the 2015/16 year 

at least 95 percent of pregnant women who were registered with a Lead Maternity Carer and identified as a current 

smoker were offered brief advice and help to quit smoking.  This has been assisted with the Māori Liaison Midwife 

who has supported Lead Maternity Carers with information, educational sessions and advice through the Te Ohu 

Auahi Mutunga programme.  However, only about third of women accept a referral to smoking cessation support 

services. The smoking prevalence rate among pregnant Māori women is significantly higher than for non-Māori  

women (around 37 percent compared to 14 percent).   
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Over the 2016/17 year, more effort will be focused on these women as well as offering easier access to nicotine 

replacement therapies/Smokelysers at point of contact. 

Early registrations 

The Maternity Quality and Safety Programme (MQ&SP) has been supporting a “5 in 10” initiative to encourage 

women to understand the five things to do within the first 10 weeks of pregnancy; this includes registration with a 

Lead Maternity Carer.  Early registration rates have improved from 69 percent in 2012 to 76 percent in 2014 but 

these need to increase so that women and their babies have the best possible healthy pregnancy and birthing 

experience.  Promoting and supporting the ‘5 in 10’ programme remains a key campaign.  

Breastfeeding 

Increasing breastfeeding rates, especially for Māori women, has been challenging.  According to available national 

data (Well Child Tamariki Ora Quality Indicator Framework) our rate for breastfeeding at discharge from a Lead 

Maternity Carer has reduced to 61 percent.  This has led to the development of a breastfeeding improvement 

group led by Primary Care with key people, including consumers, from across the sector participating.  The group 

has a work programme focused on ensuring consistent communication strategies utilising social marketing and 

strengthening traditional opportunities alongside other practical actions like implementing Breastfeeding 

Community Initiatives (BFCI).  

Horowhenua Health Centre (primary) maternity service has retained accreditation status as part of the Baby 

Friendly Hospital Initiative and Palmerston North Hospital is in the process of reaccreditation for the fourth time.  

The hospital-based lactation consultants continue to support women to establish breastfeeding before being 

discharged; they are also able to attend as an outpatient for follow ups.  In 2016/17 the DHB intends extending 

the capacity of community-based lactation consultants to work with women and their families or whānau to 

increase breast feeding rates across the district. 

Sudden unexpected death in infancy 

Progress on reducing the incidence of sudden unexpected death in infancy (SUDI) is being made through the 

structured programme introduced in 2014.  The five year aggregate rate of SUDI deaths for 2010-2014 has 

reduced to 0.63 per 1,000 live births from 1.39 per 1,000 live births in the 2005-2009 period.  However, all SUDI 

deaths over this latest period (7 deaths) were Māori infants, producing a rate of 1.68 per 1,000 Māori live births 

(2.34 in the previous 5-year period for Māori).  MidCentral’s Pepi Haumaru Keeping Babies Safe Programme has 

four key components – SUDI prevention, safe sleep practices, reduced exposure to tobacco smoke and shaken 

baby programme.   In addition to this work a Pepi pod programme is in place which provides a supported access 

pathway to a safe sleep space for infants and families.  Over the 2015 year, 87 Pepi Pods were distributed.  The 

Pepi Haumaru programme coordinator also facilitates referrals to smoking cessation services.  This work will 

continue over the 2016/17 year. 

Enrolment of newborn babies and children in universal programmes 

The Newborn Enrolment Programme has been key for our district in ensuring families/whānau maximise 

opportunities for enrolment with universal programmes.  The programme supports families to access the Universal 

Newborn Hearing Screening Programme, National Immunisation Register, Oral Health Services, Well Child 

Providers and General Practice Teams.  This programme provides an avenue for connection and engagement that 

has been welcomed by clinicians and families alike.  This programme will continue in the 2016/17 year, with a 

particular focus on enrolment rates of newborn Māori infants with General Practitioners. 

Well Child / Tamariki Ora services 

Well Child/Tamariki Ora Māori/Iwi providers have been using an advanced form through their Medtech IT system to 

collect relevant activity data over the last five years.  In order to increase access to core contact entitlements, the 

DHB is supporting providers to upgrade this system during 2016.  The upgrade will provide information that will 

allow nurses to know in real time when and who are due for core contacts plus a raft of other key information. 
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 FOCUS AREA:  PREGNANCY AND PARENTING   2.3.1.1

Impacts: More women are smokefree during pregnancy and at 2 weeks after giving birth  

 More pregnant women experience a healthy pregnancy and delivery facilitated by early registration 

with a lead maternity carer 

 More babies are protected from pertussis and influenza through maternal immunisations  

 More women and their families are supported through evidence-based pregnancy and parenting 

education programme 

 Women have improved access to safe options for early trimester termination of pregnancy 

Objectives and actions Performance measures and milestones 

Reduce rates of smoking by women who are pregnant 

through provision of timely advice to quit and referrals to 

smoking cessation services #  

 Increase referrals to Quit Smoking services for 

pregnant women and their families 

 Support access to the use of smokelyzers in 

community settings e.g. maternity resource centres, 

LMC clinics 

 ≥90% of pregnant women who identify as smokers 

upon registration with a DHB-employed midwife or 

Lead Maternity Carer are offered brief advice and 

support to quit smoking (HT) 

  ≥95% of pregnant Māori women are smokefree at 

2 weeks postnatal 

 ≥40% of pregnant women who identify as a 

smoker (referral accepted) will be referred to 

cessation support by June 2017 (baseline 33.3%, 

12 months ending December 2015) 

Promote and improve the coverage of influenza and 

Pertussis vaccination for pregnant women (28 – 40 

weeks) 

 Media releases around promoting uptake of both 

vaccinations in pregnancy using immunisation 

champions during immunisation week 

 Deliver  professional development session for LMCs 

and Midwives  and at the Well Child Health Forum  

 

 

 

 By December 2016 

 

 

 By March 2017 

Increase early registration of pregnant women with a 

LMC and reduce the proportion of women presenting to 

the Birthing Suite without a LMC 

 Strengthen promotion and implementation of the ‘5 in 

10’ programme across the primary care sector 

 Implement Collaborative Clinical Pathway (CCP) for 

early registration  

 By 30 June 2017, ≥80% of pregnant women have 

registered with a LMC within the first trimester of 

pregnancy (baseline 2014, 70%)  

 By 30 June 2017, ≤20% of women present to the 

birthing suite without being registered with a LMC 

 CCP implemented by 01 January 2017 

Improve coordination of Pregnancy and Parenting 

Information and Education Services to achieve greater 

access for priority pregnant women and their 

families/whānau 

 Commence new provider contract by 1 July 2016 

 Establish a mechanism for collection and reporting of 

data  

 Work with provider to ensure they provide accessible 

and appropriate antenatal and early parenting 

education to Māori women and whānau (which 

incorporates safe sleep practice, breastfeeding and 

smoke free health literacy). 

 Report baseline data by 31 December 2016. 

 5% increase on baseline attendances of pregnant 

women attending and completion of all modules 

from 1 December 2016 (by ethnicity) 

Increase access to options for early trimester termination 

services 

 Establish an early trimester termination of pregnancy 

service for women of the MidCentral district 

 Request for Proposal process completed by 31 

July 2016 

 New contract for early trimester termination 

services in place by 31 August 2016 

*  Also refer 2016/17 Māori Health Plan 

#  Also refer 2016/17 Public Health Unit’s Annual Plan 

^  Also refer to the Child Health service plan (section 2.3.2) 
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 FOCUS AREA:   QUALITY MATERNITY SERVICES 2.3.1.2

Impacts: Pregnant women and their families have confidence in the quality of care and services provided during 

labour and delivery 

 Fewer women experience perineal trauma during labour and delivery 

 Fewer full term babies without abnormality are admitted to the neonatal unit 

Objectives and actions Performance measures and milestones 

Improve the safety and quality of secondary (hospital-

based) maternity services 

 Implement agreed recommendations arising from  

November 2015 Maternity Service review, using 

proven quality improvement methodologies 

 

 

 Approved recommendations and deliverables 

implemented in accordance with timeframes and 

budget 

Reduce perineal  trauma and improve follow up for 

women with 3rd or 4th degree tears and increase the 

number of primiparous women experiencing 

spontaneous vaginal/normal births 

 Implement the Maternity Quality and Safety 

Programme by June 2017 

 ≥75% women experiencing perineal trauma have 

clinic follow up appointments within 6-12 weeks 

 ≥68% of standard primiparae women experience 

normal vaginal birth 

(Baseline * = 65%  All ethnicities) 
* Source:  New Zealand Maternity Clinical Indicators, 2013:  

Ministry of Health, September 2015 

Reduce the number of neonatal admissions for full  term 

babies without abnormality, by 31 March 2018 

 Work across the maternity and child health spectrum 

to reduce the number of neonatal admissions for 

term babies, in particular babies admitted with 

hypothermia, hypoglycaemia or those not previously 

identified as Small for Gestational Age babies  

 Deliver professional development sessions for Lead 

Maternity Carers, hospital midwives and junior 

medical staff by March 2017 

 25% reduction in the number of full term babies 

without abnormality admitted to the neonatal unit 

(Baseline July- December 2015 = 2016) 

 Project scope completed by 31 January 2017 

 Implementation commenced from February 2017 

 Evaluation completed by 31 March 2018 

 

 FOCUS AREA:   NEONATAL AND INFANT HEALTH 2.3.1.3

Impacts: All babies are enrolled early with a general practice team  

 More babies are breast fed up to at least six months of age 

 More vulnerable mothers and babies are protected from harm 

Fewer Māori infant deaths occur due to sudden unexpected deaths in infancy 

Objectives and actions Performance measures and milestones 

Increase the proportion of newborns enrolled with a PHO 

within 3 months of birth  

 Implement a quality improvement initiative to 

systematically work through the issues affecting poor 

early enrolment  

 ≥98% for newborns enrolled with the PHO by 3 

months  

(Baseline* = Total: 69%  Māori:  70%) 

 Quality improvement plan established by 31 

December 2016 

* Source:  For births between February and May 2015, Indicators 

for the Well Child Tamariki Ora Quality Improvement Framework, 

September 2015 

Improve breast feeding rates * 

 Increase the number of lactation consultants 

available to support breastfeeding mothers in the 

community (baseline number of certified lactation 

consultants = 11 as at January 2016) 

 Deliver professional development update sessions to 

GP Teams, Well Child providers and LMCs around 

current best practice for breast feeding 

 ≥75% exclusive or fully breast fed at LMC 

discharge (4-6 weeks) 

 ≥60% exclusive or fully breast fed at 3 months 

 ≥65% receiving breast milk at 6 months 

 By June 2017, increased number of certified 

lactation consultants are available  

 Breast feeding updates held 3 times per year and 

attended by GP Team and WCTO representatives. 
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Improve coordinated care planning for vulnerable women 

and their infants * 

 Implement referral management and planning 

programme through the Paruru Mowai (Vulnerable 

Pregnancy Multi-disciplinary team) 

 By 30 December 2016 referrals will be 

appropriate and the service well utilised (base line 

data for April – Dec 2015 = 93 referrals) 

 Reviews and plans for referred vulnerable women 

and children will be completed at a minimum of 

two weeks before estimated date of delivery and 

made available to all relevant practitioners 

Reduce the number of sudden unexpected deaths in 

infancy, with a focus on Māori infants * 

 Maintain the Pepi Haumaru Keeping Babies Safe 

Programme  across the Maternal and Child Health 

continuum 

 Continue with the safe sleep device and health 

promotion programme 

 Work with contracted community health service 

providers across the region to ensure they have a 

Safe Sleep Policy and staff trained in SUDI prevention 

 Sustain work with health and social service 

organisations (Work & Income New Zealand, local 

Public Health services and mortality committee) to 

ensure families are enabled to protect their babies 

from harm (incorporating Breastfeeding, Safe Sleep, 

Shaken Baby Syndrome Prevention and Prevention of 

Second Hand Smoke Exposure). 

 Monitor progress and quality improvement by 

undertaking a clinical audit of safe sleep practice for 

one or more Well Child Tamariki Ora well child 

providers 

 <0.4 SUDI deaths per 1,000 live births (5 year 

aggregated rate) 

 

 

 Number of safe sleep devices distributed 

 

 Safe Sleep policies in place by February 2017 

 

 

 

 

 

 

 

 

 

 At least one audit completed by 31 March 2017 

 FOCUS AREA:   WELL CHILD SERVICES 2.3.1.4

Impacts: More children and whānau access Well Child Tamariki Ora services 

Objectives and actions Performance measures and milestones 

Increase the number of core contacts (0-4 year olds) 

delivered for each well child check  

 Utilise the regional Well Child Quality Improvement 

programme to support an increase in the number of 

core contacts achieved across all core well child 

contacts 

 Progress the Relative Value Unit (RVU) programme 

with Well Child providers to better monitor and fund 

well child services 

 ≥5% increase in core contacts by Well Child 

Tamariki Ora providers by  30 June 2017 

 ≥5% increase in early additional contacts by 30 

June 2017 

 RVU programme in place by 30 June 2017 

Increase the proportion of caregivers who are provided 

with Sudden Unexpected Death in Infancy (SUDI) 

prevention information at Well Child Tamariki Ora core 

contact 1 check * 

 Comprehensive data collection package is developed 

and implemented by Well Child Providers to capture 

information around SUDI indicators, particularly Core 

1 (aligning data requirements to provision of safe 

sleep advice and a check of babies sleep 

environment within the first week of life) 

 By June 2017 at least 70% of caregivers of Māori 

infants are provided with information at Well Child 

Tamariki Ora Core Contact one. 

(Baseline:   50.2% of Māori, 72.3% Non-Māori & 

65.7% Total Population) 

 Proportion of WCTO providers completing early 

additional contacts who have checked sleep 

environment within the first week of baby’s life 

*  Also refer 2016/17 Māori Health Plan 

  Whānau Ora priority 

#  Also refer 2016/17 Public Health Unit’s Annual Plan 

^  Also refer to the Child Health service plan (section 2.3.2) 
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2.3.2 Child Health 

What do we want to achieve?   

 
Throughout our district and for all population groups, we will: 

 Maintain a low incidence of acute rheumatic fever  

 Maintain high immunisation coverage for 8 month old infants, 2 and 5 year old children 

 Improve the oral health status of children 

 Maintain high enrolment of pre-school and primary school age children in community-based oral health 

services 

 Maintain high rates of 4 year old children receiving their Before School Check on time 

 Reduce the health impacts of childhood obesity  

 Contribute to the reduction of family violence through implementation of a multi-agency programme of work  

 Continue to support  vulnerable children and families 

 Increase access to services that support children with learning and behavioural difficulties  

 Reduce hospitalisations for ambulatory sensitive conditions  

What is our progress so far?  (Current state) 

Childhood obesity – Raising healthy kids 

A new national health target was introduced in 2015/16 aimed at reducing the impact of childhood obesity.  Based 

on national estimates, MidCentral DHB could reasonably expect there to be around 200 children identified as 

obese each year that could be offered a referral for clinical assessment and appropriate family-based nutrition, 

activity and lifestyle interventions as part of the Before School Check programme.  A steering group was formed in 

February 2016 to drive the work required to implement a robust multi-disciplinary system to better manage the 

assessment and referral of these children and their family / whānau.  Work into the 2016/17 year will include 

looking at paediatric, primary care based dietetic and the Active Families (Green Prescription) service contracts to 

ensure adequate capacity and best utilisation possible. 

Rheumatic Fever. 

Our district has a low incidence of acute rheumatic fever hospitalisations with an average of two or fewer per year 

(about 0.7 per 100,000 population).  We have a Rheumatic Fever Prevention Plan (RFPP) in place that focuses on 

quick and effective treatment of group A streptococcal (GAS) throat infections and effective follow-up of identified 

rheumatic fever cases. Actions included in the plan are implemented through the work of our Iwi/Māori providers, 

public health service, hospital-based services, general practice teams, well child providers, early childhood centres, 

schools and Ministry for Social Development (social housing).  The plan is regularly reviewed and updated based on 

progress to date and outcomes of the case reviews that we undertake.  We plan to sustain this effort as our 

contribution to achieving the Better Public Services target for rheumatic fever by June 2017 and increase our focus 

on provider education associated with the launch of our localised clinical collaborative pathway on “Sore Throat 

Management for the Prevention of Rheumatic Fever”.  Through our Public Health Unit, we continue to support the 

national activities undertaken by the Health Promotion Agency to raise awareness around the links between sore 

throats and rheumatic fever.   Ongoing performance monitoring by the Public Health Unit will occur to ensure the 

RFPP remains on track, low incidence rates are sustained and that all notified cases are followed up. 

Vulnerable families and children 

Implementation of the Horowhenua/Otaki Children’s Team in October 2014 has led the way for a collaborative way 

of working to support the vulnerable children in the Horowhenua and Otaki district.  The commitment from 

community and provider organisations to achieving a shared goal has been exemplary.  The DHB has provided two 

full time positions to support the team and these roles, alongside the other lead professionals from the health 

sector, have contributed as significant partners in the team supporting young people and their families. 

The Ministry of Health has advised that the Horowhenua Social Sector Trial (SST) will be transitioned to a locally-led 

model in the latter half of 2016, and central funding will cease from January 2017.  The DHB is committed to 

continuing to support the SST and this transition process. 

In Palmerston North, the work of the Regional Interagency Network (RIN) is focusing on reducing the impact of 

family violence.  This interagency programme is an opportunity for key Government agencies and other partners to 

leverage off the collaborative endeavour and work towards a common goal in reducing the incidence and impacts 

of family violence in our district. 
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MidCentral Health (hospital and health services) will continue to implement its Family Violence Intervention 

Programme (FVIP) that is focused on training and supporting staff in key areas to recognise and report concerns of 

actual or potential for abuse or exposure to violence in the family or whānau.  The programme coordinator is a key 

contributor to the multi-disciplinary and inter-sectoral group overseeing the wider programme in our district.  

MidCentral Health is audited annually by the Ministry of Health against its protocols and practices for child and 

partner abuse. It achieved an audit score of 98 percent for partner abuse and 96 percent for child abuse in the 

latest self-audit (November 2015), which not only shows that MidCentral Health complies with the contractual 

requirements but it also continues to strengthen and embed the Family Violence Intervention Programme 

throughout its services. 

MidCentral Health is noting a large increase in referrals into the Paediatric and Child Development Service for 

learning and behaviour issues.  We are keen to ensure the particular needs of these children and their families are 

better met through increased capacity and capability in a well-coordinated single point of entry service across the 

sector. Over the 2016/17 year we are keen to develop a new child health “model of care” that will look to provide a 

seamless service and management model across the sector.   

Immunisation 

The majority of eligible infants and children in our district are fully immunised by milestone age.  We have 

consistently met the national target rates for 8-month-old infants, 2 year old and 5 year old children (at least 95 

percent was achieved for each milestone age across all ethnicity groups in the 2015/16 year).  We have a strong, 

well-coordinated and connected immunisation team that works closely with General Practice Teams, Iwi/Māori 

providers and other key primary care providers.  The Outreach Immunisation Service and Newborn Enrolment 

Programme provide additional cohesion to support high immunisation coverage rates.  While no new activity is 

planned for this year, ongoing performance monitoring by the Immunisation Stakeholder Group will occur to ensure 

the programme remains focused, decline rates are minimised and the national health target and policy priorities 

are sustained across all ethnicity groups.   Most importantly, the DHB remains focused on maintaining equitable 

coverage across all ethnicities, particularly Māori and Pacific Island infants.  We also support and capitalise on the 

national activities undertaken by the Health Promotion Agency to promote immunisation coverage. 

During the 2015/16 year, the human papillomavirus vaccination (HPV) programme was reintroduced as a priority 

for 12 year old girls as a key prevention strategy to reduce the incidence of cervical cancer.  A key focus of the 

2016/17 year is to increase the uptake of HPV across the district and ensure General Practice teams and the 

School Based Health Service work in a coordinated way to ensure key data is shared and that the young women of 

the district have every opportunity to complete their vaccination events. 

Oral health of children  

The oral health service has continued its efforts to increase pre-school enrolment, which has resulted in a 

significant increase in the number of children across the district that are enrolled before they go to school.  The 

opportunity to influence families/whānau at the first dental encounter around health promotion activities and 

protection of teeth is a key strategy to reducing dental decay later in life.  While enrolments and management of 

on-time recall examinations has been important with over 11,000 children aged 0 – 4 years old enrolled by the end 

of December 2015, the proportion of children seen each year who are caries free at 5 years of age is low at 57% of 

the 1,956 children seen in 2015 – particularly for Māori and Pacific children, who have even lower rates.  This 

remains a priority area for further work. 

A key focus for the 2016/17 year is to get the oral health information system ‘Titanium’ implemented.  It is no 

longer adequate to manage a large programme of work without an electronic information system to support it.  This 

will increase efficiencies and reduce duplication within the service as well as providing more comprehensive 

information that will support the development of a risk management and preventative programme for high-risk 

populations. 

Ambulatory sensitive hospitalisations 

MidCentral DHB has made progress towards reducing ambulatory sensitive hospitalisations for children over the 

last few years.  The commitment of clinicians to increasing access for families/whānau to health care for children 

and young people is paying benefit.  We have done this by increasing the number of free nurse-led clinics (such as 

for assessment and management of skin conditions) delivered in the community and alongside primary care 

providers to assist with reducing ambulatory sensitive hospitalisations for skin infections as well as respiratory 

conditions.  These clinics are supported and mentored by the paediatric team.   We have also supported 

community pharmacists to deliver assessment and oral rehydration therapy for paediatric gastroenteritis and 

established child health clinical pathways for a range of conditions.  While these have had some success, we still 

have work to do in this area, together with other health and social services particularly for disadvantaged families. 
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 FOCUS AREA:  RAISING HEALTHY KIDS AND BEFORE SCHOOL CHECKS *#    2.3.2.1

Impacts: More children who are obese, together with their families, participate in nutrition, activity or lifestyle 

change programmes  

 All children receive their Before School Health Check on time 

Objectives and actions Performance measures and milestones 

Increase the number of referrals  for children identified 

as obese (BMI >98th percentile) through the B4SC 

programme and requiring appropriate intervention  

 Confirm the sector capacity in programmes to 

manage an increase in referrals from the B4SC 

programme 

 Close the gaps between current and expected state 

to manage capacity, including any 

procurement/contracting arrangements 

 Confirm data collection and specification  

 Develop a Collaborative Clinical Pathway (CCP) to 

manage children identified as obese from the B4SC 

and for those that may decline referrals    

 Provide joint sector wide professional development 

for B4SC Team, Well Child Tamariki Ora providers, 

Public Health staff, GP Teams, dieticians, pharmacy 

staff and LMCs (include theory of change education 

as part of professional development programme with 

a strong focus on strategies for engaging with Māori 

and Pasifika families) 

 Create a multidisciplinary team to manage B4SC 

referrals  

 Establish feasibility of implementing the South Island 

Child Network electronic growth chart  

 ≥95% of obese children identified in the B4SC 

programme will be offered a referral to a health 

professional for clinical assessment and family 

based nutrition, activity and lifestyle, by December 

2017  

(Baseline: 38% referrals sent and acknowledged 

for 6 months to September 2015) 

 

 

 Capacity assessment and data specifications 

confirmed by 30 September 2016 

 CCP developed by 31 October 2016  

 Negotiate increased target volume of referrals 

with Active Families and community dieticians by 

31 December 2016 

 Professional development activities provided by 

30 September 2016  

 

 

 

 Multidisciplinary team established by 31 

December 2016 

 Feasibility with options proposed for approval by 

31 December 2016 

Improve timeliness of the B4SC assessments being 

undertaken by the time children are aged 4 ½ years  

 Obtain early data of enrolled children through B4SC 

Coordinators working alongside IFHCs/GPTs/PHO  to 

establish shared information processes 

 ≥85% children eligible for a B4SC assessment are 

seen before the age of 4 ½ years by June 2017 

 Commence  September 2016 

 FOCUS AREA:  RHEUMATIC FEVER  #  2.3.2.2

Impacts: Fewer children are hospitalised with a first episode of acute rheumatic fever 

 More children with sore throats receive timely and effective management in primary care  

Objectives and actions Performance measures and milestones 

Maintain a low crude rate of first hospitalisations for 

acute rheumatic fever through implementation of the 

Rheumatic Fever Prevention Plan and introduction of the 

“Sore Throat Management” pathway 

 Implement and embed the ‘Sore Throat Management 

for the Prevention of Rheumatic Fever’ clinical 

collaborative pathway across the MidCentral district     

 Establish a baseline throat swabbing rate  

 Analyse throat swabbing rates by age, ethnicity and 

geographical location (territorial authority domicile)  

 ≤0.6 (n. 2) first hospitalisations per 100,000 

population 

 

 

 Achieve a 30%  increase in throat swabbing rates 

from baseline by 30 June 2017 

 By 30 September 2016 

 By 30 June 2017 
 

 

 

 

 All cases of initial and recurrent acute rheumatic 

fever are notified to Medical Officer of Health 

within 7 days of hospital admission 

Identify modifiable system failures and risk factors 

contributing to initial and recurrent hospitalisations for 

acute rheumatic fever 

 Undertake a root cause analysis of all initial and 

recurrent hospitalisations for rheumatic fever within 

14 days of notification 
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 Address issues (if any) identified from the external 

audit of recurrent rheumatic fever and rheumatic 

heart disease hospitalisations undertaken 2015/16 

in accordance with priority recommendations  
(Also refer Rheumatic Fever Prevention Plan 2013 – 2017) 

 Registered patients with a history of rheumatic 

fever receive monthly (28 days) antibiotics within  

5 days of due date 

 Complete issues resolution by 31 December 

2016 (subject to receipt of audit findings) 

 FOCUS AREA:  VULNERABLE CHILDREN AND FAMILIES  *^  2.3.2.3

Impacts: Fewer children are harmed by exposure to violence and assaults 

 More children with learning and behaviour difficulties and their families are able to access appropriate 

specialist support services  

Objectives and actions Performance measures and milestones 

Support the collective action to reduce the incidence of 

assaults on children and protect children from harm 

through better supported access to specialist health 

services when needed by vulnerable children and their 

families/whānau 

 Contribute to the collaborative “Innovation Hub” multi 

agency work around reducing  family violence in 

Palmerston North  

 Provide lead health professionals to support optimal 

functioning of the Horowhenua/Otaki Children’s 

Team  

 Review alignment of MidCentral DHB’s Child 

Protection Policy with relevant sections of the 

Vulnerable Children Act and update if required 

 Implement Children’s Worker Safety Checking 

programme (cross refer to Workforce programme plan) 

 

 

 

 

 

 Family Violence stocktake by the Regional 

Interagency Network completed by 31 July 2016 

 Multi agency workplan is completed by 30 

October 2016 and progress reviewed by RIN on a 

quarterly basis 

 Sustained commitment to fund 2 FTE health 

professionals dedicated to the Children’s Team, 

to 30 June 2017 

 Child Protection Policy reviewed/refreshed by 30 

September 2016 

 

Support the transition of the Social Sector Trial (SST) 

programme from a community-influenced model to a 

community-led model to improve health and social 

outcomes for the 5 – 18 year old age group living in the 

Horowhenua district 

 Work with local SST Lead and other key stakeholders 

to develop and agree locally-led model to be 

transitioned from 01 January 2017 

 Support implementation of the transition plan 

 

 

 

 

 

 

 Transition plan agreed by 31 July 2016 

Improve the capacity of child health services to better 

meet the needs of children and their families with 

learning and behaviour difficulties 

 Use the Map of Medicine® tool to develop a 

collaborative clinical pathway for children with a 

learning disability 

 Secure appropriate resources  (1FTE psychology and 

1FTE occupational therapist) to ensure service 

delivery 

 Work with the education sector to develop an 

appropriate pathway for managing children with 

learning  and behaviour difficulties that will benefit 

from cognitive testing and associated services 

 Implement pathway across the district and 

government agencies  

 

 

 

 Learning pathway developed by 31 December 

2016 

 

 By 30 March 2017 

 

 

 Referral pathway established by 31 May 2017 

 

 

 

 From 30 June 2017 
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Improve the health care experience for children with 

complex care issues and their families by providing a 

better coordinated approach to care management 

 Establish a  Complex Care Coordinator role by 30 

June 2017 

 Establish an outcomes framework to enable 

appropriate data collection and ongoing effectiveness 

of the role 

 

 Outcomes framework is completed by 31 March 

2017 

 FOCUS AREA:   IMMUNISATION *# 2.3.2.4

Impacts: Fewer children experience vaccine preventable disease 

 More eligible girls are immunised against human papillomavirus 

Objectives and actions Performance measures and milestones 

Sustain high immunisation coverage across the National 

Immunisation Schedule 

 Implement the Immunisation Stakeholder Group 

work plan  and support the Immunisation 

Stakeholder Group to lead monitoring  and 

evaluation of immunisation coverage at DHB, PHO 

and practice level 

 Mechanism is developed to capture data to identify 

the Immunisation status of children presenting at 

hospital (Emergency Department, inpatient and 

outpatient) and refer for immunisation if not up to 

date  

 Increase immunisation coverage of the 4 year old 

population 

 ≥95% 8 month old infants have their primary 

course (six weeks, three months and five months) 

immunisation events on time 

 ≥95% 2 year old children are fully immunised and 

coverage is maintained across all ethnicity groups 

 

 All children identified as overdue for 

immunisation from hospital departments are 

referred or offered immunisation 

 

 

 ≥95% four year old children across all ethnicity 

groups are fully immunised by age five, by June 

2017 

Increase Human Papillomavirus (HPV) immunisation 

rates for 12 year old girls (2003 birth cohort)  

 Promote HPV immunisation programme through 

school newsletters and one month of radio 

advertising. 

 Develop a system to identify and recall 14 year olds 

in general practice 

 Develop a joint approach between the School Based 

Immunisation programme and General Practice 

Teams to increasing coverage rates across the age 

band 10-12 years 

 

 

 ≥70% of all 12 year old girls will have completed 

all doses of their HPV vaccine by 30 June 2017 

(2003 birth cohort) 

 All Year 8 female students will have received HPV 

education / information by 31 March 2017 

 ≥98% return rate of consent forms across all 

ethnicities is achieved 

 All parental declines of the school based 

programme are notified to General Practice within 

one month of the school based immunisation 

programme receiving a notification of parental 

intent 

 Review School Based  Immunisation programme 

approach with GPTs by 28 February 2017 
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 FOCUS AREA:  ORAL HEALTH *# 2.3.2.5

Impacts: More pre-school children are enrolled in the community oral health service 

 Fewer children are overdue their oral health examinations 

 More children and adolescents have good oral health 

Objectives and actions Performance measures and milestones 

Maintain a high proportion of the 0 – 4 year old children 

enrolled with the oral health service and increase the 

utilisation of dental services by adolescents (from School 

Year 9 up to and including age 17)  

 Work with IFHC and Well Child providers to identify 

opportunities for increasing access and utilisation of 

the Child and Adolescent Oral Health Service. 

 Provide  train the trainer programme for IFHC staff to 

support identification of oral health risk factors 

 ≥85% adolescents seen by DHB funded dental 

services by June 2017  

 ≥95% preschool (0 - 4 years of age) children are 

enrolled in oral health services 

 

 

  

 One session provided per quarter in the 2016/17 

year 

Enhance efficiency in service delivery and improve oral 

health outcomes for children and adolescents 

 Implement the electronic oral health record (Titanium)  

 Establish digital radiography as part of assessment 

and care  planning  

 Develop a risk management programme 

 Develop a preventative programme for high risk 

populations  

 Establish data collection and reporting systems to 

ensure accurate and complete information on the oral 

health status, risk identification, examination and 

recall activities for all children enrolled with and seen 

by the community child and adolescent oral health 

service 

 

 

 Complete implementation and commissioning of 

Titanium by 31 December 2016 

 By 31 March 2017 

 By 30 April 2017 

 By 31 May 2017 

 

 Standard service performance monitoring reports 

are reviewed by clinical team each month from 

July 2017 

 Annual evaluation of impacts derived from risk 

and preventative programmes completed by 

March each year (from March 2018) 

Increase  caries free rate of 5 year old children over the 

next five years with a particular focus on improving oral 

health equity for Māori and Pacific children through 

targeted oral health promotion, early intervention and 

fluoride programmes  

 Engage with kohanga reo and other early childhood 

centre providers to ensure they have access to 

appropriate resources and any other support they 

require 

 Establish a business case for approval to implement 

a comprehensive fluoride application programme  

 Subject to approved business case and initial pilot 

scheme, implement a phased fluoride application 

programme with a particular focus on high risk Māori  

and Pacific preschool children  

 Collaborate with Public Health Unit to make timely 

submissions on water fluoridation  when appropriate 

 Work with Mauri Ora group, Whānau Ora provider (Te 

Tihi), Iwi/Māori Providers and Public Health staff to 

strengthen  engagement with whānau and MāorI 

networks to encourage healthy eating 

 ≥59% of 5 year old children seen by Child and 

Adolescent Oral Health Service in 2016 are caries 

free (baseline 57% in 2015). 

 Caries free rates for Māori and Pacific 5 year old 

children has improved by at least 10 percentage 

points over the next five years 

 Preschool and Adolescent Coordinator will report 

on engagement each quarter, including level of 

satisfaction with support provided 

 Fluoride application programme and business 

case approved by 30 June 2017 

 Pilot fluoride programme commenced from 01 

August 2017 

 

 Submissions reflect the DHB’s Fluoridation 

position statement 

 

 Preschool and Adolescent Coordinator will report 

on engagement and activities each quarter 
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 FOCUS AREA:   AMBULATORY SENSITIVE HOSPITALISATIONS *#  2.3.2.6

Impacts: Fewer children aged 0 – 4 years are admitted to hospital for ambulatory sensitive conditions  

Objectives and actions Performance measures and milestones 

Reduce avoidable hospitalisations for childhood asthma 

(including wheeze), gastroenteritis and respiratory 

infections  

 Maintain support for the provision of assessment and 

oral rehydration for paediatric gastroenteritis, 

delivered by accredited community pharmacists in 

the district 

 Sustain provision of nurse-led, paediatrician 

supported asthma clinics across primary and 

community settings 

 Promote implementation of clinical and patient 

pathways for childhood asthma, including uptake of 

asthma action plans for children diagnosed with 

asthma 

 Support community pharmacists to identify children 

with poor control of asthma, to implement 

interventions for improved control as part of the 

integrated primary care team  

 ASH rate per 100,000 population 0 – 4 years is 

equal to less than the national rate for both Māori 

and non-Māori  ethnicity groups, by 30 June 2017 

Base rates (total 0-4 yrs population) for 12 months to 31 

March 2016 

ASH condition 
Rate per 100,000 
Total 0 – 4 yrs population 
MidCentral National 

Respiratory infection – 

upper/ENT 

1541 1503 

Asthma (including wheeze) 1004 1340 

Respiratory – pneumonia 824 663 

Respiratory infections – lower 529 428 

Gastroenteritis 1147 1010 
 

All ASH conditions 6774 6789 

 

 Number of consultations undertaken by 

community pharmacists for paediatric 

gastroenteritis (no target) per quarter 

 By 30 June 2017, ≥70% of children with poor 

control of asthma show improved control (using 

validated questionnaire) after 3 months of 

community pharmacists’ interventions  

*  Also refer 2016/17 Māori Health Plan 

  Whānau Ora priority 

#  Also refer 2016/17 Public Health Unit’s Annual Plan 

^  Also refer to the Maternal and neonatal service plan section  
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2.3.3 Youth Health 

What do we want to achieve?   
 

Throughout our district and for all population groups, we will: 

 Improve transition planning between child and adult health services 

 Support general practice in delivering youth friendly services for young people 

 Increase knowledge of General Practice Teams and available resources to better support and manage 

transgender clients 

 Improve access to services for 12 – 19 year old young people with mild to moderate mental health or 

addiction issues 

 Increase focus on equitable access for Māori, Pacific and low decile population groups 

 Improve early identification and intervention options for youth experiencing health issues 

 Reduce incidence of unintended teenage pregnancies 

What is our progress so far?  (Current state) 

School Based Health Services 

The School Based Health Service (SBHS) is led by MidCentral Public Health Service and is now well embedded in 

decile 1-3 secondary schools, alternative education facilities and teen parent settings. All settings have registered 

nurses (supported by a General Practitioner) working on-site at each location.  They provide a range of personal 

health services and HEADSSS assessments for Year 9 students. 

The Youth One Stop Shop (YOSS) continues to provide nursing services to Alternative Education Providers in the 

community and GP support for secondary schools in the Horowhenua.  

Youth Alliance 

The Youth Wellbeing Advisory Group (YWAG) is focused on improving the provision of health services for young 

people. YWAG provide a platform for communication and engagement across the district, enabling clinicians and 

others working in the youth health to contribute to the development and implementation of youth-focused care. 

YWAG helps to sustain collaboration and communication between related youth network groups.   

Youth responsiveness 

The YOSS continues to provide a suite of health and social services for young people from their base in 

Palmerston North.  Their emphasis over 2015 providing walk in clinics has resulted in a reduction in young people 

presenting to the Emergency Department and significant increase in monthly consultations.  They have also made 

a positive contribution to reducing the waiting times for young people referred to their alcohol and drug service. 

A significant programme of work across the DHB for the 2016/17 year will involve improving transition planning 

between child and adult services for young people with complex health problems.  This work is often not done well 

and is a significant risk to the young people and the DHB.  

We have increased our investment in primary youth mental health with the implementation of therapeutic group 

programmes (anxiety and depression, self worth, art therapy, hip hop dance, alcohol and other drug issues and 

nutrition/exercise, kaupapa Māori) for children and young people across the district, enhancing access and service 

provision.  Additionally, the integrated service between Child Adolescent Mental Health Service (CAMHS) and 

Ministry of Education’s Special Education Service for children with behavioural issues/conduct disorder and the 

‘Incredible Years’ programme are well embedded and positive feedback from families accessing the services has 

been received. 
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 FOCUS AREA:  RESPONDING TO YOUNG PEOPLE IN PRIMARY CARE 2.3.3.1

Impacts: More young people have better access to youth appropriate services in the community 

 More young people have their health issues identified earlier and receive timely intervention  

More young people are better connected with and experience well-coordinated treatment and support 

services that meet their needs  

Objectives and actions Performance measures and milestones 

Support general practice in delivering youth friendly 

services for young people  

 Establish professional development package for 

general practice teams (GPTs) regarding engaging 

with young people (in line with Ministry of Health 

guidance under development)  

 Develop implementation plan 

 

 

 Youth Friendly professional development package  

commenced by 30 June 2017 

Improve transition of care planning between child and 

adult health services alongside management of 

adolescents with complex health problems 

 Project management resource is obtained 

 Identification of eligible children and young people 

(potential young people accessing the Home care 

team, Child Development Service, Diabetes and 

Cardiology services)  

 Agree project implementation plan 

 Percentage of adolescents discharged from child 

health service have a transition plan for ongoing 

adult health care in place  (target to be 

established in 2017) 

 Project manager appointed by 31 October 2016 

 By 31 December 2016 

 

 By 28 February 2017 

Improve the delivery of service options for transgender 

clients to better meet their needs 

 Develop a Collaborative Clinical Pathway (CCP) to 

clearly articulate access to and support services for 

transgender clients alongside YOSS and YWAG 

 Develop professional development package for GPTs 

 Identify opportunities and gaps in service delivery  

around access to secondary and tertiary services for 

transgender clients 

 

 

 CCP implemented by 31 March 2017 

 

 

 Package delivered by 31 May 2017 

 Gap analysis and recommendations provided to 

the Child Health District Group for consideration 

by 30 June 2017 

Ensure the delivery of accessible, confidential health care 

services to young people attending all decile 1-3 

secondary schools (including composite schools, teen 

parent units and alternative education facilities) 

 Implement two aspects of the Youth Health Care in 

Secondary Schools: a framework for continuous 

quality improvement in each school with SBHS 

focusing on BMI and confidentiality 

 ≥95% coverage rate for Year 9 students eligible for 

a HEEADSSS assessment in the participating 

schools, teen parent units and alternative 

education settings 

 ≥95% of Year 9 who have a HEEADSSS 

assessment have a recorded BMI 

 ≥95% of students who access the SBHS report 

that the service is private and confidential 

Reduce incidence of unintended teen pregnancies  

 Ensure School Based Health Service (SBHS) 

contracts negotiated with schools include explicit 

agreement for SBHS Nurses to provide contraception 

choice e.g. discussion, referral, and access to 

contraceptive supplies 

 Obtain endorsement for SBHS Nurses to manage 

requirements for access to the Emergency 

Contraceptive Pill  

 Establish suitable arrangements to enable SBHS 

Nurses’ to extend their clinical practice under 

standing orders 

 Provide access to SBHS Nursing or equivalent service 

during school holidays 

 Support youth access to safe termination of 

pregnancy including early medical abortion service 

(cross refer Maternity service plan) 

 

 

 All contracts with schools for the provision of 

SBHS have relevant provisions in place by 30 

June 2017 

 

 By 31 December 2016 

 

 

 By 31 March 2017 

 

 

 

 

 Medical termination service is established by 1 

September 2016 



CHAPTER 2, DELIVERING ON PRIORITIES AND TARGETS 

MIDCENTRAL DISTRICT HEALTH BOARD 

 2016/17 ANNUAL PLAN AND STATEMENT OF INTENT Page 34 
v05 31/08/2016 

 FOCUS AREA: RESPONSIVE CHILD, ADOLESCENT AND FAMILY MENTAL HEALTH 2.3.3.2

AND ADDICTION SERVICES 

Impacts: More young people have equitable access to timely and appropriate assessment, treatment and follow 

up care 

 More young people have their mental health and/or addiction health issues identified earlier and 

receive timely intervention 

 More 12 – 19 year old young people are better equipped and resilient in managing mild to moderate      

mental health and/or addiction issues 

More young people are better connected with and experience well-coordinated treatment and support 

services that meet their needs  

Objectives and actions Performance measures and milestones 

Increase options for young people with mild to moderate 

mental health and/or addiction issues  to attend early 

intervention programmes (focused on specific age groups 

within the cohort) 

 Establish an agreed response framework with youth 

providers for delivery of youth group programmes 

 Develop targeted services/programmes for young 

Māori people 

 Youth programme response framework for early 

intervention agreed and implemented by February 

2017  

 Stock take and analysis of options for kaupapa 

Māori youth programmes completed by February 

2017  

 Increased number of individuals (from 2016 base) 

engaging in early intervention programmes from 

April 2017 (no target)  

Improve follow up in primary care of youth (aged 12-19 

years) discharged from secondary mental health and 

addiction services through better transfer of care 

arrangements from CAMHS and Oranga Hinengaro 

 Audit compliance with on-time discharge planning 

process in CAMHS and Oranga Hinengaro each 

month and address any variances 

 Establish process to monitor receipt and uptake of 

referrals (and care plans) to primary care providers 

 ≥95% young people (0-19 years) discharged from 

the community Child and Adolescent Mental 

Health and Addictions Service have a transition 

(discharge) plan  

 ≥90% of discharged clients from CAMHS are seen 

for follow up by primary health care practitioner 

within 3 weeks of accepted referral 

Reduce waiting times for young people referred to 

specialist child and adolescent mental health and 

addiction services  

 Establish mechanisms that remove barriers to 

completing first specialist assessments on time using 

outcomes from review of CAPA (Choice and 

Partnership Approach) process 

 Undertake weekly multidisciplinary team intake 

reviews and ongoing caseload monitoring process  

(also see integrated acute MH model – Mental Health and 

Addictions service plan) 

 

 

 ≥3.8% of population seen on average per year 

 ≥80% non-urgent referrals (0 – 19 year old) are 

seen within 3 weeks 

 ≥95% non-urgent referrals (0 – 19 year old) are 

seen within 8 weeks 

 Urgent (non-crisis) referrals are seen within 72 

days 

 

 

*  Also refer 2016/17 Māori Health Plan 

^  Also refer to the Mental Health and Addictions service plan (section 2.3.6) 
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2.3.4 General and Specialist Assessment and Treatment Services 

What do we want to achieve?  

Throughout our district and for all population groups, we will: 

 Increase equitable access to general practice teams and acute care services  

 Contain the growth in attendances at the Emergency Department and minimise delays to admission, 

treatment, discharge or transfer of care  

 Reduce avoidable hospital admissions and acute readmissions to hospital 

 Reduce waiting times for specialist assessment and treatment for more people 

 Improve patients’ experience of care 

 Better align resources and reduce waste 

 Improve coordination and transfer of care arrangements with patients, their family and whānau 

 Further develop clinical excellence across primary, community and hospital-based settings 

 Increase the ability of people with long term conditions to self-manage  

 Continue to strengthen integration of primary, community and specialist health services and make stronger 

connections with social service agencies  

 Increase participation of eligible women in cervical and breast screening programmes, with a particular focus 

on increasing coverage for Māori, Pacific and Asian women 

 Increase the uptake of smoking cessation services by current smokers 

What is our progress so far?  (Current state) 

Acute care system 

Significant work has occurred in relation to the capacity and patient flow across the hospital which has contributed 

to shorter stays for patients in the Emergency Department (ED).  The processes introduced in the past year have 

greatly improved patient flow, in particular during the winter months.  This is despite ED reporting a 10 percent 

increase in presentations and an increase in the proportion of patients who are subsequently admitted (on average 

around 31 percent of total presentations).  Although not quite attaining the national health target in the first six 

months of the 2015/16 year (at 94 percent), our results for shorter stays in the ED are significantly better than 

previous years.  This work has also contributed to a reduction in the acute inpatient average length of stay (ALOS), 

particularly for medical patients.  While still above the national average, our standardised average length of stay 

has reduced by 0.25 days compared to 12 months ago. 

Unprecedented volumes of patients have been presenting for General Practitioner consultations and at the after-

hours accident and medical centres and the Emergency Department since July 2015.  While an increase over the 

winter season is expected with flu-like illnesses, an overall increase in volume has continued into the summer 

season compared to previous years.  This has initiated further analysis and a specific project with participants from 

across the acute and urgent care system to reconsider the design and delivery of acute and urgent care in our 

district.  This will continue into the 2016/17 year.   

We have made significant investment in developing primary health care capacity and capability over the last 

several years.  Not only has this been through the development of a large number of condition-specific 

collaborative clinical pathways to guide standardised assessment, diagnosis, treatment and referrals, but also 

through the establishment of Integrated Family Health Centres (IFHCs) across the district – the latest being in 

Feilding, which opened in March 2016.  We have urgent community care arrangements in place as well an after-

hours clinic to enable the people of Horowhenua easier access to local acute and urgent care services.  

The Primary Options for Acute Care (POAC) programme was introduced in 2015.   General Practice and IFHC teams 

have embraced the opportunity to be engaged in co-designing the service and St John Ambulance, ED and 

community pharmacy have also been very involved. Formal clinical governance, clinical audit and development of a 

community based Early Warning Score (EWS) have been pivotal to the success of service.  Work has commenced to 

engage further IFHCs and general practice teams and a number of clinical pathways are being prioritised to be 

included within the service e.g. heart failure. 
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Early identification and management of long term conditions (LTC) 

We have made significant progress working collaboratively with general practice teams, pharmacists, Iwi and Māori 

providers, other service agencies and specialist services to improve the health of people with long term conditions 

(LTCs).  In addition, the development of six Integrated Family Health Centres (IFHCs) across the district is providing 

new opportunities to further develop new models of care for people with LTCs. 

Having embraced the Health Care Home philosophy, we will continue to focus on improving wellbeing and health 

outcomes for those living with LTCs. Integrated, multi-disciplinary teams with general practice at the core, are 

collaborating to improve access to care, supporting people to have more control over their own care, targeting 

services to those who need them the most, wrapping the appropriate health and social support services around 

individuals, family and whānau, and reducing the burden on hospital services.  

General Practice teams are steadily re-orientating their delivery of care from an acute reactive model to a proactive 

LTC model of care through mechanisms such as diabetes and LTC improvement plans.  LTC management is 

supported by a LTC District Group within the MidCentral DHB Clinical Network structure. In the coming year the 

network structure will provide strategic direction to service planning. 

The development and use of risk stratification tools, comprehensive health assessments and care planning has 

further enabled an emphasis on complexity. The Enhanced Care+ Programme has enabled a consistent and 

cohesive approach to the care and management of people living with moderate to highly complex LTCs.  

Furthermore the investment in a diverse primary health care (PHC) workforce and establishment of general 

practice as the health care home is supporting improved health literacy and increased self-management. 

Generalist and specialist service integration 

Support to generalist teams from specialist services to improve the clinical management of people with complex 

conditions has increased over the last year.  This has occurred through peer review, case review, collaborative 

consults and clinical teaching and is further enabled by the jointly developed LTC Collaborative Clinical Pathways. 

Discussions between IFHCs and specialist services are informing the development of a roadmap to connect and 

transform primary, community and specialist services. Agreeing a set of quality indicators to be used across the 

continuum of care for people within our district, will underpin the roadmap to be completed in the 2016/17 year, 

building on the experiences gained from the work undertaken to date. 

The key long term conditions that we are focusing on include cardiac health and congestive heart failure, 

respiratory conditions (asthma and chronic obstructive pulmonary disease), diabetes and chronic kidney disease.  

(see also Health of Older People and Mental Health and Addictions service plans). 

Cardiology and cardiac services 

The proportion of eligible enrolled population who have had their cardiovascular risk assessed in the last five years 

has increased to target level (90 percent) over this year from 86 percent at the end of September 2014.  This 

means 43,482 people have had an assessment as at the end of December 2015; about a third of these were 

assessed to have a moderate to high risk.  Attention is now focused on effective risk management and clinical 

intervention and this work will continue into the 2016/17 year. 

Community cardiology services involving Cardiologists, Cardiac Technicians and Long Term Conditions’ nurses in 

general practice have been provided in our Tararua and Horowhenua localities for some time. Initiatives are 

underway to further develop this model across the district and increase the specialist services support to general 

practice. 

Data collection processes for the All New Zealand Acute Coronary Syndrome – Quality Improvement registry 

(ANZACS-QI) have improved significantly over the 2015/16 year.  We are now sustaining high rates for data 

completions, which has been assisted by the work with Wellington Hospital as the tertiary cardiac centre for our 

region.  However, we have had variable results for high-risk acute coronary syndrome patients having their 

angiogram on time and our intervention rates for cardiac procedures and surgery are below the national targets.  

Our results are influenced by access to the existing shared Digital Subtraction Angiography (DSA) facility.  Planning 

for 2016/17 includes the establishment of a dedicated cardiac DSA facility within the current footprint. 

We continue to work closely with the regional Central Cardiac Network to address common concerns, develop and 

implement minimum standards and guidelines, collaborate on planning and delivery of regional service models 

and provide support for local DHB services including outreach clinics.  
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Tobacco control and quit smoking 

Significant recent improvements in identifying smokers and offering brief advice have been made to the point 

where all health targets have all but been achieved (89 percent for primary, exceeding targets for maternity and 

secondary settings).  However, this good work has not yet flowed on to referrals and acceptance of cessation 

support, which is a current area of focus.  The Ministry’s realignment of tobacco control services has the potential 

to impact us greatly, but offers the opportunity to review services to ensure fitness for purpose, and the ongoing 

work through our Tobacco Control Plan and that of the Public Health Unit toward Smokefree New Zealand by 2025. 

Elective surgical services 

We have consistently achieved, and exceeded, our annual targets for an increased volume of elective surgery 

delivered for our population each year.  We are on track to achieve our target volume of 7,550 discharges following 

planned surgery which is an increase of at least 550 patients in the 2015/16 year.  We continue to work with 

DHBs in our region together with the tertiary hospitals to ensure surgical intervention rates are appropriate for our 

population compared to the national rates.  We have seen some improvement in the number of people having 

coronary angiography procedures and cardiac surgery but we need to continue our work in this area. 

We continue to strive to ensure people referred for elective surgery have their specialist assessment within the 

expected timeframe and once a commitment to treatment is made they receive their surgery within four months.  

This work is being supported by initiatives such as improved scheduling, patient communication, management of 

follow-ups, patient focused bookings, the enhanced recovery after surgery (ERAS) programme and improved access 

to diagnostics.   

The demand on theatre space requires constant management.  A number of factors continue to impact on theatre 

capacity and our ability to undertake planned surgery, including surgeons who require additional/all-day operating 

sessions.  To address increasing demand we are considering options for reorganising scheduled theatre sessions 

as well as safely undertaking appropriate day case procedures in alternate settings.  This will increase theatre 

availability for surgeries requiring general anaesthetic. 

Diagnostic imaging services 

Significant improvement in our Endoscopy services has occurred over the last eighteen months; we are now 

consistently achieving the target rates for patients having access to timely colonoscopy procedures following 

referral – exceeding all three targets for urgent, non-urgent and surveillance colonoscopies.  Our contracted 

provider continues to exceed expectations for Magnetic Resonance Imaging (MRI) scans; all patients receive their 

scan within the expected timeframe of six weeks.  The target percentage of people referred for a Computed 

Tomography (CT) scan increased to 95% from July 2015.  We have not yet been able to achieve that target, with an 

average around 93.5 percent of accepted referrals having their scan within six weeks.  We have noted a 

considerable increase (8.5 percent) in the volume of referrals for a CT scan from July 2015 however. 

We are participating the Central Region’s information systems plan for the roll out and implementation of a 

regional core solution for a Radiology Information System.  We expect this to be completed in the 2016/17 year. 

Integrated Pharmacy services 

Consistent with the themes of the Ministry of Health’s Pharmacy Action Plan, 2015-2020, we continue to look for 

opportunities to make better use of pharmacists and community pharmacy teams to optimise safe and effective 

use of medicines, by enabling: 

 Clinical support to prescribers and other health professionals, incorporating population and personal health, 

and pharmacist clinical services; and 

 Self-management support to consumers/service users, incorporating population and personal health, and 

acute demand management 

We will continue to participate in national processes to develop sustainable pharmaceutical supply services and 

commission cost-effective pharmacist services that meet the needs of the DHB’s local population. 

We work closely with the MidCentral Community Pharmacy Group (MCPG) to identify opportunities and implement 

activities (when funding allows) to improve medicines management, using community pharmacy teams as part of 

an integrated primary health care team.  Examples of such activities currently occurring, and being further 

developed in the 2016/17 year, are MidCentral community pharmacy team participation in paediatric 

gastroenteritis assessment and management, asthma self-management support for at risk patients, and the 

provision of smoking brief advice, NRT initiation, and referral to cessation support services. We also worked with 

Age-Related Residential Care facilities, community pharmacies and general practice teams to implement electronic 

medicine management systems that link all three providers to one common medication record.  MCPG maintains a 

database of additional qualifications and skills of their members, which includes all community pharmacies in the 

MidCentral district, enabling us to monitor coverage of community pharmacy services for our population. 
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Cancer services 

MidCentral DHB is one of the six public cancer centres in New Zealand.  The Regional Cancer Treatment Service is 

part of the Central Cancer Network (CCN) and its work is closely aligned to that of CCN and the national cancer 

programme. 

Shorter treatment waiting times 

We have consistently met the priorities for cancer treatment (all patients, ready for treatment, wait less than four 

weeks for radiotherapy or chemotherapy) and are making good progress towards achieving the new Faster Cancer 

Treatment (FCT) indicators.  Our results for the quarter ending December 2015 showed that 82 percent of patients 

referred urgently with a high suspicion of cancer received their first cancer treatment (or other management) within 

62 days from date of referral (national average 73 percent) and that 93 percent of patients received their first 

cancer treatment (or other management) within 31 days of decision to treat (national average 86 percent).  

Implementing the Cancer Services Improvement projects  

The Map of Medicine® pathway for lung cancer symptoms is now well established with more patients being 

referred with a high suspicion of cancer. Further work is underway to improve the use of the localised early 

diagnosis tool ‘Let’s Cut the Cost of Lung Cancer’ including region wide training with community pharmacy, 

delivered by the PHO Cancer Nurse Coordinators. 

Faster Cancer Treatment (FCT) in secondary care:  This service improvement project commenced in December 

2015 and is systematically reviewing patient pathways across MidCentral DHB.  As cancer patients rarely begin 

and end their journey requiring the services of only one specialty, the project is exploring opportunities for 

improvements within and across specialties.  Work streams have been established based on subspecialty and 

tumour type with the principles of seamless integration, prompt management, reducing bottlenecks and 

addressing inequity incorporated in the reviews.  The project is currently focused on urology services and head / 

neck tumours; gynaecology will then follow. 

Psychological and social support services implementation 

In January 2016 the number of social workers for cancer services increased by 1.5FTE to improve the experience 

for patients with cancer or suspected cancer by delivering evidence-based interventions and assessments.  The 

new staff have two key functions: i) to work with the newly established regional clinical psychology lead in the 

development of better pathways for patients and ii) to work with patients in MidCentral outpatient clinics providing 

a level of social work support to these areas where there has previously been no dedicated service. 

Screening services  

While we have attained the national target for breast screening coverage, (77.2 percent of 21,490 total eligible 

women having been screened over the last two years) as at the end of December 2015, the rates for Māori 

(65.1%) and Pacific (66.9%) women are not yet to target.  This remains a focus area for improvement.   

Cervical screening coverage rates are below expectation across all ethnicity groups of eligible women.  At the end 

of December 2015, 31,911 (75.6%) of 42,214 women had been screened in the last three years – below the 

target of 80 percent.  Lower rates were evident for Māori, Pacific and Asian women (68 percent, 71 percent and 61 

percent respectively). We continue to work with General Practice Teams and Iwi/Māori providers to improve these 

rates.  In response to a request for proposal from the National Screening Unit, we have supported an independent 

provider with a submission to develop an integrated plan focused on increasing coverage rates for priority women. 

 

  



CHAPTER 2, DELIVERING ON PRIORITIES AND TARGETS 

MIDCENTRAL DISTRICT HEALTH BOARD 

 2016/17 ANNUAL PLAN AND STATEMENT OF INTENT Page 39 
v05 31/08/2016 

 FOCUS AREA:   ACUTE CARE SYSTEM 2.3.4.1

Impacts: More people have timely access to acute and urgent health care from primary care services 

More people with long term conditions have easier access to packages of acute care when required 

More people have shorter lengths of stay in hospital 

Fewer people have an acute readmission to hospital 

People who have sustained a major trauma have reduced preventable mortality, complications and 

lifelong disability  

Objectives and actions Performance measures and milestones 

Acute and urgent care in primary care 

Increase capacity and capability of General Practice Teams 

to better assist people presenting with acute illnesses 

requiring urgent care through implementation of agreed 

Collaborative Clinical Pathways for specified conditions and 

community-based options for acute care  

 Increase number of IFHCs/GPTs offering Primary Options 

for Acute Care (POAC) services 

 Develop agreed urgent care pathways in partnership with 

St John Ambulance services 

 Implement three additional Collaborative Clinical 

Pathways to support POAC service (including congestive 

heart failure, rehydration secondary to gastroenteritis for 

adult and child)  

 Introduce audit programme for oversight of antibiotic 

utilisation for patients receiving care under the POAC 

service, in line with Medicines New Zealand strategy 

 Implement population profiling (risk stratification) tool in 

selected IFHCs 

 Develop a process to support an increased focus by 

GPTs/IFHCs on actively reviewing Ambulatory Sensitive 

Hospitalisations (ASH) patients each month 

 Establish redesigned district-wide model of Urgent/Acute 

Care inclusive of after hours 

 

 Total presentations to the Emergency 

Department are contained within 1.8% growth 

in line with population growth over the year 

 ≤ 8.0% acute readmissions to hospital with 

related DRG within 28 days of previous 

discharge (unstandardised) 

 POAC services offered by five IFHCs by 31 

December 2016 and four GPTs by 30 June 

2017 

 Cost benefit of POAC service delivered by IFHCs 

reviewed by 31 March 2017 

 Reduced acute admissions and acute medical 

bed days for congestive heart failure and 

gastroenteritis  

 Reduced proportion of total population utilising 

acute bed days 

 Five IFHCs commenced use of tool by 01 

January 2017 

 Establish a target percentage reduction of 

hospitalisations for ambulatory sensitive 

conditions for higher volume GPTs/IFHCs by 30 

September 2016 

 District-wide model of urgent/acute care co-

designed by ED, St John, District Nursing, and 

General Practice by 31 March 2017 

 New ACC Urgent Care contract specifications 

are met by all providers by 30 September 2016 

 Urgent care workforce plan to support co-

designed model of urgent/acute care in place 

by 31 March 2017 

Improve effectiveness of urgent and acute care response to 

patients identified as ‘frequent users’ of the Emergency 

Department, St John Ambulance, General Practice and/or 

After-hours clinics  

 Identify specific cohort of frequent service users  

 Develop pre-emptive individualised plans of care for 

each of the patients in the identified cohort in 

collaboration with GPT, St John, ED and the After- 

hours/urgent care  clinics 

 Cohort of patients identified by 31 December 

2016 

 Proactive collaborative individualised plans of 

care are established for at least 50% of the 

identified cohort of patients by 30 June 2017 

 Reduced number of ED attendances and 

hospital admissions by the identified individual 

patients with care plans  per annum (2017/18 

year)  

Integrate District Nursing teams with interested IFHC/GPTs 

and iwi/Māori partners by December 2017  

 Develop integrated care documentation 

 Streamline referral pathways between District Nursing 

and IFHCs /General Practice teams, iwi/Māori partners 

 Complete eight month pilot implementation and 

evaluation of integrated DN service with 1 – 2 IFHCs 

 

 

 Multidisciplinary case review process in place 

in pilot sites by 31 December 2016 

 Increased number of collaborative District 

Nurse clinics with IFHCs / GP teams from 01 

February 2017 

 Evaluation of pilot completed by 28 February  

2017 

 Increased transfers of care between District 

Nurses and GP teams by 30 June 2017  
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 Subject to evaluation findings, complete case for change 

to broaden model to other community and PHC nursing 

roles with associated care programmes and extension to 

remaining GPTs/IFHCs 

 Case for change submitted for approval by 30 

June 2017 

 Implementation commenced from 01 July 

2017 (subject to approved case) 

Improve system to better respond to seasonal increases in 

the number of patients presenting with acute and urgent 

care needs 

 Identify five IFHCs/POAC sites to engage in seasonal 

planning and scheduling to better match demand to 

capacity 

 Develop coordinated response and escalation plan 

between primary and secondary acute/urgent care 

services 

 Activate Primary care, ED and inpatient capacity 

escalation protocols when required 

 Implement a public communications strategy across 

sector 

 Deliver the ‘winter warrant of fitness’ programme to the 

identified cohort of patients with long term conditions  

 

 

 Sites identified by 01 December 2016 

 Escalation plan and protocols developed by 01 

March 2017  

 Five IFHCs/POAC sites identified to pilot 

escalation plan by 01 March 2017 

 

 

 

 ≥20% reduction in ED presentations and acute 

admissions for the identified cohort of patients 

(Chronic Obstructive Pulmonary Disease, 

Congestive Heart Failure) 

Objectives and actions Performance measures and milestones 

Emergency department and hospital capacity  

Improve the patient flow throughout the hospital by reducing 

lengths of stay and unnecessary delays to assessment, 

diagnostics, transfer of care and discharge arrangements 

 Build and develop the Emergency Department Escalation 

Plan to enable ED to manage surges in ED presentations 

 Implement agreed outcomes from the “medical and 

surgical short stay project”  

 Implement three priority improvement actions  arising 

from the ED Quality Framework and Suite of Quality 

Measures in accordance with planned timeframes 

 Develop the model of care for interface geriatrics service 

across ED and Medical Assessment and Planning Unit 

(MAPU) and complete implementation plan for approval 

 Implement flexi-bed management processes and 

monitor effectiveness of the supply:demand overseen by 

the Hospital Operations Centre 

 

 

 

 

 

 

 

 

 

 

 
(also refer Focus Area for Elective services) 

 ≥95% of patients will be admitted, transferred 

or discharged from the Emergency Department 

within six hours (by ethnicity group from July 2016) 

Ethnicity group baseline: 12 mths to 31 March 2016 

Māori Pacific Other Total 

94.5% 93.9% 94.2% 94.2% 

 Average hourly ED occupancy rate per day 

maintained at ≤100% (excludes EDOA) 

 ED escalation plan formally reviewed and 

communicated by 30 September 2016 and 31 

March 2017 

 Number of occasions ED Escalation plan 

initiated per month (no target) 

 Standardised acute inpatient ALOS ≤2.55 days 

by 30 June 2017 

 Raw ALOS for Internal Medicine health 

specialty ≤3.5 days 

 Complete implementation of the ‘short stay 

medical and surgical’ project by 30 June 2017 

 Number of priority ED Quality Scorecard 

indicators that show sustained improvement 

by 30 June 2017  

 Interface geriatrics service model developed 

by 31 December 2016 and implementation 

plan approved by 30 June 2017 

 Variance in bed utilisation is maintained within 

tolerance levels across inpatient beds per day 

 

 

 

 

 

 

 

 

 



CHAPTER 2, DELIVERING ON PRIORITIES AND TARGETS 

MIDCENTRAL DISTRICT HEALTH BOARD 

 2016/17 ANNUAL PLAN AND STATEMENT OF INTENT Page 41 
v05 31/08/2016 

Objectives and actions Performance measures and milestones 

Spinal cord injury and Major Trauma   

Reduce preventable mortality, complications and lifelong 

disability of people who have sustained a spinal cord injury 

or major trauma 

 Sustain implementation of the protocols and processes 

in place for the referral pathways, management and 

transfer of patients with spinal cord injury in conjunction 

with St John Ambulance, Emergency Department and 

Orthopaedic services (aligned to national Spinal Cord 

Impairment Action Plan) 

 Continue to participate in the regional Major Trauma 

Network; implement regionally consistent guidelines and 

destination policies for the management and transfer of 

major trauma patients ‡ 

 Report the NZ Major Trauma National 

Minimum Dataset for major trauma patients to 

the  National Major Trauma Registry  

 

 

 

 

 

 Policies and guidelines implemented in 

accordance with timeframes of the regional 

plan for the Regional Major Trauma  Network 

‡  Also refer to 2016/17 Central Region’s Regional Service Plan 

 

 FOCUS AREA: EARLY IDENTIFICATION AND MANAGEMENT OF LONG TERM 2.3.4.2

CONDITIONS 

Impacts: More people adopt healthy habits and lifestyles 

Fewer people are hospitalised for treatment and management of chronic disease 

Fewer people are admitted to hospital with conditions considered to be “avoidable” or “preventable” 

More people are better able to self-manage their long term health conditions 

People can more readily access health services provided as close to home as possible 

More people who smoke tobacco take up smoking cessation services for help to quit 

More Māori males have their cardiovascular risk assessed 

More people with diabetes have good glycaemic control 

Objectives and actions Performance measures and milestones 

System design 
 

Improve access to specialist medical and surgical services 

provided throughout the district by connecting and 

transforming primary, community and specialist services 

 Develop an agreed roadmap identifying district-wide 

specialist / primary health care services to be delivered 

in IFHCs/GPTs, with a planned approach between 

MidCentral Health and Central PHO in partnership with 

IFHCs/GPTs 

o Focus on services for patients with diabetes, 

cardiac, and respiratory conditions in 2016/17 

o Focus on orthopaedic, urology and ophthalmology 

surgical services in 2016/17 

 Identify ophthalmology access criteria and service 

components suitable for provision in primary care 

 Evaluate the Orthopaedics FSA clinic pilot at The Palms 

and if appropriate, establish as an ongoing functional 

service thereafter 

 Continue to strengthen the working relationship between 

Public Health Nursing and Vision Hearing Testing service 

and IFHCs/GPTs # 

 

 

 

 Approach and service priorities agreed by 30 

September 2016 

 Agreed indicators established by 31 December 

2016  

 Roadmap developed by 30 June 2017 

 

 Ophthalmology service access criteria reviewed 

by December 2016 

 Identified components of ophthalmology 

service model implemented by 30 June 2017 

 Case for change for orthopaedic clinics in 

primary care settings completed for approval 

by 31 September 2016 

 Develop formalised referral pathways between 

PHNs and VHTs with at least two IFHCs by 30 

September 2016 

 Link staff (health promoters and public health 

nurses) are identified by 30 September 2016 

 Memorandum of Understanding (MoU) 

developed between PHNs/VHTs with at least 

two IFHCs by 31 December 2016  

 At least one joint area of population health 

focus identified per IFHC with whom an MoU is 

signed by 30 June 2017 
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Reduce hospital bed day utilisation and acute readmissions 

to hospital for people with a long term condition through 

well-coordinated transfer of care arrangements for the 

patient and the family/caregiver 

 Implement integrated discharge planning arrangements 

with primary care, including links with general practice 

teams/long term condition nurses, practice nurses, 

community pharmacists and District Nursing teams 

 Formalise integrated discharge approach for 

patients with a long term condition and a 

longer length of stay by 31 September 2016 

 ≤ 8.0% acute readmissions to hospital with 

related DRG within 28 days of previous 

discharge (unstandardised) 

Increase access to primary and community care services 

closer to home 

 Complete the case for change to establish an Integrated 

Family Health Centre (IFHC) for the provision of health 

and social services in south-western Palmerston North  

 

 

 IFHC case for change submitted for approval 

by 31 December 2016 

 Establish clinical and management team to develop and 

implement locality plan in partnership with Horowhenua 

community including local Iwi and intersectoral providers 

 Locality plan completed by 31 March 2017 

System level measures 

Improve overall health system performance through 

introduction and implementation of the national System 

Level Measures Framework 

 Develop an agreed System Level Measures Improvement 

Plan governed by the Alliance Leadership Team 

(also refer sections 2.3.2.6, 2.3.4.1 and 2.3.7.1) 

 

 SLM Improvement Plan submitted to MoH by 

20 October 2016 (Qtr 1) for approval by 30 

November 2016 

 Implementation plan improvement milestones 

for identified measures achieved by 30 June 

2017 

Objectives and actions Performance measures and milestones 

Whānau Ora * 

Provide an authentic health contribution to Whānau Ora in 

the district 

 Develop a Whānau Ora position statement and policy 

framework to guide a consistent approach to 

implementing Whānau Ora practices across health and 

disability services in MidCentral DHB 

 Engage as an active participant in the Collective Impact 

initiative with Te Tihi o Ruahine Whanau Ora Alliance in 

collaboration with Te Pou Matakana 

 Identify other key investment and participation 

opportunities with Whānau Ora Alliances in the 

MidCentral district 

 Implement the planned actions to lift equity in health 

outcomes for Māori in smoking in pregnancy, childhood 

asthma, childhood obesity, oral health and mental health 

compulsory treatment  
(refer sections 2.3.1.1, 2.3.2.1, 2.3.2.5, 2.3.2.6 and 2.3.6.1) 

 

 

 

 

 A Whānau Ora position statement and policy 

framework is approved and disseminated by 

March 2017 

 Level of investment in Kainga Whānau Ora 

initiative in Palmerston North does not exceed 

planned budget for 2016/17 

Objectives and actions Performance measures and milestones 

Smoking cessation and tobacco control * 

Increase quit attempts through provision of brief advice, 

offer of nicotine replacement therapy initiation and referrals 

to smoking cessation services 

 Strengthen coordination of general practice team activity 

 Continue as funding allows involvement of community 

pharmacy as a freely available extension of general 

practice point of care for smoking brief advice, NRT 

initiation, and referral to cessation services 

 Provide smoking cessation services in the district 

through Te Ohu Auahi Mutunga (TOAM) activity, in line 

with Ministry requirements 

 

 

 

 ≥90% of PHO enrolled Māori and non-Māori 

patients who smoke have been offered help to 

quit smoking by a health care practitioner in 

the last 15 months 

 ≥95% of all hospital patients who smoke are 

offered brief advice and support to quit 

smoking 
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Increase uptake of smoking cessation services from 13% 

base rate in 2015/16 by end of December 2016 

 Review the DHB’s Tobacco Control Plan 2015-18 to 

ensure it remains fit for purpose to achieve Smokefree 

MidCentral 2025 

 Work with refugee communities to identify smoking 

support required 
(Cross refer Lead Maternity Carer use of DHB-supplied 

smokealysers initiative in Maternal & Neonatal Health service plan) 

 ≥23% of PHO Māori and non-Māori  enrolled 

current smokers have accepted smoking 

cessation in the last 15 months 

 Tobacco Control Plan reviewed by 31 

December 2016 

Objectives and actions Performance measures and milestones 

Respiratory conditions *  By 30 June 2017, 70% of people identified by 

community pharmacists as having poor control 

of asthma and/or COPD, have improved 

control after 3 months  

 By 30 June 2017, admissions of patients aged 

15+ years with asthma or COPD are reduced 

by 26% compared with 2014/15 base (504) 

 Number of specialist community-based clinic 

sessions completed per quarter for people with 

COPD or asthma, from July 2016 

 Percentage of enrolled patients in 

IFHC/Practice with diagnosed COPD or asthma 

seen by specialist clinicians each quarter 

 Average number of patient attendances 

throughout the district per quarter at primary 

care based pulmonary rehabilitation 

programme (for initial programme) (target 350) 

 ≥90% enrolled patients with COPD or asthma 

have a comprehensive individual action plan in 

place by 31 December 2016 

 ≥50% of patients with chronic respiratory 

conditions participate in self-care 

programme(s) by 30 June 2017 

 Specialist consultations/case reviews occur in 

minimum of five IFHCs/GPTs from 01 January 

2017 

 Percentage of enrolled patients with COPD or 

asthma for whom specialist case reviews or 

collaborative consultations have been 

completed in the last year 

Reduce acute exacerbations resulting in a hospitalisation for 

people with chronic respiratory conditions through primary 

and secondary interventions that are better connected with 

an agreed model of care  

 Increase participation of Respiratory Specialists, Nurse 

Practitioners, Clinical Nurse Specialists, and community 

pharmacists in delivery of respiratory services in 

partnership with General Practice Teams 

 Establish a primary health care pulmonary rehabilitation 

programme 

 Increase number of people with chronic respiratory 

conditions participating in self-management and healthy 

lifestyle programmes 

 Undertake scheduled specialist case reviews and/or 

collaborative consultations in IFHCs/GPTs  

 

Objectives and actions Performance measures and milestones 

Diabetes * 

Improve the delivery of equitable services for people  living 

with diabetes through primary and secondary interventions 

that are better connected with an agreed model of care  

 Implement MidCentral DHB’s Diabetes Partnership 

Framework to deliver a coordinated, integrated one-team 

approach to diabetes care 

 Implement refined diabetes-related Collaborative Clinical 

Pathways  

 Implement mechanisms for early identification of pre-

diabetes in the enrolled general practice population 

 Review all enrolled patients with diabetes at least 

annually 

 Include Diabetes Care Improvement Plans in all GPTs’ 

Long Term Conditions Plans 

 

 

 Percentage of people (all ethnicities) enrolled 

in the PHO aged 15 – 74 years diagnosed with 

diabetes with the most recent HbA1c during 

the past 12 months of: 
- ≤64 mmol/mol (target of ≥75%) 

- ≤80 mmol/mol (target of ≥90%) 

- ≤100 mmol/mol (target of ≥97%) 

- >100 mmol/mol (target of ≤3%) 

 CCP refinements completed for 

implementation from 01 January 2017 

 ≥85% of enrolled patients with diabetes have 

had annual diabetes review within the last year  

 ≥10% of enrolled patients at the identified 

IFHCs/GPTs with diabetes for whom specialist 

case reviews or collaborative consultations 

have been completed in the last year 

 ≥50% of enrolled patients with diabetes 

participate in self-care programme(s) 
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 Implement a phased improvement action plan to 

address findings from the gap analysis undertaken 

against the Quality Standards for Diabetes Care in NZ, 

including outcomes the Diabetes Reconfiguration project 

for secondary hospital interventions 

 Undertake scheduled specialist case reviews and/or 

collaborative consultations at a minimum of five 

IFHCs/GPTs 

 Increase number of people with diabetes participating in 

self-management and healthy lifestyle programmes 

 Case reviews/collaborative consultations for 

people with diabetes commenced from 01 

January 2017 

 

Objectives and actions Performance measures and milestones 

Chronic Kidney Disease * 

Reduce unwarranted variation in general practice 

management of chronic kidney disease (CKD) to reduce 

progression to end-stage renal failure 

 Central PHO Clinical Board to commission a project to 

improve identification and management of early stage 

CKD in primary care 

 Disseminate targeted practice-based data regularly 

 Implement standardised approach to clinical coding in 

primary care 

 Undertake clinical audit in two to four IFHCS/GPTs to 

assess potential for adverse effects of prescribed 

combination of medicines (i.e. “the triple whammy”) 

 Implement approved options for redesign of secondary 

care Renal service 

 ≥80% of people enrolled in the PHO with pre-

diabetes or diabetes have had their kidney 

health status recorded 

 ≥15% of Māori and Pacific people with chronic 

kidney disease enrolled in the PHO receive 

Enhanced Care Plus packages of care by 30 

June 2017 

 ≤10% of people with CKD enrolled in audited 

practices/IFHCs have been prescribed “the 

triple whammy”12 

 Commence implementation by 30 September 

2016 

 Increased percentage of people receiving 

dialysis will be managed using Continuous 

Ambulatory Peritoneal Dialysis (CAPD) by 30 

June 2017 

Objectives and actions Performance measures and milestones 

Cardiovascular risk and cardiac disease ‡* 

Improve identification and management of cardiovascular 

risk across all eligible population groups enrolled in primary 

care  

 Maintain high rate of cardiovascular risk assessments 

completed by GPTs 

 Work with Iwi Māori providers and others to increase 

focus on keeping up to date with cardiovascular risk 

assessments and health checks for hard to reach Māori 

population 

 Increase number of male Māori with a medium to high 

risk score (≥10%) who receive Enhanced Care Plus 

packages of care  

 Provide clinical dashboard for all GPTs enabling the 

identification of at risk patients and support GPTs to 

recall these patients for follow up when required 

 By the end of each quarter, ≥90% of all eligible 

PHO enrolled adults have had their 

cardiovascular risk assessed in the last 5 

years 

 Progressive improvement each quarter toward 

90% of Māori men enrolled in the PHO aged 

35 – 44 years have had their cardiovascular 

risk assessed in the last 5 years as at end 

June 2017 

 Percentage of people (by ethnicity) who have 

an assessed CVD risk with a medium to high 

risk score (≥10%) 

 By 30 June 2017, ≥75% of Māori men with a 

CVD risk level ≥20% are receiving Enhanced 

Care Plus packages of care 

                                                        
12 The 'triple whammy' is the term used to describe the adverse effect of combinations of diuretics, NSAIDs (including 

cyclooxygenase-2 inhibitors), and ACE inhibitors (or angiotensin receptor antagonists).   Each of these medicines affects renal 

function, either directly or indirectly. 
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Improve the delivery of equitable and timely services for 

people with heart disease through primary and secondary 

interventions that are better connected with an agreed 

model of care  

 Refine and strengthen implementation of cardiac-related 

Collaborative Clinical Pathways by December 2016 

(atrial fibrillation, hypertension and congestive heart 

failure) 

 Provide increased range of community-based cardiac 

rehabilitation options throughout the district for patients 

discharged following an acute cardiac event 

 Establish a community-based integrated heart failure 

patient management programme in identified IFHC/GPTs  

 Develop local heart failure registry in line with 

national/regional registry development 

 Evaluate impact of the Acute Chest Pain Pathway 

(EDACS tool) implemented in Emergency Department in 

August 2015 

 Implement Central Region’s minimum standards and 

guidelines for echocardiography  and establish feasibility 

of stress echocardiography service 

 

 Reduce ambulatory sensitive hospitalisation 

rate for total cardiac related ASH conditions for 

people aged 45 – 64 years (non-standardised) 

o Target: ≤1772 per 100,000 total population 

Baseline:  Non-standardised ASH rates per 100,000 

population (aged 45 – 64 years) * 

12 months to 31 March 

2016 

MidCentral NZ 

Total Māori  Total 

Angina/Chest pain 1433 1226 1058 

Myocardial infarction 317 339 315 

Congestive heart failure 450 144 116 

Hypertensive disease 133 39 35 

Other ischaemic heart 

disease 

100 57 35 

 

Total cardiac related ASH 2,433 1,805 1,558 

* Source:  Ministry of Health:  SI1 Baseline Data (June 2016), 

based on 2013 Census medium projections. 
 

 At least two IFHCs offer access to management 

of heart failure with specialist support for 

moderate to high complexity patients by 30 

June 2017 

 All people referred for a cardiology first 

specialist assessment wait no longer than four 

months from prioritisation of referrals 

 Number of community-based clinic sessions 

completed per quarter, from July 2016 

 Percentage of enrolled patients in IFHC/GPTs 

with diagnosed congestive heart failure (CHF) 

seen by specialist clinicians each quarter 

 Acute Chest Pain Pathway (EDACS tool) 

evaluation completed by 30 October 2016 

 Complete feasibility of stress 

echocardiography service by 30 October 2016  

 Percentage of patients with a new diagnosis of 

atrial fibrillation who have echocardiography 

within 3 months for routine referrals  

Improve the provision of timely interventional cardiology 

services to address equity of access for MidCentral’s 

population with reduced waiting times for referred 

procedures and improved diagnostic services  

 Subject to an approved business case for change and 

proposed project plan (by June 2016), complete 

implementation of phased programme of work for 

Cardiology (including capital investment) by June 2017 

 Further develop cardiac diagnostic services at 

MidCentral Health by June 2017 

 Maximise utilisation of available session capacity for 

angiograms to be performed at PN Hospital, adjusting 

schedule to ensure expected timeframes are consistently 

met for acute patients’ procedures  

 ≥70% of high-risk patients receive an 

angiogram within 3 days of admission (day of 

admission being day 0)  

 Standardised intervention rate for coronary 

angiography is ≥ 34.7 per 10,000 population 

by 30 June 2017 

 Standardised intervention rate for 

percutaneous revascularisation is ≥12.5 per 

10,000 population by 30 June 2017 

 

 Monthly audits of case start and finish times of 

angiogram completions 

 Report of angiogram times, case completions, 

and variances reviewed by Cardiac 

Governance group each month 

Increase cardiac surgery discharges to agreed minimum 

level for our population  

 Continue collaborative work through Central Cardiac 

Network to enable consistent access to tertiary level 

cardiac services 

 Standardised intervention rate for cardiac 

surgery increases toward the national target of 

≥6.5 per 10,000 population 
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Objectives and actions Performance measures and milestones 

Stroke ‡ 

Increase access to quality assured 24/7 acute stroke and 

thrombolysis services 

 Participate in the Tele-stroke pilot with Central Region 

DHBs, supported by the Ministry of Health (commenced 

June 2016) 

 Report findings from evaluation of Tele-stroke pilot 

 Establish improvement project with Emergency 

Department and St John Ambulance (subject to outcome 

of Tele-stroke pilot) to ensure guidelines for “door-to-

needle” time are met 

 

 

 ≥6% of potentially eligible stroke patients are 

thrombolysed  

 ≥80% of stroke patients are admitted to a 

stroke unit or organised stroke service with 

demonstrated stroke pathway 

 Tele-stroke pilot evaluation report completed 

by 31 December 2016 

 Improvement project plan for “door-to-needle” 

time established by 31 March 2017 

 

Ensure people who have experienced a stroke and admitted 

to hospital receive early active rehabilitation services 

 Establish standardised referral pathways for delivery of 

outpatient and community-based rehabilitation services 

provided by Allied Health professionals 

 

 ≥80% of patients with acute stroke who are 

transferred to inpatient rehabilitation services 

are transferred within 7 days of acute 

admission  

 Referral pathways and processes in place by 

30 September 2016 

 ≥95% of patients referred to community 

rehabilitation services receive a face-to-face 

contact within 5 days of discharge from 

hospital 

Hepatitis C ‡ 

Maximise the wellbeing of all MidCentral people at risk of or 

living with hepatitis C through implementing a single clinical 

pathway across the district aligned to the Central region’s 

implementation programme (subject to funding)  

 Participate in the regional programme to implement 

integrated Hepatitis C assessment and treatment 

services across the community, primary and secondary 

care services in the region 

 Have all components of clinical pathway (using Map of 

Medicine®) in place by 31 December 2016 

 

 

 

 

 

 By 31 December 2016, 90% of requests for 

measuring Hep C viral load are appropriate 

 Number of first and follow up Hepatitis C 

patients who have had a Fibroscan in the last 

year (by age and ethnicity) (refer Central 

Region reporting) 

*  Also refer 2016/17 Māori Health Plan 

#  Also refer 2016/17 Public Health Unit Plan 

‡  Also refer 2016/17 Central Region’s Regional Service Plan 
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 FOCUS AREA:  SCREENING SERVICES * # 2.3.4.3

Impacts: More eligible women participate in the cervical screening and breast screening programmes 

 Improved equity of breast and cervical screening coverage for all population groups 

Objectives and actions Performance measures and milestones 

Cervical screening *# 

Increase cervical screening coverage for priority women, 

including Māori, Pacific and Asian ethnic groups  

 ≥80% cervical screening coverage rates for 

priority women, including Māori, Pacific and 

Asian ethnic groups by 30 June 2017 

 ≥80% of eligible enrolled women aged 25 – 69 

years have received cervical screening 

services within the last three years 

 Subject to a successful RFP bid, local 

community-based activities are initiated by 31 

December 2016  

 Cervical Screening Steering Group establishes 

good representation from across the screening 

pathway by 31 December 2016 

 Support local community-based activities to assist 

priority women to participate in screening through 

collaborative working relationships with local alliance of 

Iwi and Māori service providers    

 Strengthen relationships with providers across the 

screening continuum to improve  experiences and health 

gain for priority women   

Increase PHO cervical screening coverage with a particular 

focus on IFHCs/GPTs with total population coverage rates 

below target 

 General Practice teams are supported by PHO staff to 

identify un-screened, under-screened, and priority group 

women through effective data matching and recall 

processes, with priority given to practices with the 

greatest number of women in these groups    

 All eligible women enrolled with Central PHO are pre-

called by their GP team at least 2 months prior to their 

screening due date to facilitate timely screening 

 All IFHCs/GPTs reach at least 80% coverage 

for their total enrolled population of eligible 

women by 30 June 2017 

 

Increase attendance and improve experiences of Māori 

women requiring colposcopy services * 

 Use a Whānau Ora model of health care delivery to 

establish culturally appropriate supports for Māori 

women to attend colposcopy e.g. assistance with 

transport, support person to attend appointments      

 Reduce colposcopy “did not attend” (DNA) 

rates for Māori women to <15% by 30 June 

2017 

 

Objectives and actions Performance measures and milestones 

Breast screening * 

Increase breast screening coverage for priority women, 

including Māori, Pacific and unscreened groups 

 Work with the preferred independent service provider 

(when contracted by National Screening Unit) to develop 

an integrated plan focused on increasing coverage for 

Māori women 

 Host (as lead provider) the regional planning meetings 

with key stakeholders to develop further collaborative 

strategies that strengthen screening opportunities for 

Māori, Pacific and unscreened women 

 Establish regular designated sessions for Māori women, 

designed in partnership with local Māori providers 

 Data matching completed as per schedule for GP 

practices located around the fixed site (Palmerston Nth) 

 Data matching completed three months prior to a 

relevant mobile unit visit in MidCentral DHB region as 

per mobile schedule   

 ≥70% of eligible enrolled women aged 50 – 69 

years have received a mammogram within the 

last two years 

 Plan completed by 31 December 2016 

 

 

 Six monthly meetings (March and October) 

attended by key regional stakeholders 

 

 

 At least one designated session per month 

 

 All GP practices participate in scheduled data 

matching at least every 12 months 

 All GP practices participate in data matching 

prior to mobile visit 

 Data matching to generate at least 20% new 

enrolment 

*  Also refer 2016/17 Māori Health Plan 

#  Also refer 2016/17 Public Health Unit Plan 
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 FOCUS AREA:  PLANNED (ELECTIVE) AND REFERRED SERVICES 2.3.4.4

Impacts: More people receive timely access to elective (non-urgent, planned) surgical services 

Increased equity of access to elective surgery 

Fewer people have unnecessary overnight stays prior to day of elective surgery 

More patients are well prepared in advance of their surgery, are able to mobilise earlier post-surgery 

and safely return home more quickly 

More people referred for diagnostic services have shorter waiting times  

Objectives and actions Performance measures and milestones 

Diagnostic imaging services ‡ 

Improve equitable and timely access to diagnostic 

imaging services, through the development and 

installation of a regional radiology services framework 

and a Radiology Information System (RIS) solution  

 Implement imaging access criteria for all imaging 

examinations 

 Establish effective clinical governance of community 

referred diagnostic imaging services  

 Review access to local community referred radiology 

services across the district against population need 

and fitness for purpose 

 Participate in National Patient Flow (NPF) programme 

to capture diagnostic tests once the DHB has 

installed the regional core Radiology Information 

System (subject to successful roll out of the regional 

solution and associated timeframes) 

 ≥95% of accepted referrals for CT scans receive 

their scan within 6 weeks (42 days) 

 ≥85% for MRI scans receive their scan within 6 

weeks (42 days) 

 Regional or national guidelines and access criteria 

for imaging implemented by 30 June 2017 

 Clinical governance arrangements in place by 31 

December 2016 

 Monitor referrals and access to community 

referred diagnostic imaging services each quarter 

 Review completed by 30 June 2017 

 NPF programme for diagnostic tests component  

implemented in accordance with agreed 

phased programme, once regional solution 

successfully rolled out, installed and tested at 

the DHB in the 2016/17 year 

Colonoscopy services 

Sustain timely access to diagnostic and surveillance 

colonoscopy services and facilitate unified approach to 

meeting Global Rating Scale measures 

 Complete localised development of the Map of 

Medicine® colorectal collaborative clinical pathway 

 Consolidate referral and prioritisation guidelines, 

scheduling and patient-focused booking rules into 

single Gastroenterology Service Operational Policy 

document 

 Sustain robust oversight and management of waiting 

lists by weekly capacity planning endorsed by the 

Endoscopy Users Group 

 

 ≥85% of people accepted for an urgent diagnostic 

colonoscopy receive their procedure within two 

weeks (14 days) and 100% within 30 days 

 ≥70% of people accepted for a non-urgent 

diagnostic colonoscopy receive their procedure 

within six weeks (42 days) and 100% within 90 

days 

 ≥70% of people waiting for a surveillance 

colonoscopy wait no longer than twelve weeks (84 

days) beyond the planned date, and 100% within 

120 days 

 CCP published by 31 August 2016 and CCP 

implementation reviewed by 31 March 2017 

 Service operational policy published by 31 

December 2016 and reviewed by 30 June 2017 

 Improvements to three Global Rating Scale 

measures (Appropriateness, Timeliness and 

Booking and Choice) demonstrated by 30 

June 2017 

 

 

 

 

 

 

 

 

 



CHAPTER 2, DELIVERING ON PRIORITIES AND TARGETS 

MIDCENTRAL DISTRICT HEALTH BOARD 

 2016/17 ANNUAL PLAN AND STATEMENT OF INTENT Page 49 
v05 31/08/2016 

Objectives and actions Performance measures and milestones 

Elective surgery services ‡  

Achieve annual target volume of elective surgery 

discharges by end of June 2017 

 Identify options to maximise theatre capacity, 

including alternative to manage day case 

procedures/surgery by 31 December 2016 

 Deliver agreed additional volume of orthopaedic and 

general surgery discharges as part of national 

initiative (year 2) 

 Increased volume of target elective and arranged 

surgery discharges by 327 to a total of 7,877 

discharges delivered by June 2017 for MidCentral 

domiciled patients 

 Standardised intervention rate for cataract 

procedures is ≥27.0 per 100,000 population  

 Standardised intervention rate for major joint 

replacement procedures is ≥21.0 per 100,000 

population 

 ≥98% of resourced elective theatre sessions at 

Palmerston North Hospital are utilised 

 ≥90% of elective and arranged patients are 

admitted on the same day as surgery 

Improve management of referral and treatment pathways 

for elective surgery 

 Implement the national Clinical Priority Access 

Criteria tools for each specialty in accordance with 

timeframes outlined by the Ministry of Health 

 Implement information tool to enable clinicians of 

each specialty to better manage their demand in 

accordance with available capacity to meet 

contracted volume for expected assessments and 

discharges 

 Maintain oversight of ratio of follow up to first 

assessment attendances in each surgical specialty  

 

 

 Implemented within milestone dates for each 

tool 

 

 Reporting system in place by 31 July 2016 

 

 

 

 

 

Reduce elective surgery bed day utilisation through 

planned preparation and earlier mobilisation of patients 

post-surgery 

 Support implementation of the Enhanced Recovery 

After Surgery (ERAS) programme in General Surgery 

and Orthopaedic services  

 Implement ERAS in Urology Service 

 Continue to roll out the ERAS principles to all sub-

specialities 

 Assess options for inpatient bed utilisation to better 

manage the elective surgical throughput (eg electives 

vs acutes – Ward 27) 

 Standardised elective surgical inpatient ALOS 

≤1.62 days by 30 June 2017 

 

 ≤4 days average length of stay for elective hip or 

knee surgery  

 

 ≥50% of patients receiving all elective urology 

patients receiving all ERAS care components by 

30 June 2017 

 Complete roll out of ERAS principles to other 

specialties by 30 June 2017 

 Options analysis informs flexi-bed management 

protocols managed by Hospital Operations Centre 

by 30 September 2016 

Provide more comprehensive information on the outcome 

of referrals from primary care to secondary care and the 

time it takes patients to access care 

 Implement National Patient Flow (NPF) Phases 2-3 

requirements within expected timeframes 

 Milestones for phased implementation of NPF 

data collection requirements met and submitted 

on time 

‡  Refer to Central Region’s Regional Service Plan 

Also refer to section 2.3.4.1 Acute Care System 
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 FOCUS AREA:   CANCER SERVICES ‡ 2.3.4.5

Impacts: People with cancer or suspected cancer receive safe, high quality assessment and treatment services  

 More people with cancer or suspected cancer have faster, equitable access to specialist assessment 

and treatment services 

More people with cancer will be offered curative treatments due to earlier stage presentation 

More people with cancer or suspected cancer will be connected with specialist nursing and supportive 

care services closer to, and before, diagnosis 

All people with cancer needing access to an opinion from a Multi Disciplinary Meeting receive this 

opinion during their care 

Objectives and actions Performance measures and milestones 

All people with cancer can easily access services in a 

timely way to improve overall cancer outcomes 

 Monitor and actively investigate variances from the 

faster cancer treatment (FCT) health target 

 Implement the agreed outcomes arising from of the 

faster cancer treatment in Secondary Care project 

commenced 2015/16 

 If required, contribute to the development of a 

business case to address priorities related to clinical 

resourcing of multidisciplinary meetings (MDMs) 
(Central Cancer Network clinical resourcing project due for 

completion July 2016) 

 Work with Central Cancer Network to undertake 

service reviews against another two tumour 

standards 

 Progress toward ≥85% of patients receiving their 

first cancer treatment (or other management) 

within 62 days of being referred with a high 

suspicion of cancer and a need to be seen within 

two weeks 

 ≥85%  of patients receive their first cancer 

treatment (or other management) within 31 days 

from date of decision to treat 

Increase number of patients treated within the High 

Suspicion of Cancer (HSC) pathway so that more people 

are identified earlier in primary care and referred to 

secondary outpatient services 

 Implement in the MidCentral district, the clinical 

pathways developed as part of the Central Cancer 

Network priority clinical pathway project 

 Continue working with community pharmacy to 

complete  the lung cancer pathway project (phase 

one Ministry of Health FCT project funding) 

 

 

 

 ≥25% of patients receiving a first treatment for 

cancer are treated under the High Suspicion of 

Cancer pathway 

 Completed by 30 June 2017 

Improve quality of services against the provisional tumour 

standards 

 Monitor and measure clinical practice in treatment 

and care for specific types of tumour against national 

tumour standard reviews with continuous quality 

improvement occurring 

 Implement agreed outcomes within current resources 

arising from of the FCT in Secondary Care project 

commenced in 2015/16 for identified tumour types 

 

 

 

 

 

 Urological cancer by 31 July 2016 

 Gynaecological cancer by 30 August 2016 

 Head and neck cancer by 31 September 2016 

 Lung cancer by 30 October 2016  

Strengthen consistency of assessment, referral and 

treatment of prostate cancer 

 Align implementation of the Ministry of Health 

Prostate Cancer Management and Referral Guidance 

(2015) with the Urological cancer pathway FCT 

improvement project 

 In partnership with primary care practitioners, identify 

barriers to access 

 Finalise referral and management pathway 

 

 

 Implementation plan aligned to FCT project plan 

for Urological cancer by 31 July 2016 

 

 Barriers identified by December 2016 

 

 Pathway agreed by 30 June 2017 
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Objectives and actions Performance measures and milestones 

Decrease disparities in access or outcomes for priority 

populations  

 Integrate MidCentral’s equity tools within cancer 

improvement projects to support implementation of 

the Equity of Healthcare for Māori:  A Framework into 

ongoing service planning and operational 

development 

 Tool use evident in all project work streams 

 Equity initiatives and action plans identified in key 

recommendations of tumour stream work 

- Urology by 31 July 2016 

- Gynaecology by 30 August 2016 

- Head and neck by 31 September 2016 

- Lung by 30 October 2016 

Strengthen support for people with cancer and their 

family / whānau  

 Work with CCN on implementation activities related 

to He Anga Whakaahuru: CCN Supportive Care 

Framework 

 Work with wider stakeholders to undertake service 

development work related to the Psychological and 

Social Support roles initiative and participate in the 

national evaluation  

 

 

 Psychological and Social Work referral pathways 

are established and in use by 01 September 

2016 

 Regional / national plan initiatives implemented 

by 30 June 2017 

Improve quality of data and information management  

 Complete chemotherapy electronic prescribing 

implementation and development of associated data 

set across all Regional Cancer Treatment Service 

(RCTS) patient groups 

 Requirements to implement recommended MDM 

business processes are identified to establish a 

potential business case  

 

 E-Scribe implemented for all RCTS patients by 31 

December 2016 

 

 

 Business case developed by 31 December 2016  
(Ministry’s Cancer Health Information Strategy project 

due for completion September 2016) 

Increase capacity of service to meet growing volume of 

patients requiring specialist cancer treatment 

 Prepare a refreshed Oncology Development Plan 

 Subject to approved business case, complete 

implementation of the Computed Tomography (CT) 

Simulator in radiation therapy 

 Subject to approved business case, complete 

procurement and implementation of a replacement 

treatment planning system 

 Procurement strategy and business case completed 

for the purchase of two linear accelerators over the 

2017/18 and 2018/19 years 

 Subject to approved business case, proceed with 

planned building development for the Regional 

Cancer Centre facility 

 All patients who are ready for treatment, wait less 

than four weeks for radiotherapy or chemotherapy 

from decision to treat 

 Development plan completed for approval by 30 

September 2016 

 Subject to approved business case, CT simulator 

commissioned and in clinical use by December 

2016 

 Business case for treatment planning system 

submitted for approval by 30 November 2016 

 Procurement strategy for linear accelerators 

submitted for approval by June 2017 

 Business case for cancer facility submitted by 

March 2017 

‡  Also refer to Central Region’s Regional Service Plan 

 

 

  



CHAPTER 2, DELIVERING ON PRIORITIES AND TARGETS 

MIDCENTRAL DISTRICT HEALTH BOARD 

 2016/17 ANNUAL PLAN AND STATEMENT OF INTENT Page 52 
v05 31/08/2016 

2.3.5 Health of Older People 

What do we want to achieve?  

Throughout our district and for all population groups, we will: 

 Ensure older people experience optimal end of life care regardless of where they wish to die  

 Prevent or slow the onset of frailty , disability or deterioration in health in older people  

 Ensure  people living with dementia, and their family and whānau, are valued partners in an integrated health 

and social support system that optimises their abilities and sense of well-being 

 All older people in our district have equitable access to services 

 Improve access to carer education for family and whānau 

 Improve the quality and safety of services that enable optimal independent functioning and quality of life 

through appropriate needs-based clinical and social supports 

What is our progress so far?  (Current state) 

Dementia care 

Our district has supported significant investment into sustainability and workforce development in dementia care 

services to date. Aged Residential Care (ARC) rates of access have improved for dementia beds, currently sitting at 

78 percent occupancy with wide geographical options for placement into permanent aged care.  Four dedicated 

respite beds catering to all levels for those with dementia are placed throughout the district.  A permanent respite 

case manager/navigator supports a priority group with dementia to access respite to sustain living in the 

community for longer.  

An education programme ‘Walking in Another Shoes’ supports aged residential care staff to understand and 

develop strategies to reduce adverse behaviours associated with dementia.  District wide accessible day services 

for people with dementia are available. Investment in leadership and workforce has occurred with funded support 

to aged care leaders in the Transformational Leadership Programme. The local Alzheimer’s Society staff are 

supported through education and training in dementia and leadership. Needs Assessment and Support 

Coordination (NASC) staff are embedded in multi-disciplinary meetings across mental health and hospital wards to 

improve discharge processes.   

Home based support services 

A review of options in community care for older people living at home was undertaken in 2014 found that there 

were few issues for older people accessing home based support services. Local and regional support/participation 

occurred in the In-Between Travel (IBT) settlement programme in 2015/16 and the DHB will continue to support 

the national agreement for In Between Travel – implementing outcomes as required in 2016/17.  Support and 

input into phase two for working towards a more sustainable workforce has occurred at multiple levels.   

Providers report improved sustainability in workforce due to their internal changes and support of staff and fewer 

complaints (less than four over 12 months) have been reported about the delivery of these services.  

Aged residential care 

Quarterly forums, a focus on integrated and connected up care and support to audit compliance have improved the 

quality of services overall.  Corrective actions for audits undertaken in Aged Residential Care (ARC) facilities have 

reduced over a four year period from around 11.5 percent to 3.5 percent on average. Investment in medicines 

management systems for aged residential care services have resulted in 34 of the 36 facilities implementing 

medicines management over the 2015/16 year.  All 36 facilities have participated in a local falls awareness and 

prevention programme based on MidCentral Health’s ‘Falls Aware Ward’.  A focus on infection control in 2014/15 

resulted in only one corrective improvement action related to implementation of infection prevention and control 

policies and procedures being required following routine audits of facilities.  This improvement has been sustained.  

Aged residential care staff continue to receive support from the Needs Assessment and Service Coordination staff, 

actively participating in regular forums and joint peer review meetings focused on interRAI (clinical assessment and 

care planning) training.   
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Specialist services closer to home and system integration 

We have two well established Health of Older Persons (HOP) teams in our district and an additional specialist 

service is being piloted by a team co-located with an Integrated Family Health Centre (IFHC) being established in 

the Palmerston North city area over the 2015/16 year.  The aim of this 12 month pilot is to have clinicians working 

more closely with the general practice team to enable easier access to specialist advice and support in the 

assessment, treatment and care of older people with more complex needs and avoid the need for these people to 

be admitted to hospital wherever possible.  Additional benefits related to shared practise, workforce training and 

skills development are expected.   

At least ten Collaborative Clinical Pathways have been developed, specifically relevant to older people, to improve 

clinician information and better connected care. A further three are under development.   

A falls prevention and management programme is well established and further supported by a cross sector Falls 

Action Group comprising hospital-based and general practice team clinicians, ACC, and Age Related Residential 

Care (ARRC) providers focused on reducing falls across the district. The number of falls occurring in hospital has 

reduced considerably, and the introduction of falls awareness and prevention education and support in aged 

residential care has resulted in fewer complications associated with falls. 

Information flow between the older person, their family and service providers is an important aspect of supporting 

an integrated health, social and disability services system.  We have implemented some initiatives that reflect this 

principle.  For example we have a ‘Pink Envelope’ system whereby key clinical information (including medication 

charts, admission/discharge documentation, advance care planning where available) is consolidated as part of the 

admission, discharge and transfer arrangements between the hospital and age-related residential care provider.  

Additionally, in the 2014/15 year we made the decision to support Age-Related Residential Care  (ARRC) providers 

in the implementation of electronic medicine management systems.  These systems are considered to improve 

quality and coordination of medicines utilisation at the ARRC facility, community pharmacy, and general practice 

levels, by linking all three providers to one common medication record.  The use of these systems has already 

improved medicines use in the district’s ARRC facilities as measured by medicines wastage, which is 20percent 

lower in the six months to March 2016 period compared with the six months to September 2014 period. 

The DHB will also be completing roll-out of the regional solution for the Clinical Portal (core) in the 2016/17 year, 

which will further enhance access to information between general practice and secondary services in particular.  

Secure access to the ‘Manage my Health’ portal (general practice information) by the Emergency Department is 

also pending, being dependent upon implementation of the Clinical Portal solution. 

Needs Assessment and Service Coordination (NASC) – Access    

Referrals for Needs Assessment and Service Coordination services continue to grow each year with nine to ten 

percent of the estimated population aged 65 years and over receiving home based support services.  Needs 

assessments for access to DHB-funded community-based support services and aged residential care are 

completed by the NASC agency assessors, who are aligned to General Practice Teams and Integrated Family Health 

Centres throughout our district to aid communications and management of referrals.  The majority of older people 

receiving long term home support services have a comprehensive clinical assessment and an individual care plan 

in place; most of whom are seen within 20 days of referral.  For those that are not, service coordination outcomes 

can be obtained in line with our local NASC contract arrangements and timeframes.   For people who have been 

prioritised with an urgent need for community support services, short term community supports are provided prior 

to a Needs Assessment occurring to ensure older people are not at risk while waiting for a Needs Assessment. 

 

 FOCUS AREA:  SERVICES FOR PEOPLE LIVING WITH DEMENTIA ‡ 2.3.5.1

Impacts: People living with dementia, and their family and whānau, experience health and social support 

services that optimise their abilities and sense of well-being 

More family and whānau caring for a person with dementia have access to carer education  

Primary and community care practitioners are better informed and skilled in supporting people with 

dementia 

Objectives and actions Performance measures and milestones 

Increase access for family/whānau carer education 

programme options 

 Align existing carer education/training programmes 

to preferred programme options 

 Review the dementia Collaborative Care Pathway to 

ensure referral pathway is in line with any changes 

occurring  

 By 30 June 2017, at least one member from each 

known family or whānau caring for a person with 

dementia is offered relevant  carer education and 

information 

 All appropriate dementia services within the 

district are connected to and utilising the 

programme by 30 June 2017 
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 Streamline components and access to family carer 

education to be delivered across the district, in 

conjunction with Central TAS work programme 

 Components and access confirmed by 30 June 

2017 (subject to CTAS programme timelines) 

Improve access for General Practice Teams to a range of 

dementia resources from a known, trusted central source 

 Relocate existing dementia resources to central 

repository, including GPT resource contacts 

 Implement communication and promotion strategy to 

inform General Practice teams on available resources  

 

 

 by 31 January 2017 

 

 by 28 February 2017 

Improve knowledge and skills of primary care clinicians to 

better identify, manage and support people with 

dementia ‡  

 Identify an appropriate, targeted education and 

training programme and implement in conjunction 

with CentralPHO and GPTs 

 

 

 

 Programme  established by 31 October 2016 

 Implementation occurs from 01 January 2017 

 Increased use of  the dementia related READ 

codes by GPs across the district  

 FOCUS AREA:   NEEDS ASSESSMENT AND SERVICE COORDINATION SERVICES 2.3.5.2

Impacts: Older people have access to needs-based clinical and social support services 

 More older people have shorter waits for first assessment after accepted referral for NASC support 

More older people are better supported with appropriate, needs based programmes and services 

arising from better use and understanding of interRAI data  

Objectives and actions Performance measures and milestones 

Decrease the proportion of referrals waiting greater than 

20 days for a first assessment by the NASC agency, by 30 

June 2017 

 Utilise frailty indicators from interRAI data to inform 

decisions on clinical and social support services  

 Review NASC service utilisation and referral process 

by General Practice Teams and providers  

 Continue instigating short term support (Packages of 

Temporary Support) when appropriate for referred 

clients who may wait longer than 20 days for their 

needs assessment but need immediate support  

 Establish baseline number of clients assessed by 

NASC in the quarter who are  referred to the 

Palmerston North based HoP specialist team for 

management of frailty  

 Review completed by 31 December 2016 and any 

service improvement changes initiated by 31 

January 2017 

 Number of community-based Packages of 

Temporary Support initiated prior to first interRAI 

assessment  

 ≥95% of older people receiving long term home 

support services have a comprehensive clinical 

assessment and an individual care plan 

 ≤20% of referred people wait greater than 20 

days for a first interRAI assessment 

Increase use of the interRAI assessment Mental Health 

functional assessment tool for all older adults with 

mental illness requiring residential care ^  

 Support the Mental Health service coordination team 

to use interRAI as core assessment tool for ageing 

people with mental illness and addictions   

 Implement diagnosis and clinical assessment 

protocols to inform appropriate placement options for 

residential care 

 

 

 

 ≥95% of all eligible older people with mental 

illness requiring residential care services have had 

an assessment completed using the interRAI MH 

functional assessment tool 

 by 28 February 2017  

 

Increase use of valid interRAI data to inform service 

development in hospital and primary care 

 Confirm role of local clinical lead to lead project  

 Confirm access to and expectations for analytical 

support  

 Disseminate data and report/s of analysis to sector 

clinicians  

 

 

 by  31 July 2016 

 by 31 August 2016 

 

 by 31 December 2016 
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Promote learning from comparative data derived from  

the regional dashboard project ‡ 

 In line with completion of regional project, formalise 

implementation of local learning opportunities 

throughout 2017 

 Engage with the HOP networks to share and learn 

from regional interRAI data that could contribute to 

local service improvements  

 

 

 Outcomes from data are known by January 2017 

and shared with sector providers  

 

 Local participation in and representation at 

regional HOP forums, such as HOP Network and 

Regional Older Persons Forum (twice per 

annum) 

 FOCUS AREA:   AGED RESIDENTIAL CARE SERVICES 2.3.5.3

Impacts: Aged Residential Care service providers are supported to provide optimal end of life care  

Objectives and actions Performance measures and milestones 

Increase proportion of people in aged residential care 

facilities who have a relevant, up-to-date interRAI  

assessment completed 

 Provide ARC forum with data and feedback on 

performance rates 

 Work with ARC providers to identify barriers to 

achieving target assessment rates and implement 

support as required 

 Use interRAI data to review those clients not 

assessed prior to ARC placement to address any 

issues or trends, on a six-monthly basis 

 Increased percentage each quarter of people in 

ARC facility who have a subsequent interRAI Long 

Term Care Facility (LTCF) assessment within 230 

days of previous assessment (baseline 64% as at 

December 2015) 

 ≥95% of LTCF people in ARC facility who have 

been assessed using an interRAI Home Care 

assessment tool in the six months prior to first 

LTCF assessment 

 Twice per annum review - January 2017 and July 

2017 

Improve end of life care options for people living in Aged 

Residential Care facilities  

 Confirm MoH funding  and plan implementation of 

Palliative Care Service Initiative in ARC 

 Commence implementation  

 Review implementation outputs and timeframes 

against the  palliative care business case with the 

provider 

 

 

 

 by 31 August 2016 

 

 by 30 June 2017 

 FOCUS AREA:  SPECIALIST SERVICES FOR HEALTH OF OLDER PEOPLE AND SYSTEM 2.3.5.4

INTEGRATION 

Impacts: More older people have timely access to specialist services provided by Health of Older People team in 

the community 

 Fewer older people are injured due to falls     

Objectives and actions Performance measures and milestones 

Improve access to specialist community-based services 

for older people with complex health conditions ^ 

 Complete evaluation of pilot specialist Health of 

Older People (HOP) team service co-located with one 

Palmerston North IFHC 

 Subject to evaluation and case for change proposal 

being approved, implement service development 

plan  for the specialist Health of Older Persons 

(HOP) team  

 Evaluation completed by 31 December 2016 

 Qualitative measures contained within the 

business case are met according to plan 

 Reduced number of referrals to Elderhealth 

outpatient clinics and hospital-based allied health 

services 

 Case for change proposal submitted for approval 

by 31 March 2017 
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Reduce risk of injury resulting from falls through 

implementation of a district wide falls and fracture 

prevention management programme throughout 

2016/17 # 

 Continue implementation of district-wide Falls Action 

Group work plan for falls prevention and 

management including review of data, current 

trends and impacts resulting from work plan 

 Implement promotional programme of activities for 

falls awareness and prevention throughout the year 

 Monitor utilisation of Vitamin D supplements by ARC 

residents  

 

 

 

 

 By 30 April 2017, one education symposium is 

delivered for the district  

 Deliverables and milestones of Falls Action 

Group’s work plan achieved on time  

 By 31 December 2016, ≥70% of DHB-funded ARC 

residents will have been dispensed vitamin D 

within the past 3 months 

 

Minimise risk of secondary/subsequent fractures through 

provision of a well-coordinated  Fracture Liaison Service 

(FLS) throughout 2016/17 

 The fracture liaison service continues to be 

developed and embedded across system  

 Work with ACC to implement the “Improving Falls 

and Fracture Service Outcomes for Older People;  
Prevention and Rehabilitation” programme 

 

(also refer Quality Improvement Programme – Falls reduction) 

 

 

 

 By 30 September 2016, full reporting of fracture 

liaison service referrals and utilisation occurs 

(including osteoporosis management and strength 

and balance programme, or similar). 

 PHO project support systems established by 31 

March 2017 

Improve safe and effective medication management for 

people living in aged residential care facilities  

 Review benefits achieved from implementation of the 

electronic medication management system(s) in ARC 

facilities to date (incorporating GPs and community 

pharmacies) 

 Establish regular cross-sector monitoring framework 

overseen by the Integrated Medicines Management 

Leadership Alliance (IMMLA) to share benefits and 

performance improvement opportunities 

 

 

 Establish baseline data set and performance 

reporting system for medicines use and 

medication management by 30 October 2016 

 

 Provide report of findings for cross sector 

information by end 30 June 2017 

 

 FOCUS AREA:   PALLIATIVE CARE SERVICES AND ADVANCE CARE PLANNING   2.3.5.5

Impacts: More people receive consistent standardised palliative care assessment and experience quality end of 

life care 

 More people in our district have access to bereavement information and support 

Objectives and actions Performance measures and milestones 

Increase the number of people receiving standardised  

consistent assessments for end of life care (subject to 

agreement from the national interRAI Governance Group)  

 Establish outcomes and learning from 2015/16 

pilot and implement the interRAI palliative care 

assessment tool where appropriate 

 Work with aged care providers to raise awareness of 

additional assessment tool 

 

 

 

 

 by December 2016 

 

 by 31 January 2017 

Increase access to palliative care bereavement support 

guidelines and toolkit 

 Disseminate guidelines and toolkit to aged 

residential care and primary care providers across 

the district by December 2016 

 Undertake desktop evaluation of ARC providers using 

the bereavement guidelines  

 Integrate bereavement guidelines into the training 

programme delivered by Education Research Unit 

within Hospice 

By 31 December  2017 

 30% of ARC providers have included the 

bereavement guidelines into their death/dying 

policies by 31 December 2017 

  

 Bereavement guidelines are integrated into the 

palliative care partnership training and updates 

 Champions to support use of the bereavement 

guidelines are identified in each ARC facility 
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Advance the integrated specialist palliative care model 

for the district  

 Develop and confirm integration principles 

 Identify integration service changes (if required)  

 

 

 by 31 September 2016 

 by 30 December 2016 

Improve workforce competency in having advance care 

planning conversations with patients and their family and 

whānau ‡ 

 Promote Advance Care Planning (ACP) level 1 on-line 

training programme and support staff to register and 

complete training 

 Identify staff to undertake level 2 ACP training  

(subject to regional allocation of planned training 

placements and to confirmed funding for Level 2 

trainees) 

 Review and align ACP Collaborative Clinical Pathway 

 

 

 

 

 

 

 Two additional staff trained to ACP Level 2 by 

September 2016 and a further two by 30 April 

2017 

^  Also refer to the Mental Health and Addictions Service plan 

‡  Refer to Central Region’s Regional Service Plan 

# Refer to Quality Improvement Programme section – Falls Quality Safety Marker 
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2.3.6 Mental Health and Addictions (also see Youth Health service plan) 

What do we want to achieve?  

 
Throughout our district and for all population groups, we will: 

 Increase access to timely and appropriate assessment, treatment and follow up 

 Improve capability for earlier identification of and intervention for mental health and/or addiction issues 

 Increase equitable access for Māori, Pacific and socioeconomically disadvantaged populations  

 Improve the quality and safety of acute mental health and addiction services  

 Improve coordination and partnerships across the care continuum inclusive of social services, education and 

justice 

 Increase access to primary care options  

 Strengthen responsiveness of well-coordinated primary, secondary and community based mental health 

services 

 Increase opportunities for consumer engagement and feedback in the design and delivery of services 

throughout the district 

What is our progress so far?  (Current state) 

Access to services 

We have invested in the development of primary mental health care services in our district to improve access to 

assessment and treatment options for people with mild to moderate mental health issues.  We have also 

supported a shared care programme between secondary and primary care services for people with a long term 

mental illness; this will be further developed with a more holistic focus in the 2016/17 year.   

Access to services for offenders with alcohol and drug issues referred by the Community Probation Service has 

improved through a single point of entry as well as having on-site availability of a service provider to meet with 

clients at Community Probation.  Over the year 724 offenders with alcohol or drug issues have been seen and a 10 

percent reduction in the rate of alcohol or drug related reoffending by offenders has been noted. 

Specialist mental health and addiction services provided by the DHB and Non Government Organisations saw 

6,321 clients over the 12 months to end December 2015 – 3.7 percent of the estimated total population.  

Proportionately more Māori were seen over the same period at 5.2 percent of the total Māori population in our 

district, consistent with previous years and maintains access rates at the target levels. 

We have established a Non Government Organisation to assist consumers with vocational and employment options 

co-located with the secondary Māori Mental Health service, which will continue over 2016/17 year.   

A specialist mental health and addiction services for older people has been established, enabled by the 

appointment of a psychogeriatrician, and will be further developed with a model of care that delivers community-

based specialist psychogeriatric services in partnership with NGOs, the aged care sector and consumers. 

Responsiveness and wait times 

The waiting times for new clients with a non urgent referral to alcohol and drug services have improved over the 

last year - particularly for young people (aged 0 – 19 years) being seen. For the 12 months to end December 2015, 

85 percent of clients were seen within three weeks and 98 percent within eight weeks.  Notable service 

improvement activities were undertaken by the Non Government Organisations providing alcohol and drug services 

to reduce their waiting times, which have resulted in achieving the targets more consistently.  

An improved process has been put in place to capture client feedback and complaints – developing further 

consumer, family and whānau engagement and feedback mechanisms will continue to be a focus area for 

2016/17. 

A community led advisory group was established to develop the Suicide Prevention and Postvention Action Plan for 

the district.  The key areas of focus for the current year include addressing issues such as means of suicide in the 

local community, cyber bullying and workforce development.  As a three year plan, this programme of work will 

continue into the 2016/17 year. 

There are now no waiting lists for people to by seen by the secondary community-based mental health team; 

further development of the acute response services is a key focus area for 2016/17.  
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Service improvements and workforce development 

Implementation of the ‘Let’s get real’ competency framework has increased capability across the mental health 

and alcohol and other drug service providers to deliver services that assist the needs of service users and their 

families and whānau.  We continue to participate in Central Region’s Mental Health and Addictions network in 

implementing a consistent workforce planning and development programme (in conjunction with Te Pou), with a 

particular focus on the non regulated workforce sector, such as support workers, kaiawhina roles and allied health. 

An external review of the secondary Mental Health and Addictions services in late 2014 resulted in a number of 

recommendations being made for improvements and redevelopments in the structure, governance, culture,  

quality and workforce of the Service.  Phase one of the programme change has seen an increase in staffing 

numbers (including psychiatrists) at the acute inpatient unit, stronger clinical governance arrangements in place 

led by the executive leadership team, a redeveloped quality improvement team that has reviewed and updated 

policies and incorporated a more robust system for the review of adverse events.  Outcomes from an options paper 

for the redesign and build of the acute inpatient unit being considered by the Board in late 2015/16 will feature as 

a significant piece of work to be undertaken in the 2016/17 year. 

 

 FOCUS AREA:   ACUTE MENTAL HEALTH AND ADDICTION SERVICES  2.3.6.1

Impacts:  People needing specialist mental health or addiction services receive them on time 

 Fewer people have acute readmissions to specialist mental health services 

 Patients are treated and cared for in a safe acute inpatient environment and protected from harm 

 More patients discharged from the acute inpatient unit have a better experience of care and have 

agreed transfer of care arrangements in place 

Objectives and actions Performance measures and milestones 

Reduce unacceptably high occupancy levels and lengths 

of stay in acute inpatient unit  

 Subject to approved options analysis and business 

case for redesign of the inpatient unit, complete 

business case and implementation planning 

requirements  

 Continue work with NGO sector to better enable 

transfer/discharge of clients to community supported 

accommodation options 

 Re-establish discharge goals with expected dates of 

discharge documented in treatment plans in 

partnership with consumers and their family and 

whānau 

 

 

 Inpatient unit redesign project implementation 

commenced from October 2016 

 Occupancy rate <100% of purchased acute bed 

days 

 LOS for outliers <3/12 

 

 ≥80% consumers discharged with family input to 

transfer of care plans 

 ≥95% consumers discharged from acute unit seen 

by community mental health service within 7 days 

of discharge 

Improve access to consistent, coordinated services for 

assessment and follow up of clients in crisis and provide 

a better response to consumers presenting with acute 

need  

 Implement the transition plan to achieve the 24/7 

seven-day-a-week crisis and acute response service 

 Increase responsiveness to Police through 

established relationship protocols and processes 

 Implement and monitor crisis response action plans 

with known clients referred by Police 

 Review implementation progress and results end 

of October 2016 

 Increase proportion of Police referrals responded 

to with a direct contact by Acute Care Team within 

3 hours of referral 

 Number of complaints received from referrers 

(including self-referred consumers) regarding 

inability to access acute team within expected 

timeframes (no target) 

Implement district-wide model of care for mental health 

specialist services for older persons 

 Develop community team across the district to 

deliver community-based specialist psychogeriatric 

services in partnership with NGO, aged care sector 

and consumers 

 Establish baseline data collection to measure impact 

of change/development 

 

 

 Agreed model and referral pathways in place by 

30 October 2016 

 District-wide service implemented by 31 

December 2016 

 All admissions to STAR1 meet criteria for 

admission to inpatient specialist mental health 

service for older people 
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Objectives and actions Performance measures and milestones 

Improve equity of access and timeliness of service 

response for all population groups across the district 

through increased capacity of community based mental 

health services 

 Develop a model of care to deliver improved capacity 

to better enable access to coordinated services 

across a district wide service continuum 

 

 Updated model of care implemented by February 

2017 

 ≥80% non-urgent referrals are seen within 3 

weeks (all ages and all ethnicities) 

 ≥95% non-urgent referrals are seen within 8 

weeks (all ages and all ethnicities) 

 Percentage of the total population (all ages) seen 

by 30 June 2017  

Māori >5% 

Non Māori  >3% 

Total >3.8% 

(also see Youth Service Plan for 0 – 19 yr old) 

Clients receive improved safe delivery of treatment 

options for opioid addiction per standard guidelines 

 Review volume and utilisation levels of identified 

clients for Opioid Substitution Treatment (OST) 

primary and secondary interventions  

 Implement recommendations from the external audit 

of the OST programme 

 

 

 Analysis and review of service agreements 

completed by 31 July 2016 

 ≤3% variance in contracted volume of clients 

(primary, secondary and shared care) 

 Recommendations implemented from 01 

September 2016 (subject to any priority corrective 

action dates) 

Support staff to better engage with consumers and family 

as valued partners in service delivery and service 

development opportunities across Mental Health services 

 Deliver a cultural change workforce education and 

development programme in partnership with Te Pou 

 Implement consumer engagement project 

recommendations 

 

 

 

 Workforce programme commenced by 01 October 

2016  

 Consumer feedback surveys in place by 31 August 

2016 

 Three surveys completed by 31 December 2016 

Reduce the number of Māori receiving mental health 

care under a Compulsory Treatment Order (CTO) relative 

to non-Māori population 

 Project group to complete comparative analysis of 

utilisation rates and identify factors leading to use of 

CTOs for Māori and non-Māori   

 Agreed recommendations for planned approach to 

address attributable differences in utilisation of CTOs 

implemented by 30 September 2017 

 Rate of Māori people per 100,000 population 

receiving treatment under a compulsory treatment 

order relative to non-Māori  and New Zealand 

rates 

(No target) 

Baseline: 
12 months to 30 

September 2015 

Māori Non Māori  

New Zealand 294 100 

MidCentral  143 (n.48) 67 (n.93) 
 

Improve quality of care delivery system, reduce risks and 

enhance the consumer’s experience of care 

 Strengthen clinical governance arrangements, quality 

and risk systems including performance monitoring 

mechanisms  across the Mental Health and Addiction 

Service 

 

 

 Clinical governance arrangements fully 

implemented by August 2016 

 Performance monitoring and compliance auditing 

system and processes established  across all 

services by October 2016 
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 FOCUS AREA:  INTEGRATED MENTAL HEALTH AND ADDICTION SERVICE  2.3.6.2

Impacts: Fewer people referred by the Community Probation Service for an alcohol and/or drug offence reoffend  

 Children who have parents with a mental illness are supported and more resilient 

 People with a long term mental illness experience better integrated and coordinated holistic health 

care and social support services 

 More Māori, Pacific and socioeconomically disadvantaged populations have equitable access to 

mental health and addiction services  

Objectives and actions Performance measures and milestones 

Improve outcomes for offenders engaged with Alcohol 

and Other Drug (AOD) Services through the Community 

Probation Service 

 Establish agreed outcomes for offenders referred by 

Community Probation Services to the Single Point of 

Entry AOD Services using the Alcohol & Drug 

Outcome Measure (ADOM) tool  

 Develop protocols for sharing information across 

Department of Corrections and DHB  

 Analytical and data capability agreed upon by 

February 2017 

 

 

 

 Agreed common outcomes for offenders identified 

by September 2016  

 % of total clients seen over the year by addictions 

service providers who were re-referred by CPS 

with alcohol/addiction related re-offending  

 By December 2016 

 First reports available for review from July 2017 

Increase support for children of parents with mental 

illness and/or addiction  (Supporting parents, healthy 

children)  

 Undertake snapshot survey of adult mental health 

and addiction services to identify target areas that 

would benefit from Supporting Parents, Healthy 

Children approaches  

 Provide toolkit information resource to all parents who 

are in specialist adult mental health and addiction 

services.  

 Increase utilisation of existing children’s programmes 

and programmes for children with parents that have a 

mental illness delivered by NGO Supporting Families 

Manawatu from 01 April 2017  

 

 

 

 Complete survey and report of results by 30 

September 2016 

 

 

 Commence roll out of toolkit resource pack from 

01 October 2016 

 

 Number of referrals received by NGO Supporting 

Families Manawatu for children of parents with a 

mental illness – reported 6 monthly 

Ensure local and regional capacity to respond to potential 

requirements from the new Substance Addiction 

(Compulsory Assessment and Treatment) Bill ‡ 

 Implement local change management plan for an 

Adult AOD services focused on withdrawal 

management options, respite, peer support in line 

with Central Region’s AOD Service model and 

available regional funding 

 Build whānau ora approaches to care and improving 

access for Māori and Pacific populations 

 Undertake an impact analysis of potential 

requirements arising from the proposed Substance 

Addiction (Compulsory Assessment and Treatment) 

Bill expected to be implemented in 2016/17 

 

 

 

 

 Subject to regional decisions, commence from 

October 2016 

 Two local sector workshops for AOD teams  

completed by August 2016 

Maintain an accessible and cost effective primary health 

care service for people with a long term mental illness 

through redesign of the Shared Care Programme 

 Recommended actions for redesigned model for 

Shared Care from project group provided for approval 

by 30 September 2016 

 Subject to case for change, implement 

recommendations from 01 November 2016 

 Proportion of service users under the Shared Care 

Program who have a Comprehensive Health 

Assessment Review (including physical health 

status) completed  

 ≥50% of service users on Shared Care Programme 

are reviewed at least three monthly by a 

designated clinician 
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Objectives and actions Performance measures and milestones 

Consider requirements to support the shift to an outcome 

focused approach   

 Undertake educational workshop with the NGO 

primary care providers to increase awareness and 

socialise understanding of an outcomes based 

approaches  

 Establish implications of implementing the 

Commissioning Framework and a National Population 

Outcomes Framework proposed by the Ministry from 

2016/17 

 

 

 By September 2016 

*  Also refer 2016/17 Māori Health Plan 

‡  Also refer to Central Region’s Regional Service Plan 

^  Also refer Health of Older People service plan (section 2.3.5) 

Also refer Youth Health service plan (section 2.3.3) 
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2.3.7 Quality Improvement Programme 

What do we want to achieve?   
 

Throughout our health and disability services, we will: 

 Reduce opportunity for health care related harm to our patients 

 Establish meaningful and enduring engagement and partnership with our consumers 

 Improve patients’ experience of care 

 Strengthen the capacity of our workforce and clinical leadership in the delivery of service improvement 

activities 

What is our progress so far?  (Current state) 

Falls  

We have achieved and sustained the target for falls risk assessment and care planning.  We have a strong and 

embedded approach to falls injury reduction and have implemented the falls aware ward programme both within 

our hospitals and in aged residential care. There is an apparent reduction in fractured hips related to falls in 

hospital. 

Hand hygiene  

We have not met the new target of 80 percent for good hand hygiene practices however we continue to improve 

our compliance rate with the objective of achieving and exceeding 80 percent through staff education, clinical lead 

champions, consistent messaging and regular feedback.  We also maintain a pool of staff who are trained in 

auditing good hand hygiene practice.    

Surgical Site Infection Surveillance and Safe Surgery 

Positive progress has been made on all three surgical site infection process measures being achieved in 99 

percent or more of the primary hip and knee operations performed.  We have maintained a very low surgical site 

infection rate at below the national median of 1.3 per 100 hip and knee operations.   We commenced 

implementation of the teamwork and communication process for surgical safety early in 2016. 

Electronic Medication Reconciliation.  

We have not been able to implement this given that the information system platform required for this is not yet in 

place. This is being rolled out as part of Central Region’s Information Systems Plan and implementation of the 

Clinical Portal (Core) is due for completion at MidCentral DHB later in the 2016/17 year.  Paper based medication 

reconciliation continues to meet target at 80% of prioritised patients. 

Quality Account.  

Our annual Quality Accounts continue to be developed and published in partnership with CentralPHO and will 

continue in 2016/17.  Guidance provided to all DHBs from the Health Quality and Safety Commission is considered 

when these Quality Accounts are prepared and they encompass key quality improvement activities and 

performance measures relevant to the previous year.  We also provide regular reports to the Clinical Board and the 

Board Committees on our quality improvement activities, clinical risk and key performance indicators. 

Consumer Engagement.  

We have consumer representatives on our clinical governance and credentialing groups. We have also partnered 

with the Health Quality and Safety Commission (HQSC) to join the ‘Partners in Care’ programme and have initiated 

four co design groups to improve care and support for consumers presenting to the Emergency Department; 

medication management on discharge; management of severe nausea and vomiting in pregnancy and spiritual 

support for refugees.  The Inpatient Experience survey continues to be undertaken quarterly with continuing 

analysis of results and attention to comments provided. 

Capability and Clinical Leadership.  

With assistance from HQSC we have supported one person to undertake Improvement Advisor training and plan to 

support more staff to do this in the 2016 and 2017 intakes.  We have approximately twenty staff involved in the 

Partners in Care Programme and another ten involved in the Opioid Collaborative.  We also supported ten clinical 

staff to attend a workshop on Clinical Leadership in Quality and Safety. 
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 FOCUS AREA:  IMPROVING QUALITY, SAFETY AND EXPERIENCE OF CARE  2.3.7.1

Impacts: Fewer people are injured as a result from falling while in hospital 

 Fewer people are exposed to hospital acquired infections 

More consumers are engaged in advising and participating in quality improvement activities  

Objectives and actions Performance measures and milestones 

Falls 

Reduce injury from falls in hospital  

 Review falls data every month and implement rapid 

cycle improvement to address any shortfalls 

 Complete implementation of outcome from bathroom 

audit and evaluate in December 2017 

 Implement falls aware ward programme in final two 

inpatient areas 

 Maintain cross-sector multidisciplinary falls 

awareness and prevention programme, including 

hospital based clinicians, ARCs, ACC, GPTs and PHO 

 

 ≥90% of older patients aged 65+ years (55+ 

years for Māori and Pacific people) admitted to 

hospital have a falls risk assessment completed 

 

 ≥98% of older patients aged 65+ years (55+ 

years for Māori and Pacific people) assessed at 

risk of falling receive an individualised care plan 

addressing the risks identified 

Hand hygiene 

Achieve and sustain good hand hygiene practices 

 Address any shortfall in achievement of target by 

using rapid cycle improvement projects led by local 

front line clinicians supported by the Infection 

Prevention and Control team 

 Engage and support staff to complete the auditor 

training programme delivered twice per annum 

 Analyse and disseminate results at all levels on a 

regular basis 

 Promote good hand hygiene practice championed by 

executive and clinical leaders through consistent 

messaging and regular feedback  

 ≥80% compliance with good hand hygiene 

practice by end June 2017 

 Ten staff successfully complete hand hygiene 

auditor training over the year to maintain a 

minimum pool of 15 auditors 

Surgical safety 

Improve surgical safety through good team coordination 

and communication practices 

 Implement briefing and debriefing for each theatre 

list and use of checklist as a teamwork and 

communication tool 

 All three parts (sign in, time out and sign out) of 

the surgical safety checklist are being used in a 

minimum of 90% of operations 

 Levels of team engagement with the checklist are 

at 5 or above (as measured by the 7-point Likert 

scale) 95% of the time 

Sustain achievement of surgical site infection process 

measures 

 Review results on a quarterly basis and implement 

improvement actions if required to address any 

shortfall that occurs on a consistent basis 

 ≥95% of hip and knee replacement patients 

receive cefazolin ≥2g or cefuroxime ≥1.5mg as 

surgical prophylaxis 

 100% of hip and knee replacement patients 

receive prophylactic antibiotics 0-60 minutes 

before incision 

 100% of hip and knee replacement patients 

receive appropriate skin antisepsis 

Medication reconciliation 

Reduce medication errors and medication-related harm 

 Implement electronic medication reconciliation 

following successful roll out of regional clinical portal 

(core) solution completed during 2016/17 year 

 Improve quality of manual medication reconciliation 

by implementing a 5 step medicines review process 

 

 

 ≥75% of prioritised patients receive medication 

reconciliation within 24 hours of admission 

(Māori and Pacific people aged 55 years and over, all people 

aged 65 years and over, all people with a chronic health 

condition and who have been in hospital in the last year and 

all people admitted to hospital with a hip fracture) 
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Objectives and actions Performance measures and milestones 

Pressure injury 

Reduce the potential for harm to patients from pressure 

injuries through  a consistent approach to the prevention, 

assessment and treatment of pressure injury and 

nutritional status 

 Establish and implement a cross sector Pressure 

Injury Action Group (including hospital based and 

Aged Residential Care providers along with ACC)  

 Commence implementation of the agreed cross 

sector work plan 

 Improve staff training and understanding of 

classification and management of pressure injury 

 Review MidCentral Health’s tools, policies and 

procedures in relation to pressure injuries and 

nutritional status 

 Implement findings from the national care indicator 

survey 

 

 Occurrence rate of pressure injuries per 1,000 

bed days (target ≤4.0) 

 10% reduction in inpatient pressure injuries of 

grade 3 or above 

 Milestones of PIAG work plan achieved by all 

relevant parties on time 

 ≥90% adult inpatients have a Braden risk 

assessment completed within 8 hours of 

admission 

 ≥90% of patients assessed as being at risk of a 

pressure injury have a documented individualised 

care plan to address their risk 

 All pressure injuries are appropriately reported via 

the Riskman (incident reporting) system 

 All pressure injuries designated as a serious 

adverse event (including grade 3 or above) are 

reported to the HQSC 

 Review of policy, procedures and tools completed 

by 30 September 2016 

 Pressure Injury Action Group receives quarterly 

monitoring report of progress against the 

implementation plan   

Restraint management  

Implement a consistently applied approach to clinical 

services’ restraint management in the Central Region 

 Lead work with Central Region’s DHB colleagues to 

establish standardised approach to safely manage 

implementation of a restraint  policy and practices 

across hospital clinical services in the region 

 Develop options for staff training 

 

 

 

 Regional service improvement plan agreed by 

November 2016 

Consumer engagement and patient experience 

 Establish sector-wide Consumer Alliance Council in 

line with the DHB’s revitalised Strategic Framework 

and subsequent development of strategic plan over 

the 2016/17 year 

 

 

 Consumer Alliance Council (or similar) established 

by 31 March 2017 

 Transform the model of spiritual care to improve the 

patient/family experience 

 

 Core competencies on spiritual care developed for 

all staff by December 2016 

 Staff education programme implemented from 

February 2017 

 Develop an enduring Partners in Care Programme  Complete implementation of outcomes from the 

four projects undertaken in 2015/16 

 Identify and commence two further co design 

projects in 2016/17 

 Continue implementation of the national quarterly 

inpatient experience survey tool (also refer to 

Performance Measures - SI8) 

 Targeted improvement actions undertaken in 

response to average results consistently not 

achieving at least the national average overall 

score in each domain  
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Objectives and actions Performance measures and milestones 

Quality improvement capability and leadership 

 Support clinical staff to complete Improvement 

Advisor training in 2016/17 and 2017/18 

 Develop and implement a Quality Improvement 

Collaborative across settings 

 Lead development and compilation of the 2015/16 

Quality Account for publishing within five months of 

fiscal year end 

 

 Up to five clinical staff commence HQSC 

supported training programme in 2016/17 year 

(March intake) 

 QI collaborative established by 30 September 

2016 

 Annual Quality Account for 2015/16 published by 

30 November 2016 

‡  Also refer to Central Region’s Regional Service Plan 

^  Also refer to the Health of Older People service plan (section 2.3.5.4) 
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2.3.8 Health Workforce Programme 

What do we want to achieve? 

Throughout our health and disability services, we will : 

 Increase the level of engagement with staff in setting and delivering on the organisation’s strategic direction  

 Establish a continuous quality improvement culture across the organisation where staff have the confidence 

and ability to test out new ideas 

 Expand and integrate education and development programmes 

 Further develop leadership training opportunities and experience 

 Support staff to achieve their full potential 

 Have a safe and healthy work environment in which staff feel valued and appreciated 

 Make the best use of regional collaboration to support our workforce and improve service delivery  

What is our key approach?   

Supporting our people:  Our ability to be a high performing health system which meets immediate and future 

demand relies on having the right people with the right skills, working in the right place.  It is critical that we 

continue to engage our workforce in the transformational change we require and in the development of integrated 

models of care and break down barriers that prevent health professionals from working to the full extent of their 

scope. 

Our culture is an important part in transforming and integrating our health system.  To meet the needs of our 

population and fully achieve our vision and values we need to be able to do things differently, building on the 

achievements we have made to date.  To this end we will be developing and implementing a People and Culture 

Strategy with strategies and initiatives covering culture change, organisational development and workforce 

planning.    Built into this will be initiatives that address the feedback and key themes that staff raised in the 

second Staff Safety Culture Survey we undertook in 2015 and in other workshops and forums. 

We will also focus on expanding and integrating education and development programmes, and developing our e-

learning platform.    

The Regional Training Hub provides further opportunities for greater collaboration across our region and we will 

continue to participate and support the workforce initiatives contained in Central Region’s Regional Service Plan. 

 FOCUS AREA:  ORGANISATIONAL CULTURE AND CHANGE 2.3.8.1

Objectives and actions Performance measures and milestones 

Implement transformational organisational change within 

MidCentral DHB to achieve a high performing health 

system in line with the DHB’s strategic framework and 

feedback received from staff 

 Develop a People and Culture Strategy focused on 

culture change, organisational development and 

workforce planning by 31 December 2016 

 Update documentation and embed the DHB’s strategic 

framework into Human Resource policies, procedures, 

systems and processes by 30 June 2017 

 

 

 

 

 Report six monthly on progress against key 

milestones of the People and Culture Strategy 

implementation plan 

Build change leadership capability ‡ 

 Develop and implement a talent management 

programme by 31 December 2016 

 Complete a further medical leadership introductory 

education and development programme by 30 June 

2017 

 Undertake a further transformational leadership 

programme by 30 June 2017 

 

 

 

 

 

 Two TLP programmes with up to 20 participants 

each held over the year 
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 FOCUS AREA:  WORKFORCE CAPACITY AND CAPABILITY 2.3.8.2

Objectives and actions Performance measures and milestones 

Improve workforce planning, sourcing and training 

opportunities through work with the Central Region’s 

Regional Training Hub (Regional Director of Workforce) to 

extend workforce capacity and capability ‡ 

 Implement community-based attachments for pre-

vocational trainees  

 Participate in regional workforce talent management 

and succession planning 

 Support regional planning programmes to identify 

future workforce requirements within the region 

 

 

 

 

 

 12 community-based pre-vocational trainee 

placements over the year 

 Regional agreement on principles for 

secondment (regional workforce talent 

management framework) in place by 31 March 

2017 

Reduce number of staff with accumulated excess annual 

leave balances  

 Continue implementation of the annual leave 

management plan across all staff groups 

 

 

 <26,000 hours of accumulated excess leave 

balances 

Expand workforce capability through improved training, 

education, learning and career development ‡ 

 Continue to explore opportunities with MidCentral DHB, 

the PHO, other local providers and regionally to embed 

and share e-learning modules 

 

 

 Number of new e-learning modules launched in 

the year 

Implement requirements of the Vulnerable Children Act 

including alignment of the DHB’s child protection policy 

with relevant sections of the Act ^ 

 Align the DHB’s child protection policy with relevant 

sections of the Act  

 Continue to implement the worker safety checking 

requirements of the Vulnerable Children Act in line with 

the effective dates in the legislation, including re-

checking on a three-yearly basis 

 

 

 

 Implement, monitor and enforce the “workforce 

restriction” provisions in the Vulnerable Children Act 

 

 

 Revised policy in place and available online by 

30 September 2016 

 Implement worker safety checking for new “non-

core” children’s workers by 1 July 2016 

 Safety checking process for existing “core” 

children’s workers underway from 01 July 2016 

(to meet the timeframe in the Act of being 

completed by 1 July 2018) 

 Commence the safety checking process for 

existing “non-core” children’s workers by 30 

June 2017 (to meet the timeframe in the Act of 

being completed by 1 July 2019) 

 By 30 June 2017 implement a process to follow 

in the event that an existing staff member 

working in a “core” children’s worker role has a 

conviction for a specified offence (as defined in 

the Act) (“the workforce restriction”) 

‡  Also refer 2016/17 Central Region’s Regional Service Plan 

^  Also refer Child Health service plan (section 2.3.2.3) 
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2.3.9 Living Within Our Means 

What do we want to achieve?  

Our health and disability services as MidCentral DHB will:  

 Achieve sustainable operating surpluses  

 Establish the capacity to absorb short-term demand impacts 

 Create the financial capacity for long term development requirements 

 Implement strategic investments in the wellness of our community over time 

 Deliver financial performance within the planned budget for the year  

 Establish a stronger financial position to deliver long term investment strategies  

 Deliver outputs in accordance with purchased levels 

What is our progress so far?   

The operating performance of MidCentral DHB in 2014/15 was a deficit of $2m. Actions to constrain the financial 

pressures arising from increasing demand on hospital services coupled with other cost pressures are countering 

those to maintain the 2015/16 result at a similar $2m operating deficit for the year. The effect of this, and of the 

investment requirements for addressing seismic issues and upgrading Information Technology infrastructure, has 

limited the capacity to make strategic investments and constrains our ability to initiate new programmes for 

improving the health and wellbeing of our community      

 FOCUS AREA:  FINANCIAL MANAGEMENT PROGRAMME 2.3.9.1

Objectives and actions 

Improve and stabilise financial performance 

 Continue focus on operational excellence to operate efficiently at current levels    

 Generate cost savings and improvements in efficiency and productivity through ongoing business improvement 

initiatives 

 Effectively manage leave to reduce liability and balance resource levels 

Manage the impact of demand and cost growth on operations 

 Prioritise funding to where it can best contribute to reducing future demand  

 Improve ability to flex-up to respond to demand spikes 

 Continue and expand initiatives to more effectively manage chronic conditions 

Increase the benefits of collaboration 

 Combine efforts within centralAlliance and other regional arrangements for mutual benefit where sensible 

 Actively engage with New Zealand Health Partnerships to explore areas of procurement where significant 

advantage might be achieved 

 Leverage the Ministry of Business and Innovation and Employment (MBIE) led All of Government contracts to 

reduce relevant input costs 

 Maintain and increase ongoing collaboration between clinical services to address the care pathways and 

opportunities to increase preventive activity and early intervention to reduce demand on hospital-based 

services 

 Engage with the Ministry of Health on the work programme of the former National Health Committee (subject 

to confirmation of the programme)  

Optimise financial capacity for strategic investment 

 Strengthen processes for capital management to increase return on investment and strategic prioritisation of 

available resources 

 Develop a Long Term Investment Plan (covering 10 year period) that dovetails with known regional and 

national plans – submit draft by 30 September 2016 and final LTIP by 31 October 2016 for review by the 

Ministry of Health 

 Develop an holistic Campus Property Strategy incorporating and updating the insights from the Master Health 

Services Plan 
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2.3.10 Information Technology Programme 

What do we want to achieve? 

Our health and disability services as MidCentral DHB will: 

 Enable and support the achievement of our strategic objectives through a sound, well connected information 

technology environment  

 Ensure a sustainable, fit for purpose, secure information systems infrastructure environment 

 Make better use of information with increasing maturity in business analytics  and reporting capability   

 Comply with national reporting requirements and standards for national health information collections 

 Adopt appropriate core or common components of well-planned regional information technology solutions 

What is our key approach? 

Implementing systems that enable MidCentral DHB’s health goals and targets to be delivered through local, regional 

and national programmes.  These systems are consistent with the National Health IT Board’s  framework for 

eHealth, namely: 

• a person’s foundation health information 

• an effective and secure system for sharing information 

• common clinical information across the continuum of care 

• shared care plans 

We are keen to ensure our IT infrastructure is resilient, has built-in redundancy to ensure sustained functioning, is 

secure and fit for purpose as the demand on information systems increase.  We consider that our IT infrastructure 

also has to be able to accommodate current and future requirements such as: 

• Voice over IP telephony 

• Wireless-based solutions for clinician mobility 

• Internet access for patients so they can be ”connected” 

• New internet-based learning programmes 

• High quality video conferencing 

• Future applications such as telemonitoring and Internet TV 

• Ever increasing medical technology image sizes from such systems as digital mammography and computed 

radiography. 

Every new investment in technology requires support and capacity via Information Systems.  MidCentral for instance 

has invested in Linear accelerators and Radiology equipment; both investments have required increased capability 

from Information Systems and infrastructure. 

We rely on and work closely with vendor organisations as well as local information communication and technology 

support providers.  In addition, our local governance and leadership arrangements ensure the appropriate level of 

clinical and other professional expertise contributes to and is available for the development and installation of fit for 

purpose installations.  

Our work will continue to be prioritised as a partner in the Central Region’s Regional Health Informatics programme 

of work, which is also consistent with the direction set by the National IT Board. 

What is our progress so far?   

We have prepared our local infrastructure to support new information systems (local, regional and national) and 

expected future growth. Over the last 18 months considerable investment and effort has been made in upgrading 

our network, wireless and telephony equipment and systems together with upgrading our core fibre optic cabling to 

eliminate single points of failure. We are well positioned to transition to “infrastructure as a service” as required.  

We were also in with the first tranche of DHBs to implement the national Maternity Information System and have 

also implemented the e-chemotherapy system.  As part of Central Region’s Regional Health Informatics Programme 

we continue to participate in the development of new regional information systems, such as the Clinical Portal, 

Radiology Information Systems and Patient Administration System. These will continue to be the priority for 

implementation in 2016/17 together with our local priority installation of the community oral health clinical 

information system (the start of which was deferred by several months in the 2015/16 year). 
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Below is a list of projects for the next two years and those that are carried over from the current year’s 

(2015/16) programme of work.  It also shows the planning or implementation status that each project is at 

(at the time of writing this plan) as well as those projects that are aligned to regional and national 

programmes of work. 

 

 

Table 1:  Information Systems Programme, 2016/17 
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2.3.11 Links to Central Region’s 2016/17 Regional Service Plan 

Central Region’s Regional Service Plan 

- Programme Reference 

MidCentral DHB Annual Plan 

- Service Plan Reference 

Health of Older People pp 44-49 2.3.5  Health of Older People 

Stroke Services pp 50-54 2.3.4  General & Specialist Assessment & Treatment Services 

Cardiac Services pp 55-60 2.3.4  General & Specialist Assessment & Treatment Services 

Cancer Services pp 61-66 2.3.4  General & Specialist Assessment & Treatment Services 

Mental Health and Addictions pp 67-72 2.3.6  Mental Health and Addictions 

Elective Services pp 73-76 2.3.4  General & Specialist Assessment & Treatment Services 

Hepatitis C pp 77-81 2.3.4  General & Specialist Assessment & Treatment Services 

Major Trauma pp 82-85 2.3.4  General & Specialist Assessment & Treatment Services 

Diagnostic Imaging pp 86-89 2.3.4  General & Specialist Assessment & Treatment Services 

Workforce pp 90-98 2.3.8  Health Workforce Programme  

Quality and Safety pp 99-101 2.3.7  Quality Improvement Programme 

Information Technology pp 102-106 2.3.10 Information Technology Programme 

 

 

2.3.12 Links to National Programmes 

National Entity MidCentral DHB Annual Service Plan Reference ^* 

NZ Health Partnerships Ltd 2.3.9  Living within our Means 

National Health IT Board ‡ 2.3.10 Information Technology Programme  

Health Quality and Safety Commission 2.3.7 Quality Improvement Programme 

Health Workforce New Zealand ‡ 2.3.8 Health Workforce Programme  

Health Promotion Agency # 2.3.2.2 and 2.3.2.4 – Child Health service plan and Maternal 

and Neonatal service plan (current state) 

Notes: 

^  Also see Chapter 4 – Financial Performance 

*  Also see Chapter 5 – Stewardship 

‡  Also refer to Central Region’s Regional Service Plan, 2016/17 

#  Also refer to MidCentral DHB’s Public Health Unit’s Annual Plan for 2016/17
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3 STATEMENT OF PERFORMANCE EXPECTATIONS 

INTRODUCTION 
 

Every three years, DHBs formally set out how they will deliver on their strategic intentions and produce a 

Statement of Intent. 

MidCentral DHB has refreshed its 2015/16 Statement of Intent for the 2016/17 – 2020 period as 

requested by the Minister of Health in his Letter of Expectations, dated December 2015.  Statements of 

Intent are prepared in accordance with the provisions of the Crown Entities Act 2004, as amended in 2013 

and include a Statement of Performance Expectations. 

The bundles of services that the DHB plans, promotes, funds and provides for are included in each of the 

following areas, known as “output classes”: 

• Prevention services 

• Early detection and management 

• Intensive assessment and treatment 

• Rehabilitation and support 

They broadly reflect the population health continuum of care referred to earlier. 

This Statement of Service Performance Expectations outlines the services the DHB plans, funds, provides 

and promotes within each Output Class.  The total expected revenue and proposed expenditure is included.  

 

LINKS BETWEEN OUTPUTS AND OUTCOMES 
 

A key role of the health sector is to make positive changes to the health status of the population.  Many of 

the determinants of health are beyond the DHB’s influence; Government priorities, national policy and 

decision-making, other public sectors and individuals, families and whānau  themselves all have a part to 

play in making gains on health status and sustaining a healthy population.  However, as a major funder and 

provider of public health and disability services in MidCentral’s district, the decisions the DHB makes have a 

significant impact on its population and, if well planned and coordinated, the DHB will contribute to an 

improved, effective and efficient health care system. 

MidCentral DHB’s vision of ‘quality living - healthy lives – well communities’ provides a strategic view of 

where the DHB wishes to direct its planning, funding and provision of health and disability services to meet 

its objectives  under section 8 of the New Zealand Public Health and Disability Act 2000 and the New 

Zealand Public Health and Disability Amendment Act 2010.   

A description of what the vision statement means to the DHB is provided in Chapter 1 of this plan 

encapsulating the outcomes that it is seeking to contribute to, based on its knowledge and understanding of 

the health status and health care needs of the population (Health Needs Assessment documents are 

available on the DHB’s website at www.midcentraldhb.govt.nz/publications).  In contributing toward these 

outcomes and making a difference (impact), MidCentral DHB plans to deliver or contract for the provision of 

a range of outputs on an annual basis but with a three-year outlook.  This broadly describes the “intervention 

logic” that is applied in planning and prioritising these activities.  Put simply, it identifies what MidCentral 

DHB plans to undertake in order to deliver what, to whom, for what benefit. 

 

Relationship between Population Health Continuum of Care and Outputs 

The relationship between the continuum of health care from health promotion and disease prevention 

activities provided to the general population to progressively more intensive and specialised health and 

disability services provided to individuals and the corresponding output class is shown in the following 

diagram 
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Figure 1:  Population Health Continuum of Care 

 

This figure shows that the DHB has obligations to meet the health needs of the population it serves ranging 

from promoting healthy lifestyles to the general population right through to treating and supporting 

individuals and their family in end of life care.  In doing so, the DHB, as a Crown entity, must respond to the 

requirements of Parliament and the expectations and priorities of Government for the public health sector. 

 

Chapter 1 outlines the strategic direction and outcomes that the DHB is wishing to achieve over time Details 

of the key activities that are planned for the forthcoming year aimed at implementing the Government 

priorities and work towards MidCentral’s strategic intent are set out in Chapter 2 of the Annual Plan.  This 

Statement of Performance Expectations provides more detail on how the DHB proposes to assess its 

performance for this year (2016/17) against those longer term strategic intentions, organised into the four 

Output Classes for which the DHB is allocated funds from Vote:Health 

 

Relationship between Outputs and Outcomes 
 

The following section outlines the services, by each output class, which are to be funded and provided over 

the next year that MidCentral DHB expects will make a difference to the health and wellbeing of the 

population it serves over time and that contribute toward the ultimate, high level health system outcomes of: 

• New Zealanders live longer, healthier and more independent lives 

• the health system is cost effective and supports a productive economy 

 

… and the three-dimensional goals of New Zealand’s Triple Aim: 

• improved quality, safety and experience of care 

• improved health and equity for all populations 

• best value for public health system resources 

 

MidCentral DHB’s Outcomes Framework is included in Chapter1. 

 

Assessing Our Performance  
 

The output measures reflect the key activities with the potential to make the greatest contribution to health 

and wellbeing in the shorter term, and to the health outcomes the DHB is seeking over the longer term.  They 

also include some specific volume measures which indicate the level of ‘demand driven’ services to which 

the DHB has to respond and estimates of demand for the coming year rather than a target.   

Health protection, 

promotion and disease 

prevention

Early detection and 

intervention

Assessment, diagnosis 

and treatment

Habilitation, 

rehabilitation and 

support

Palliative care
Surveillance, research 

and evaluation

General population living 

healthy and well

At risk population keeping 

healthy

Individuals developing and 

managing health 

conditions

Individuals with long term 

conditions preventing 

deterioration/complications

Individuals with end stage 

illness being supported 

Output Class One:  

Prevention Services

Output Class Two:

Early Detection and Management Services

Output Class Three:

Intensive Assessment and Treatment Services

Output Class Four:

Rehabilitation and Support Services

Population health continuum of care

Services and products planned, funded and provided to the population, by DHB output class
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In setting performance targets, MidCentral DHB considered the changing demographics of its population, 

increasing demand for health services and that funding is finite.  Targets tend to reflect the objective of 

maintaining or increasing performance levels against growth in demand coupled with expectations around 

managing capacity, access and responsiveness as well as ensuring productivity and quality of service.  There 

are also measures where the DHB wishes to monitor differences between ethnicities and in particular to 

reduce inequalities between the health status of Māori and non-Māori.   

In some instances this Statement of Performance Expectations includes updated data for the previous year’s 

actual result and may differ from the reported result in the 2014/15 Annual Report; it was accurate at the 

time of reporting using data that was available at that time but may not have been complete for that 

financial year. 

One of the key aspects of measuring MidCentral DHB’s performance is to monitor and evaluate our 

performance over time, identifying trends and patterns and where possible comparing its performance to a 

national average may be appropriate.  In some cases, the same measures reported to the Ministry of Health 

as part of the Non-Financial Performance Monitoring Framework (see Chapter 7), including the national 

health targets, are used. 

 

 

  



CHAPTER 3, STATEMENT OF PERFORMANCE EXPECTATIONS 

MIDCENTRAL DISTRICT HEALTH BOARD 

 2016/17 ANNUAL PLAN AND STATEMENT OF INTENT Page 76 
v05 31/08/2016 

3.1 OUTPUT CLASS:  PREVENTION SERVICES 

Output Class Description 
  

Prevention services are publicly funded services that protect and promote health in the whole population or 

identifiable sub-populations comprising of services designed to enhance the health status of the population.  

Prevention services address individual behaviours by targeting physical and social environments to influence 

health and wellbeing.  They include health promotion and education activities to ensure that illness is 

prevented and inequalities in health outcomes are reduced, statutorily mandated health protection services 

to protect the public from environmental risk and communicable diseases, and services such as 

immunisation to help prevent infections and screening programmes to detect disease at early stage. 

 

This Output Class comprises the following outputs: 

 Health promotion and education 

 Health protection, regulation, environmental health and communicable disease control 

 Population based screening 

 Immunisation 

 Well child services 

 

What do we want to achieve?  (Outcomes) 

 People are protected from environmental hazards and communicable diseases are minimised 

 Reduced disparities in population health 

 Reduced premature deaths 

 Protected healthy environments 

How will we know we are succeeding? (Impacts) 

 Fewer people experience vaccine preventable diseases 

 People are healthier and better supported to manage their own health 

 Fewer children are overweight or obese 

 Children entering school are ready to learn 

 Fewer people take up smoking tobacco and quit attempts are made by more current smokers 

 All eligible newborns are enrolled early with universal screening and well child services 

 More babies are breast fed up to six months of age 

 More women participate in breast and cervical screening programmes 

 

What do we expect to spend on this Output Class?  

Revenue and expenditure by Output Class:   

Prevention 

services 

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20 

Revenue 
$000 

Expenditure 
$000 

Revenue 
$000 

Expenditure 
$000 

Revenue 
$000 

Expenditure 
$000 

Revenue 
$000 

Expenditure 
$000 

Revenue 
$000 

Expenditure 
$000 

Revenue 
$000 

Expenditure 
$000 

Health promotion and 
education 

4,669 4,632 4,713 4,689 4,963 5,386 5,062 5,492 5,171 5,605 5,281 5,718 

Statutory regulation, 
environmental health 

4,034 3,983 4,072 4,032 4,208 4,572 4,292 4,662 4,384 4,758 4,478 4,854 

Population based 
screening 

5,246 5,465 5,295 5,532 5,836 6,655 5,953 6,786 6,080 6,926 6,210 7,065 

Immunisation 1,320 1,322 1,332 1,338 1,385 1,500 1,413 1,529 1,443 1,561 1,474 1,592 

Well child services 1,848 1,839 1,865 1,862 2,748 2,979 2,803 3,038 2,863 3,100 2,924 3,162 

Total Prevention 
services 

17,117 17,241 17,277 17,453 19,140 21,092 19,524 21,506 19,941 21,951 20,366 22,391 
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3.1.1 Output:  Health Promotion and Education 

Description 

Health promotion services support individuals, families/whānau and communities to take control over the factors 

that influence their health. Health promotion staff utilise the Ottawa Charter and Te Tiriti o Waitangi and other 

equity tools as frameworks to improve health and to reduce inequality, focusing both on healthy lifestyles and on 

the physical and social environments in which people live, work and play. This involves advocacy for healthy public 

policy and for healthy, sustainable communities as well as providing education around risk factors and behaviours 

that contribute to health and wellbeing 

 

Our Annual Service Performance Expectations 

Meeting our annual service performance expectations will contribute to the achievement of our objectives through 

measuring the impact of the outputs we deliver over time, which in turn will assist us to realise our strategic 

intentions of reduced amenable mortality and morbidity rates, improved health expectancy rates and equity in 

health outcomes for our population. 

Impacts: More people, including pregnant women, who smoke tobacco are advised to quit and referred to 

smoking cessation support services  

  More people take up healthy lifestyle choices, nutrition and physical activity 

 Whānau centred approaches promote and sustain health and wellbeing, and improve access to health 

and disability services for Māori 

Children and young people can readily access health services in schools 

Impact Measures 2014/15 

Actual 

2015/16 

Forecast 

2016/17 

Target 

2019/20 

Outlook 

Decreased proportion of PHO enrolled population 

(aged 15-74 years) recorded as “current smokers” 

Māori 34.6% 34.5% <30% ≤20% 

Non Māori 15.3% 14.6% <12% ≤7% 

A high percentage of patients who smoke being 

offered advice and support to quit smoking is 

maintained* 

Primary  82.2% 90% >90% >90% 

Secondary 96.2% 96% >95% >95% 

Maternity 87.3% 95% >90% >95% 

Increased percentage of PHO enrolled population identified as 

current smokers who have been given or referred to cessation 

support services in the last 15 months 

11.1% 13.5% ≥20% ≥27% 

Increased percentage of pregnant women identified 

as current smokers and seen by Lead Maternity 

Carers who were offered smoking cessation services  

Māori 93.2% 80% >90% >90% 

Non Māori 84.2% 75% >90% >90% 

Lower percentage of MidCentral DHB domicile 

infants aged less than 1 year discharged from 

hospital with a record of secondary exposure to 

tobacco smoke 

Māori 10.3% 13% <10% ≤7% 

Non Māori 3.7% 3.6% <3.5% ≤3% 

Increased proportion of PHO enrolled patients being 

seen by clinical dieticians and/or by physical activity 

educators who identify as Māori 

Dieticians 25.8% 25% ≥27% ≥30% 

Educators 27.6% 26% ≥26% ≥30% 

A high proportion of Year 9 students attending a decile 1–3 

secondary school receiving a health assessment by the school 

based health service (SBHS) is maintained throughout each 

calendar year 

92.9% 93% ≥95% ≥95% 
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Annual Output Measures  2014/15 

Actual 

2015/16 

Forecast 

2016/17 

Target 

Number of pregnant women seen by Lead Maternity 

Carers who identified as current smokers 

Māori 103 115 110 *E 

Non-Māori 203 172 165 *E 

Number of PHO enrolled population aged 15-74 

years recorded as a “current smoker” *D 

Māori 4,976 5,990  5,900 *E 

Non-Māori 12,458 13,350 13,000 *E 

Number of referrals to Green Prescription 

programmes (Adults and Active Families) for 

additional physical activity support 

Māori 326 516 550 *E 

Non-Māori 1,042 1,014 1,025 *E 

Average number of PHO enrolled patients being 

seen by clinical dieticians and/or by physical activity 

educators each quarter 

Māori 230 211 240 *E 

Non-Māori 639 633 630 *E 

Number of HEEADSSS wellness  assessments undertaken with 

Year 9 students attending a secondary school (in a calendar year) 

447 360 400 *E 

 
Notes:    

*E - refers to an estimated target 

*D - refers to a technical change in the definition applying to the “Better help for smokers to quit” health target, as advised 

by the Ministry of Health that applied from July 2015 to primary care component of the target.  Thus, numbers and rates 

may not be comparable to prior years. 

* Technical changes to the definition and methodology for the primary component of the health target applied from July 

2015, as advised by the Ministry of Health – eligible period for having provided brief advice and support to quit extended to 

15 months (rather than 12 months), and, “seen by a health practitioner” wording is removed 

 

 

3.1.2 Output:  Health Protection, Regulation, Environmental Health and 

Communicable Disease Control 

Description 

Health protection services work within the framework created by the various health-related Acts including the 

Health Act (1956), Sale and Supply of Liquor Act 2012 and Smoke Free Environments Act 1990 and their 

associated regulations. The emphasis is around increasing compliance with the legislation in order to protect the 

health of individuals and of communities. This involves working with a range of agencies to maintain a healthy 

physical environment, ensuring that food and water are safe to consume, that communities are protected from 

hazardous substances and are as prepared as possible for emergencies such as earthquakes, floods and 

pandemics. Surveillance and control of communicable diseases such as tuberculosis, measles and influenza are 

also important functions, with immunisation a key tool in maintaining a healthy population. 

 

Our Annual Service Performance Expectations 

Meeting our annual service performance expectations will contribute to the achievement of our objectives through 

measuring the impact of the outputs we deliver over time, which in turn will assist us to realise our strategic 

intentions of reduced amenable mortality and morbidity rates, improved health expectancy rates and equity in 

health outcomes for our population. 

Impacts: Communicable disease outbreaks are prevented or brought under control in a timely manner 

  Fewer people are admitted to hospital for acute rheumatic fever 

 Fewer people contract sexually transmitted infections 

 Potential harm from consumption of tobacco, alcohol and psychoactive substances by young people is 

reduced 

Population health is protected from potential harm through monitoring compliance with legislation  

Safer drinking water 
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Impact Measures 2014/15 

Actual 

2015/16 

Forecast 

2016/17 

Target 

2019/20 

Outlook 

Maintain a low crude rate of first hospitalisations for acute 

rheumatic fever per 100,000 population 

0.7 0.7 0.6 ≤0.5 

Maintain a high proportion of communicable disease 

notifications for which follow up is complete (to PHS 

Standard Operating Procedures) 

95% 95% ≥95% ≥95% 

Lower rates of laboratory confirmed 

chlamydia and gonorrhea per 100,000 

population  (calendar years)*M 

Chlamydia 

MidCentral 

New Zealand 

 

695 *C14 

629 *C14 

  

N/a 

 

N/a 646 *C15 

641 *C15 

Gonorrhea 

MidCentral 

New Zealand 

 

78 *C14 

70 *C14 

  

N/a 

 

N/a 44 *C15 

74 *C15 

Increased percentage of “never smokers” 

among Year 10 students, each calendar year 

(population estimate based on sample 

prevalence)*T 

Māori 

MidCentral 

New Zealand 

 

64.4% *C14 

56.7% *C14 

  

N/a 

 

N/a 66% *C15 

58% *C15 

Non Māori 

MidCentral 

New Zealand 

 

81.6% *C14 

82.1% *C14 

  

N/a 

 

N/a 83% *C15 

83% *C15 

Maintain a low proportion of alcohol controlled purchase 

operations (CPOs) that result in sales to minors 

9.3% 7% ≤5% ≤5% 

Maintain a high proportion of the population served by 

registered suppliers who have achieved standard for 

bacteriologically-compliant drinking water *W 

89.6% L12 74.2% L12 ≥80% ≥90% 

Annual Output Measures  

Number of sore throat tests (lab data) completed testing for 

rheumatic fever *R 

N/a N/a To be 

established 

Number of communicable diseases notified to the Medical 

Officer of Health 

548 *C14 600 *C15 N/a 

Average number of laboratory confirmed 

cases for Chlamydia and Gonorrhea per 

quarter *M  

Chlamydia 293 266 N/a 

Gonorrhea 23 17 N/a 

Number of tobacco retailers visited during Controlled 

Purchased Operations (MidCentral district only) 

88 105 40 *A 

Number of licensed premises visited during alcohol 

Controlled Purchased Operations (MidCentral district only) 

97 100 50 *A 

Number of compliance reports on drinking water supplies 

provided to the seven local authorities 

33 33 33 

 
Notes: 

*C14, C15  and C16 refers to the 2014, 2015 and 2016 calendar years  

*E  refers to estimate only 

L12  refers to national data being published one year in arrears (result for 2013/14 year published January 2015 

and for 2014/15 year published March 2016) 

T no target is set for this indicator as we are monitoring trends over time and relativity to national rates for this 

age group 

*M no target is set for this indicator as we are monitoring trends over time.  Rates are influenced by testing 

rates, which we expect will increase and may lead to increased levels of detection rather than an increase in 

actual burden of disease.  (Ref: Institute of Environmental Science and Research Limited, Sexually 

Transmitted Infections in New Zealand – Annual and Quarterly Surveillance Reports) 

*W based on 31 Distribution zones, as published by Ministry of Health, Annual Report on Drinking-water Quality 

2013-2014 (January 2015) and 2014-15 (March 2016) 

*R New programme to be introduced in the 2016/17 year over which period a baseline total will be established 

*A Number of visits planned to reduce in the 2016/17 year due to increased workload to meet requirements for 

liquor licensing 
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3.1.3 Output:  Population Based Screening 

Description  

Screening programmes can detect some conditions, allowing earlier treatment and reducing morbidity and 

mortality.  In some cases (for example, breast screening), screening may detect cancer at an early stage. In others 

(such as newborn metabolic screening) screening may find conditions which can be treated before the baby 

develops a preventable illness or disability. For example: 

• breast screening reduces the chances of dying from breast cancer by about 30 percent if aged between 50 

and 65, and by about 45 percent if aged between 65 to 69  

• cervical screening reduces the chances of developing cervical cancer by about 90 percent  

• newborn hearing screening picks up hearing impairment in babies and enables certain conditions that can 

be harmful to babies to be treated at an early stage. This means that help such as parent support groups, 

hearing aids, cochlear implants and the introduction of sign language can be offered as soon as possible 

Our Annual Service Performance Expectations 

Meeting our annual service performance expectations will contribute to the achievement of our objectives through 

measuring the impact of the outputs we deliver over time, which in turn will assist us to realise our strategic 

intentions of reduced amenable mortality and morbidity rates, improved health expectancy rates and equity in 

health outcomes for our population. 

Impacts: More eligible women participate in the breast and cervical screening programmes 

Early identification of potential hearing loss/deficits in newborn babies 

Infants identified with a hearing deficit are referred early for appropriate specialist assessment and 

treatment 

Impact Measures 2014/15 

Actual 

2015/16 

Forecast 

2016/17 

Target 

2019/20 

Outlook 

Increased 2-year coverage rate (%) of women 

aged 50 -69 years participating in the breast 

screening programme 

Māori 61.9% 66% 

≥70% ≥70% Non Māori 77.4% 79% 

Total 75.6% 77% 

Increased 3-year coverage rate (%) of women 

aged 25 – 69 years participating in the cervical 

screening programme (hysterectomy adjusted 

population) 

Māori 66.2% 68% 

≥80% ≥80% Non Māori 76.2% 77% 

Total 74.6% 76% 

Increased proportion of registered newborns offered hearing 

screening being screened within one month of birth (excluding 

declines) 

76.0% 91% ≥90% ≥95% 

Annual Output Measures  

Cervical screening adequacy:  proportion of total smears taken 

that are “satisfactory” 

98.0% 98% ≥97% 

Number of DHB of domicile women aged 50 – 

69 yrs screened (Breast screening programme, 

24 month coverage) 

Māori 1,530 1,650 1,720 *E 

Non Māori  14,576 15,000 15,280 *E 

Total 16,106 16,650 17,000 *E 

Number of DHB of domicile women aged 25 – 

69 yrs screened (Cervical screening programme, 

36 month coverage) 

Māori 4,527 4,710 4,960 *E 

Non Māori 26,773 27,372 28,180 *E 

Total 31,300 32,082 33,140 *E 

Total number of newborn universal hearing screening tests 

completed 

1,541 1,950 1,965 *E 

 
Notes:    

*E - refers to estimate 

 

 



CHAPTER 3, STATEMENT OF PERFORMANCE EXPECTATIONS 

MIDCENTRAL DISTRICT HEALTH BOARD 

 2016/17 ANNUAL PLAN AND STATEMENT OF INTENT Page 81 
v05 31/08/2016 

3.1.4 Output:  Immunisation 

Description 

Publicly funded immunisation services provide National Immunisation Schedule vaccinations together with a 

range of education and support services to ensure a high immunisation coverage rate for the district’s population. 

 

Our Annual Service Performance Expectations 

Meeting our annual service performance expectations will contribute to the achievement of our objectives through 

measuring the impact of the outputs we deliver over time, which in turn will assist us to realise our strategic 

intentions of reduced amenable mortality and morbidity rates, improved health expectancy rates and equity in 

health outcomes for our population. 

Impacts: High immunisation coverage rates for children by the time they are 8 months old and at the 24 

month milestone age 

More older people take up the opportunity to be vaccinated against seasonal influenza  

Fewer hospitalisations for vaccine preventable disease and pneumonia 

Impact Measures 2014/15 

Actual 

2015/16 

Forecast 

2016/17 

Target 

2019/20 

Outlook 

Reduced average rate of “immunisation 

declines” at 8 month milestone age and 24 

month milestone age 

8 months 3.9% 3.2% ≤3.0% ≤3.0% 

24 months 3.1% 3.0% ≤2.9% ≤2.7% 

Maintain a high percentage of eligible 8 

month old infants who receive their first 

course immunisations on time 

Māori 95.6% 94% 

≥95% ≥95% 
Non Māori 94.9% 95% 

Maintain a high percentage of eligible 24 

month old children who receive their first 

course immunisations on time 

Māori 95.5% 96% 

≥95% ≥95% 
Non Māori 94.3% 95% 

Maintain a high percentage of eligible 5 year 

old children who are fully immunised on time 

Māori 85.4% 92% 
≥95% ≥95% 

Non Māori 86.9% 92% 

Increased proportion of PHO enrolled 

population aged 65+ years vaccinated for 

seasonal influenza 

Māori 64.6% *S14 64% *S15 ≥70% ≥75% 

Non Māori 69.1% *S14 71% *S15 ≥75% ≥75% 

Percentage of MidCentral DHB population 

coverage for influenza vaccination 

distribution is at least comparable to New 

Zealand for the season 

MidCentral 25% *A14  27% *A15 ≥28% ≥30% 

New Zealand 27% *A14 27% *A15 n/a n/a 

Increased coverage rate of eligible girls fully immunised with 

third dose of Human Papillomavirus Vaccine (HPV )  

58%*01, D14 69% *02, D15 ≥70% *03 ≥75% 

Annual Output Measures  

Number of DHB resident newborns recorded 

on the National Immunisation Register (NIR) 

at end of June each year 

Māori 652 680 670 *E 

Total 2,049 2,100 2,080 *E 

Number of eligible 8 month old infants fully 

immunised by their milestone age in the year 

Māori 708 756 770 *E 

Non Māori 1,284 1,249 1,285*E 

Number of eligible 2 year old children fully 

immunised by milestone age in the year 

Māori 784 738 750 *E 

Non Māori 1,273 1,323 1,360 *E 

Number of PHO enrolled population aged 

65+ years vaccinated for seasonal influenza 

Māori 892 *S14 949 *S15 1,085 *E 

Non Māori 17,071 *S14 18,005 *S15 19,645 *E 

Number of eligible girls who received their 3rd dose of HPV 

vaccine  

656 *01,*D14 713 *02,*D15 740 *E 

 

Notes:  

*01, *02 and *03 – refers to birth cohorts for 2001, 2002 and 2003 respectively 

*D14 and *D15 – refers to reported vaccination events for period ending December 2014 and December 2015.  Data source:  

Ministry of Health -  Single cohort HPV immunisation coverage at DHB level using the Census estimated population projection  
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*A14 and *A15 – refers to period ending August 2014 and 2015 respectively 

*S14 and *S15 – refers to influenza season to end September 2014 and 2015 

*E - refers to estimate 

 

 

3.3.5 Output:  Well Child Services 

Description  

The Well Child/Tamariki Ora (WCTO) service framework covers screening, education and support services offered 

free to all New Zealand children from birth to five years, and their families/whānau.  Well child services include 

health education and promotion, health protection and clinical assessment, and family/whānau support. The 

services also ensure that parents are linked to other early childhood services such as early childhood education 

and social support services, if required.  Under the current well child national schedule, 12 health checks are 

offered.  Eight of these checks are offered between the ages of six weeks and five years. Additional services are 

also offered to first time parents and to families who are identified as needing more support. 

Our Annual Service Performance Expectations 

Meeting our annual service performance expectations will contribute to the achievement of our objectives through 

measuring the impact of the outputs we deliver over time, which in turn will assist us to realise our strategic 

intentions of reduced amenable mortality and morbidity rates, improved health expectancy rates and equity in 

health outcomes for our population. 

Impacts: All eligible children receive their B4 School Checks, with a particular focus on high deprivation 

population groups 

 Children identified at the B4 School Check with a high risk of developmental difficulties (Pathway A of 

the Parental Evaluation of Developmental Status (PEDS)) are referred early for appropriate specialist 

assessment and treatment  

 The impact of any health issue in children receiving a B4 School Check is reduced so that children 

enter school ready to learn  

 All eligible newborns are enrolled with a general practice and Well Child/Tamariki Ora services 

 All children aged under six years have access to free primary care 

 Children who have been referred to specialist paediatric services are seen in a timely manner 

 

Impact Measures 2014/15 

Actual 

2015/16 

Forecast 

2016/17 

Target 

2019/20 

Outlook 

Maintain at least target percentage of high 

deprivation and total population of eligible 

children who have received their B4 School 

Check 

High dep 92.3% 91% ≥90% ≥90% 

Total 90.0% 90% ≥90% ≥90% 

Increased percentage of children with a PEDS 

pathway A score at the B4SC are referred to 

specialist services * 

MidCentral 62.0% *D14 65% ≥95% ≥95% 

National 58.0% *D14 58% ≥95% ≥95% 

Increased percentage of infants who receive all 

Well Child/ Tamariki Ora core contacts (1 – 5) 

in their first year of life 

Māori 79% *D14 60% *S15 ≥95% ≥95% 

Total 85% *D14 75% *S15 ≥95% ≥95% 

Increased percentage of newborns enrolled 

with a PHO by three months ** 

Māori 57.0% M15 70% 
≥98% ≥98% 

Total 62.0% M15 70% 

Percentage of children seen by specialist services (paediatric 

medicine) within four months of referral  

99.6% 99.7% 100% 100% 
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Annual Output Measures 2014/15 

Actual 

2015/16 

Forecast 

2016/17 

Target 

Number of eligible children who have had a B4 School 

health check (B4SC) during the year 

2,132 2,036 1.998 *E 

Percentage of B4SCs started before the child is aged four 

and a half 

77% *D14 75% 80% 

Average number of children enrolled with Well Child / 

Tamariki Ora Service providers at end of each quarter 

1,438 1,440 1,430 *E 

Number of WCTO core contacts (excluding Core 8) delivered 

by Well Child providers 

2,262 2,580 2,770 *E 

Average number of general practice consultations per month 

for children aged 0 – 5 years  

4,002 4,350 4,500 *E 

Number of first specialist assessments completed by 

paediatric medicine (DHB of service), excluding acute 

assessment clinic 

1,099 1,074 1,060 

 
Notes:    

* Excludes ‘advice given’ – rates including ‘advice given’ are consistently high at 100% 

*D14 and *S15 Refers to period ending December 2014 – Indicators for the Well Child Tamariki Ora Quality 

Improvement Framework, March 2015 (Ministry of Health) and refers to data sourced from Plunket only for 

the 2014/15 year.  From the September 2015 WCTO QIF report includes data sourced from all WCTO 

providers – results for 2015/16 onwards will therefore not be directly comparable with results from earlier 

periods.   

*M15 Refers to results reported in the Indicators for the Well Child Tamariki Ora Quality Improvement Framework, 

March 2015 (Ministry of Health) 

** Data for the intended measure of enrolment with a general practice by two weeks of age not available – 

enrolment with PHO by three months of age has been used in the interim (although known to contain 

omissions due to  ‘B coding’) – as reported in the Indicators for the Well Child Tamariki Ora Framework, 

published by the Ministry of Health  

*E Refers to estimate 
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3.2 OUTPUT CLASS:  EARLY DETECTION AND MANAGEMENT 

 

Output Class Description 
 

Early detection and management services are delivered by a range of health and allied health professionals 

in various private, not-for-profit and government service settings. They include general practice, community 

and Māori health services, community diagnostic and pharmacist services, community pharmaceuticals (the 

Schedule) and child and adolescent oral health services. Early detection and management services are by 

their nature more generalist, usually accessible from multiple health providers and from a number of 

different locations across the district. 

These services are focused on, and delivered to, individuals and smaller groups of individuals. 

 

This Output Class comprises the following outputs: 

 Primary health care 

 Primary community care programme 

 Community based oral health services for children and adolescents 

 Community pharmacy services 

 Community referred testing and diagnostic services 

 

What do we want to achieve?  (Outcomes) 

Enhanced quality of life for people with long term conditions 

Reduced disparities in population health 

Reduced premature deaths 

Affordable, connected services 

How will we know we are succeeding? 

People can access urgent and acute primary health care services closer to home   

Fewer people are admitted to hospital for avoidable health conditions 

More people with long term conditions better manage their health 

More children have healthier teeth and gums 

Shorter waiting times for referred diagnostic services 

Safe medication management 

 

What do we expect to spend on this Output Class?  

Revenue and expenditure by Output Class:  

Early detection 

and management 

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20 

Revenue 
$000 

Expenditure 
$000 

Revenue 
$000 

Expenditure 
$000 

Revenue 
$000 

Expenditure 
$000 

Revenue 
$000 

Expenditure 
$000 

Revenue 
$000 

Expenditure 
$000 

Revenue 
$000 

Expenditure 
$000 

Primary health care 41,208 41,477 41,593 41,987 42,076 42,826 42,919 43,667 43,836 44,569 44,772 45,463 

Child & adolescent 
oral health 

4,002 5,893 4,039 5,965 3,087 6,291 3,149 6,415 3,216 6,547 3,285 6,678 

School based and 
youth health services 

2,057 2,244 2,076 2,272 2,834 3,099 2,891 3,160 2,953 3,225 3,016 3,290 

Primary community 
care 

6,812 6,824 6,876 6,908 6,826 6,909 6,963 7,045 7,112 7,190 7,263 7,334 

Community pharmacy 
services 

43,700 43,776 44,109 44,314 45,922 46,482 46,842 47,395 47,843 48,374 48,864 49,344 

Community referred 
testing & diagnostics 

16,354 16,602 16,507 16,806 16,986 17,504 17,326 17,848 17,696 18,217 18,074 18,582 

Total Early 
Detection and 
Management  

114,133 116,816 115,200 118,252 117,731 123,111 120,091 125,530 122,655 128,122 125,274 130,692 
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3.2.1 Output:  Primary Health Care 

Description 

Primary and community services support people to access intervention, diagnostics and treatment and to better 

manage illness or long term conditions. These services assist people to detect health conditions earlier, making 

treatment and interventions easier and reducing the complications of injury and illness.  For most people, their 

general practice team is their first point of contact with health services. Primary care can deliver services sooner 

and is one of the most effective ways to prevent disease through screening, early detection and timely provision of 

treatment. Primary care is also vital as a point of continuity and effective coordination across the continuum of 

care, and for improving the management of care for people with long term conditions. 

Our Annual Service Performance Expectations 

Meeting our annual service performance expectations will contribute to the achievement of our objectives through 

measuring the impact of the outputs we deliver over time, which in turn will assist us to realise our strategic 

intentions of reduced amenable mortality and morbidity rates, improved health expectancy rates and equity in 

health outcomes for our population. 

Impacts: Fewer people are admitted to hospital with conditions considered to be “avoidable” or “preventable” 

 More people access acute health care from primary care services 

 More of the Māori population are enrolled with the Primary Health Organisation 

 Children and young people referred for Gateway assessments are seen for a comprehensive health 

assessment in a timely manner 

 

Impact Measures 2014/15 

Actual 

2015/16 

Forecast 

2016/17 

Target 

2019/20 

Outlook 

Increased percentage of MidCentral population 

(medium projections) enrolled with Central PHO 

at end of financial year *P 

Māori 83.4% 85% ≥87% ≥95% 

Non Māori 91.6% 93% ≥94% ≥95% 

Total 90.0% 92% ≥93% ≥95% 

Contained growth in the percentage of 

MidCentral population attending ED and the 

percentage admitted to hospital 

Attend ratio 1.49 1.51 ≤1.40 ≤1.25 

Population 14.8% 14.9% ≤15.0% ≤16.0% 

Admitted 5.2% 6.0% ≤5.8% ≤5.4% 

Average consultation rate per month of PHO 

registered patients 

Māori 0.30 0.32 ≥0.34 0.38 

Non Māori 0.40 0.42 ≥0.42 0.45 

Total 0.38 0.41 ≥0.42 0.48 

Ambulatory sensitive (avoidable) hospitalisation 

rate per 100,000 domiciled population, 0 – 4 

year old children ** 

Māori 6,497 *M15 6,641 *M16 ≤6,378 *E ≤5,860 *E 

Non Māori 6,531 *M15 6,846 *M16 ≤6,592 *E ≤6,310 *E 

Total 6,519 *M15 6,774 *M16 ≤6,516 *E ≤6,154 *E 

Ambulatory sensitive (avoidable) hospitalisation 

rate per 100,000 domiciled population, 45 - 64 

year old adults (non-standardised)  ** 

Māori 5,551 *M15 6,880 *M16 ≤6,883 *E ≤5,800 *E 

Non Māori 3,979 *M15 4,004 *M16 ≤4,135 *E ≤3,946 *E 

Total 4,178 *M15 4,400 *M16 ≤4,513 *E ≤4,220 *E 

Reduced rate (unstandardised) of acute readmissions to 

hospital within 28 days of a previous discharge (all ages) *** 

6.6% 7.4% ≤8.0% ≤7.5% 

Increased proportion of children and young people aged up to 

16 years entering State care and referred for a Gateway 

health assessment are seen within 30 days 

67.1% 50% ≥75% ≥80% 
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Annual Output Measures 2014/15 

Actual 

2015/16 

Forecast 

2016/17 

Target 

Number of people enrolled with Central PHO at 

end of financial year 
Māori 27,933 28,890 29,870 *E 

Non Māori 126,892 129,510 132,750*E 

Total 154,825 158,400 162,620*E 

Average number of (capitated) consultations at a 

general practice per month by PHO registered 

patients 

Māori 8,330 9,020 9,750 *E 

Non Māori 49,946 55,380 59,810 *E 

Total 58,276 64,400 69,560 *E 

Number of Gateway assessments completed 197 194 192 

Service utilisation ratio of ‘high need’ PHO enrolled population 

- GP and Nurse consultations 
1.07 1.06 ≥1.08 

Number of PHO enrolled population engaged with Primary 

Options for Acute Care (POAC) programme 
n/a 600 900 *E 

Number of hospitalisations for ambulatory 

sensitive (avoidable) conditions, 0 – 4 year old 

children 

Māori 256 *M15 261 *M16 ≤250 *E 

Non Māori 480 *M15 495 *M16 ≤470 *E 

Number of hospitalisations for ambulatory 

sensitive (avoidable) conditions, 45 – 64 year 

old adults 

Māori 320 *M15 413 *M16 ≤395 *E 

Non Māori 1,512 *M15 1,557 *M16 ≤1,520 *E 

 

Notes:    

*E  refers to estimate 

*P refers to population estimates (medium projections) as at June each year.  Statistics New Zealand: DHB 

Single Year Projections (2013 Census Base), November 2015 Update  

**  revised definition.  Data source:  Ministry of Health, SI1 Baseline data (June 2016) 

*** MidCentral Health measurement (Ministry of Health definition to apply from July 2016 not yet confirmed, so 

uses internal measure) 

*M15 refers to 12 month period ending March 2015 

*M16 refers to 12 month period ending March 2016 

 

 

3.2.2 Output:  Primary Community Care Programmes 

Description 

Primary and community care programmes are geared toward initiatives that rely on a team of health care 

professionals to provide a range of services for people with high health needs, in particular those with a long term 

condition such as diabetes, respiratory and/or cardiovascular disease, focused on reducing risk of illness and 

timely diagnosis, assessment and treatment of illness or disease. 

Our Annual Service Performance Expectations 

Meeting our annual service performance expectations will contribute to the achievement of our objectives through 

measuring the impact of the outputs we deliver over time, which in turn will assist us to realise our strategic 

intentions of reduced amenable mortality and morbidity rates, improved health expectancy rates and equity in 

health outcomes for our population. 

Impacts: More people are assessed for risks of cardiovascular disease 

 More people with long term conditions are better supported to manage their own illness/health 

conditions  

 Fewer adults are admitted to hospital for ambulatory sensitive conditions – avoidable hospitalisations 

for congestive heart failure, hypertensive disease, other ischaemic heart disease, angina and chest pain, 

myocardial infarction, COPD and asthma, stroke and diabetes 

 Increased equity in health status of Māori and non-Māori   

 More people with diabetes have good management and control of their diabetes  
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Impact Measures 2014/15 

Actual 

2015/16 

Forecast 

2016/17 

Target 

2019/20 

Outlook 

Sustained percentage of eligible adult population 

who have had their cardiovascular risk assessed 

in the last five years 

Māori 79.8% 85% 

≥90% 

 

Non Māori 88.2% 92% ≥90% 

Total 86.8% 91%  

Increased proportion of enrolled people aged 15-

74 in the PHO with diabetes and the most recent 

HbA1c during the past 12 months of equal to or 

less than 64mmol/mol (good glycaemic control) 

Māori 67.1% 58% ≥70% ≥75% 

Non Māori 56.8% 69% ≥75% ≥75% 

Total 58.5% 67% ≥75% ≥75% 

Reduced ambulatory sensitive hospitalisation 

rate in the 45 – 64 year old population age 

group for certain cardiovascular and respiratory 

diseases, stroke and diabetes *ASH  

Māori 3,168 *M15 3,850 *M16 ≤3,252 *E,M17 ≤2,381 *E 

Non Māori 2.168 *M15 2,183 *M16 ≤2,115 *E,M17 ≤1,710 *E 

Total 2,303 *M15 2,412 *M16 ≤2,274 *E,M17 ≤1,805 *E 

High proportion of enrolled patients with Chronic Obstructive 

Pulmonary Disease or asthma have a comprehensive 

individual action plan 

n/a 40% ≥90% ≥95% 

Increased percentage of respondents to the Children’s 

Dermatology Life Quality Index survey tool rate effectiveness 

of service delivered by the Public Health Nursing Skin Clinics 

in Band 1 or above (score ≥2) 

n/a 74% ≥80% ≥85% 

Maintain a lower percentage of people who are assessed, 

treated and cared for by the District Nursing Service following 

an acute referral and subsequently admitted to hospital within 

six days of service commencing *R 

n/a 20% ≤18% ≤15% 

Annual Output Measures 

Number of eligible people seen in general 

practice who have had their risk for 

cardiovascular disease assessed in the last five 

years 

Māori 5,909 6,545 7,035 *E 

Non Māori 35,328 37,955 38,400 *E 

Average number of participants completing four or more 

sessions of the ‘Living a Healthy Life’ programme delivered 

throughout the district each quarter 

n/a 40 60 

Number of people with long term conditions enrolled in the 

Enhanced Care Plus programme who have had a 

Comprehensive Health Assessment and Client Care Plan 

completed in the year 

1,977 2,000 ≥2,100 

Number of assessments completed by Public Health Nursing 

Services for children (aged 5+ years) referred for management 

of skin conditions 

596 600 ≤620 *E 

Average number of new referrals received each quarter by the 

contracted provider of the psychological support service for 

adults and children with chronic/life limiting conditions 

(excludes psycho-oncology) 

70 82 86 *E 

 
Notes: 

*ASH refers to ambulatory sensitive hospitalisations for the following conditions:  angina/chest pain, asthma, 

congestive heart failure, chronic obstructive respiratory disease, diabetes, hypertensive disease, myocardial 

infarction, other ischaemic heart disease and stroke 

*E  refers to estimate 

*M15, M16 and *M17 refers to 12 month periods to 31 March 2015, 2016 and 2017 respectively.  Data source – 

Ministry of Health SI1 Baseline data (June 2016), with updated methodology applied retrospectively 

*R the District Nursing Service (previously known as the Recovery @ Home service delivered by District Nurses) 

extended to increase access to supporting more people of any age referred by general practice teams as part 

of the Primary Options of Acute Care programme introduced in the 2015 year, therefore is not comparable to 

2014/15 figures 
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3.2.3 Output:  Community Based Oral Health Services for Children and Adolescents 

Description 

Child and Adolescent Oral Health Services cover the provision of a range of dental care to assist the maintenance 

of a functional natural dentition and to bring about an improvement in oral health status of the population. It 

includes preventive care, oral health promotion and education, treatment of oral disease and the restoration of 

tooth tissue.  The client group comprises all children in the following age groups: 

 pre-schoolers until school entry (to enable access for at-risk children at any age) 

 all children of primary school and intermediate school age 

 children older than 13 years who do not yet attend secondary school 

 adolescents attending school from year 8 up to their 18th birthday, who otherwise would not have access 

to oral health services 

 

Our Annual Service Performance Expectations 

Meeting our annual service performance expectations will contribute to the achievement of our objectives through 

measuring the impact of the outputs we deliver over time, which in turn will assist us to realise our strategic 

intentions of reduced amenable mortality and morbidity rates, improved health expectancy rates and equity in 

health outcomes for our population. 

Impacts: Sustained level of utilisation of dental services by adolescents 

 Reduced number of caries, decayed, missing and filled teeth in children 

 Increased rate of planned recall examinations and treatments 

 Increased enrolment of children aged 0-4 years 

Improved oral health status in high risk populations 

Impact Measures 2014/15 

Actual *C14 

2015/16 

Forecast*C15 

2016/17 

Target *C16 

2019/20 

Outlook 

Decreased mean score of Decayed, Missing 

and Filled Teeth of Year 8 children 

Māori 1.65 1.41 ≤1.40 ≤1.20 

Non Māori 1.13 0.97 ≤1.06 ≤1.00 

Total 1.21 1.08 ≤1.15 ≤1.10 

Increased percentage of 5 year old children 

who are caries free 

Māori 36.4% 39% ≥40% ≥45% 

Non Māori 63.4% 64% ≥69% ≥70% 

Total 56.1% 57% ≥59% ≥65% 

Sustained high proportion of 0 – 4 year 

population enrolled with DHB funded oral 

health service 

Māori 91.5% 100% ≥95% ≥98% 

Non Māori 93.9% 100% ≥95% ≥98% 

Total 93.0% 100% ≥95% ≥98% 

Increased proportion of pre-school and primary school 

children examined according to planned recall period 

91.0% 91% ≥91% ≥93% 

Increased proportion of adolescent population utilising DHB-

funded dental services 

82.4% 83% ≥85% ≥85% 

Annual Output Measures  

Number of Year 8 children examined Māori 462 500 526  

Non Māori 1,612 1,486 1,486 

Total 2,074 1,986 2,012 

Number of 5 year old children examined Māori 585 550 615 

Non Māori 1,582 1,406 1,391 

Total 2,167 1,956 2,006 

Number of children aged 0 – 4 years enrolled 

with child and adolescent oral health services  

Māori 3,578 3,604 3,802 

Non Māori 6,945 7,584 7,182 

Total 10,523 11,198 11,002 

Number of planned recall examinations completed in the 

calendar year for 0 – 12 year children 

25,382 26,740 26,865 

Number of adolescents seen by DHB-funded dental services 8,835 8,900 9,120 

Notes:  

*C14, *C15 and *C16 refers to calendar years 2014, 2015 and 2016 

*E refers to estimates 
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3.2.4 Output:  Community Pharmacy Services 

Description 

Community pharmacies provide medicine management services to people living in the community.  MidCentral 

DHB funds community pharmacies to assess an individual person’s need for a medicine, assist with the selection 

of a medicine appropriate for the individual’s needs, prepare and supply subsidised medicine(s) to eligible people, 

and provide assistance to people so that outcomes from medicines are optimised. 

Our Annual Service Performance Expectations 

Meeting our annual service performance expectations will contribute to the achievement of our objectives through 

measuring the impact of the outputs we deliver over time, which in turn will assist us to realise our strategic 

intentions of reduced amenable mortality and morbidity rates, improved health expectancy rates and equity in 

health outcomes for our population. 

Impacts: Patients have more knowledge of how best to safely use prescribed medicines 

 Better management of long term conditions and acute conditions managed well in the community 

 Reduced likelihood of medicines-related morbidity 

 Increased access to emergency contraception packages through accredited community pharmacies 

 Better adherence with and reduced wastage of prescribed medicines in the community 

 Safer management of warfarin through effective anticoagulant monitoring programme 

 

Impact Measures 2014/15 

Actual 

2015/16 

Forecast 

2016/17 

Target 

2019/20 

Outlook 

Proportion of people in aged residential care facilities receiving 

Vitamin D preparation 

70% 72% ≥75% ≥75% 

Percentage change (reduction) from baseline (12 months to June 

2009) in GP prescribed emergency contraceptive (ECP) 

dispensings 

- 49% -50% ≤ -50% ≤ -50% 

Increased percentage of funded capacity of patients on 

community pharmacy anticoagulation management service 

85% 95% 100% 100% 

Average proportion of patients in the therapeutic range for 

anticoagulation management at the end of the reporting period 

71.3% 75% ≥75% ≥75% 

Ratio of management/treatment to referrals for paediatric 

gastroenteritis by community pharmacist 

115:3 20:1 25:1 30:1 

Annual Output Measures  

Number of contracted Community Pharmacy service providers  32 32 32 

Volume of unused medicine items returned 87,905 86,000 ≤84,000 *E 

Number of people registered with the Community Pharmacy 

Long Term Conditions Service 

5,285 5,700 6,000 *E 

Number of community Pharmacist consultations undertaken for 

the management of paediatric gastroenteritis (children aged 3 

months – 16 years) 

115 90 100 *E 

Target volume of patients on community pharmacy 

anticoagulation management service  

220 280 300 *E 

 
Notes:  

*E refers to estimates 
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3.2.5 Output:  Community Referred Testing and Diagnostic Services 

Description 

A range of diagnostic services is provided on direct referral from General Practitioners and certain other health 

professionals to help diagnose a condition or as part of treatment.  They include radiology, laboratory and various 

other specialty diagnostic tests. 

Our Annual Service Performance Expectations 

Meeting our annual service performance expectations will contribute to the achievement of our objectives through 

measuring the impact of the outputs we deliver over time, which in turn will assist us to realise our strategic 

intentions of reduced amenable mortality and morbidity rates, improved health expectancy rates and equity in 

health outcomes for our population. 

Impacts: People have improved access to diagnostic tests that are delivered within expected waiting times 

 People referred have clinical decisions resulting in the shortest possible delays to treatment 

 Clinical referral processes reflect accurate clinical diagnosis so the right management is put in place 

 Improved primary care access to community referred radiology and laboratory services 

 

Impact Measures 2014/15 

Actual 

2015/16 

Forecast 

2016/17 

Target 

2019/20 

Outlook 

Increased percentage of people with accepted 

referrals for a computerised tomography (CT) scan or 

magnetic resonance imaging (MRI) receive their scan 

within 6 weeks (42 days) 

CT 96.1% 94% ≥95% ≥95% 

MRI 100% 100% ≥85% 100% 

Reduced average reporting time for community referred 

radiology examinations (PNH) 

2.3 days 1.9 days ≤2 days ≤1.5 days 

Zero percentage of patients with an accepted routine referral 

for an ultrasound wait longer than 6 months (excludes 

planned waits) 

0% 3% 0% 0% 

Output Measures  

Volume of community referred tests and community radiology 

units (PNH) 

50,935 51,675 46,590 

Number of MRI scans for accepted referrals carried out over 

the year 

3,231 4,200 ≥4,600 *E 

Number of accepted referrals for CT scans carried out on 

average per month 

417 498 540 *E 

Number people waiting (including planned) for an ultrasound 

examination by the end of the year 

793 1,500 750 *E 

 
Notes:  

*E  refers to estimated target 
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3.3 OUTPUT CLASS:  INTENSIVE ASSESSMENT AND TREATMENT 

 

Output Class Description 
 

Intensive assessment and treatment services are delivered by a range of secondary and tertiary providers 

using public funds.  These services are usually integrated into facilities that enable co-location of clinical 

expertise and specialised equipment such as a hospital.  These services are generally complex and provided 

by health care professionals that work closely together.  They include: 

 ambulatory services (including outpatient, district nursing and day services) across the range of 

secondary assessment, diagnostic, therapeutic, and rehabilitative services  

 inpatient services (acute and elective streams) including diagnostic, therapeutic and rehabilitative 

services  

 emergency department services including triage, diagnostic, therapeutic and disposition services  

These services are at the complex end of treatment services and are focused on and delivered to individuals. 

 
MidCentral DHB provides a wide range of intensive treatment and complex specialist services to its 

population – and to the populations of other DHBs that do not provide these specialist services in their own 

district. The DHB also funds some intensive assessment and treatment services for its population that are 

provided by other DHBs.  

 

A proportion of these services are driven by demand which the DHB must meet, such as acute (unplanned 

and urgent) medical and surgical services and maternity services.  Other services are planned (elective) for 

which provision and access are determined by capacity, clinical triage, national service coverage agreements 

and treatment thresholds. 

 

This Output Class comprises the following outputs: 

 Mental health and addiction services 

 Hospital based elective services 

 Hospital based acute services 

 Hospital based maternity services 

 Assessment, treatment and rehabilitation services  

 

 

What do we want to achieve?  (Outcomes) 

 Reduced hospital admissions 

 People have shorter waits for specialist assessment and treatment 

 Patients have a positive experience of care 

 Better alignment of resources and reduced waste 

 Involved healthcare workforce 

How will we know we are succeeding? (Impacts) 

 People needing specialist health and disability services receive them on time 

 Waiting times for specialist assessment and treatment are reduced 

 People have shorter stays in the emergency department 

 More people who need elective surgery receive it within expected timeframes 

 Older people with complex health needs are supported to live independently in the community 

 Services provided are safe and effective 

 

 

 



CHAPTER 3, STATEMENT OF PERFORMANCE EXPECTATIONS 

MIDCENTRAL DISTRICT HEALTH BOARD 

 2016/17 ANNUAL PLAN AND STATEMENT OF INTENT Page 92 
v05 31/08/2016 

What do we expect to spend on this Output Class?  

Revenue and expenditure by Output Class:   

Intensive 

assessment and 

treatment 

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20 

Revenue 
$000 

Expenditure 
$000 

Revenue 
$000 

Expenditure 
$000 

Revenue 
$000 

Expenditure 
$000 

Revenue 
$000 

Expenditure 
$000 

Revenue 
$000 

Expenditure 
$000 

Revenue 
$000 

Expenditure 
$000 

Emergency 
department 

20,638 20,148 20,831 20,396 21,108 22,140 21,531 22,575 21,991 23,041 22,460 23,503 

Medical services 58,016 57,642 58,558 58,351 61,908 57,505 63,149 58,635 64,497 59,846 65,875 61,046 

Surgical / ICU / 
Anaesthetic services 

78,986 75,767 79,724 76,698 83,621 78,497 85,297 80,039 87,119 81,692 88,979 83,331 

Regional Cancer 
Treatment services 

42,896 41,883 43,297 42,398 45,840 43,646 46,759 44,504 47,757 45,423 48,777 46,334 

Women’s & children’s 
services 

32,793 32,600 33,100 33,001 34,406 33,821 35,096 34,485 35,845 35,198 36,610 35,904 

Elder health services 16,103 20,157 16,254 20,405 12,885 16,186 13,143 16,504 13,424 16,845 13,711 17,183 

Rehabilitation and 
Therapy services 

2,022 2,528 2,041 2,559 2,133 2,662 2,176 2,714 2,222 2,770 2,270 2,826 

Mental health and 
addiction services 

30,190 30,391 30,472 30,765 33,997 34,010 34,678 34,678 35,419 35,394 36,175 36,104 

Clinical support 
services 

6,027 6,777 6,083 6,860 6,651 7,608 6,784 7,757 6,929 7,918 7,077 8,076 

Inter district flows 48,979 49,049 49,437 49,652 50,184 50,532 51,190 51,525 52,283 52,589 53,399 53,644 

Total Intensive 
Assessment & 

Treatment  
336,650 336,942 339,798 341,083 352,733 346,607 359,802 353,417 367,487 360,716 375,333 367,951 
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3.3.1 Output:  Mental Health and Addiction Services 

Description 

Specialist mental health and addiction services are delivered to those eligible people who are most severely 

affected by mental illness or addiction.   

The services include assessment, diagnosis, treatment and rehabilitation, as well as crisis response when needed.  

Mental health and addiction services aim to reduce the impact of mental illness and reduce harm caused by drug 

and alcohol dependency or addiction through a recovery-focused, consumer oriented approach to early 

assessment and treatment 

Our Annual Service Performance Expectations 

Meeting our annual service performance expectations will contribute to the achievement of our objectives through 

measuring the impact of the outputs we deliver over time, which in turn will assist us to realise our strategic 

intentions of reduced amenable mortality and morbidity rates, improved health expectancy rates and equity in 

health outcomes for our population. 

Impacts: People needing specialist mental health or addiction services receive them on time 

Fewer people have acute readmissions to specialist mental health services 

More young people can access primary and specialist mental health and addiction services 

Patients are treated and cared for in a safe acute inpatient environment and protected from harm 

Impact Measures 2014/15 

Actual 

2015/16 

Forecast 

2016/17 

Target 

2019/20 

Outlook 

Sustained relative growth in proportion of 

population accessing specialist mental health 

and addiction services (all ages) 

Māori 5.1% 5.2% ≥5% 6% *E 

Non Māori 3.2% 3.4% ≥3% 4% *E 

Total 3.6% 3.7% ≥3.8% 4% *E 

Maintain high proportion of people referred for 

non-urgent mental health & addiction services 

seen within 8 weeks (DHB Mental Health Service 

and Addictions provider only) 

0–19 yrs 94.2% 94% ≥95% ≥95% 

20-64 yrs 96.8% 95% ≥95% ≥95% 

65+ yrs 100% 92% ≥95% ≥95% 

Increased proportion of people aged 0 – 19 

years referred for non-urgent mental health & 

addiction services seen within 3 weeks (DHB 

Mental Health and Addictions provider only) 

0–19 yrs 76.3% 76% ≥80% ≥80% 

20-64 yrs 83.9% 81% ≥80% ≥80% 

65+ yrs 90.6% 92% ≥80% ≥80% 

Decreased proportion of people who are readmitted to 

inpatient unit within 28 days of previous discharge 

13.9% 19% ≤15% ≤12% 

Annual Output Measures  

Percentage utilisation of available acute 24 hour inpatient bed 

days 

109.2% 112% <100% 

Number of discharges from acute Mental Health unit 604 650 <626 

Proportion of clients aged 0 – 19 years discharged from Child, 

Adolescent and Family Mental Health Services that have a 

transition/discharge plan 

48.5% 80% ≥95% 

Number of people seen by specialist mental 

health and addiction services 

Māori 1,673 1,700 1,730 *E 

Non Māori 4,449 4,470 4,510 *E 

Average number of young people (aged 12 – 19 

years) seen by the primary mental health and 

addictions services per quarter 

Māori 63 61 70 *E 

Non Māori 129 139 142 *E 

 

Notes:   

*E refers to estimates only – demand driven 
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3.3.2 Output:  Hospital-Based Elective Services (inpatient and outpatient) 

Description 
 

Elective services are medical or surgical services which will improve quality of life for someone suffering from a 

significant medical condition, but that can be delayed because they are not required immediately.  A service 

becomes known as an “elective” if it is provided seven or more days after the decision to proceed with treatment.  

Electives do not include services such as disability support, maternity, mental health, primary health or public 

health programmes. 

Access to elective services is based on a referral from a general practitioner, and gives priority to those most in 

need and who will benefit most.  A booking system is therefore used.  The referral guidelines and access criteria 

are part of the national electives programme overseen by the Ministry of Health.  A key priority of Government is to 

ensure equitable access to elective services, deliver more elective surgery as well as to reduce waiting times. 

Our Annual Service Performance Expectations 

Meeting our annual service performance expectations will contribute to the achievement of our objectives through 

measuring the impact of the outputs we deliver over time, which in turn will assist us to realise our strategic 

intentions of reduced amenable mortality and morbidity rates, improved health expectancy rates and equity in 

health outcomes for our population. 

Impacts: People receive timely access to elective (non-urgent, planned) surgical services 

Increased equity of access to elective surgery 

Few people have unnecessary overnight stays prior to day of elective surgery 

Shorter waiting times for diagnostic services (elective angiography, colonoscopy) 

Discharge and transfer of care arrangements limit the likelihood of an unplanned readmission for a 

related acute condition 

All patients ready for treatment receive their radiotherapy or chemotherapy on time 

 

Impact Measures 2014/15 

Actual 

2015/16 

Forecast 

2016/17 

Target 

2019/20 

Outlook 

Standardised intervention rates for specific 

orthopaedic, cardiac and ophthalmology 

services, per 10,000 population (not 

significantly different from national target 

rate) 

Major joints 24.89 ≥24 ≥21.0 ≥25 

Cataracts 32.79 ≥30 ≥27.0 ≥27 

Cardiac surgery 5.40 ≥5 ≥6.5 ≥6.5 

Angiography 31.45 ≥31 ≥34.7 ≥34 

Decreased acute readmissions to hospital within 28 days for 

people discharged with a prior elective episode (Palmerston 

North Hospital) 

4.3% 5.0% ≤4.2% ≤3.8% 

Percentage of patients waiting greater than four months for 

their first specialist assessment (as at end June each year) 

0.4% 0.3% 0% 0% 

Percentage of patients given a commitment to treatment 

(surgery) but not treated within 4 months (as at end June year) 

1.0% 1.5% 0% 0% 

Sustained higher percentage of people with accepted referrals 

for elective coronary angiography receive their procedure 

within 3 months 

92.3% 100% ≥95% 100% 

All patients who are ready for treatment wait less than four 

weeks for radiotherapy or chemotherapy 

100% 100% 100% 100% 

Increased percentage of people referred with a high suspicion 

of cancer and a need to be seen within two weeks receive 

their first cancer treatment (or other management) within 62 

days 

72.5% *O 78% ≥85% ≥90% 

Increased percentage of people accepted for a diagnostic (non 

urgent) colonoscopy who receive their procedure within 6 

weeks 

90.0% 96% ≥95% ≥95% 

 

 



CHAPTER 3, STATEMENT OF PERFORMANCE EXPECTATIONS 

MIDCENTRAL DISTRICT HEALTH BOARD 

 2016/17 ANNUAL PLAN AND STATEMENT OF INTENT Page 95 
v05 31/08/2016 

Annual Output Measures 2014/15 

Actual 

2015/16 

Forecast 

2016/17 

Target 

Increased number of discharges for elective and arranged 

surgery (DHB population) 

6,985 7,600 *D1 7,877 

Variance of actual delivery to planned case weighted 

discharges for elective surgery (electives initiative – base and 

additional) 

+4.6% <1% +/- ≤5% 

Percentage of elective and arranged surgery patients who 

were admitted on the same day as surgery  

88.9% 88% ≥90% 

Percentage of resourced elective theatre sessions utilised 100.5% 99% ≥95% 

Percentage of patients who have a primary hip or knee 

replacement procedure receiving antibiotic within 60 minutes 

of the first incision  

96.3% 100% 100% 

Elective surgery inpatient average length of stay (standardised) 

– days *M 

3.30 1.70 *D2 <1.62 

Number of first specialist assessments (as a 

DHB of service) 

Medical*C 8,678 8,910 9,269 

Surgical 14,346 14,500 14,571 

Average number of patients per month with a confirmed 

diagnosis of cancer whose first cancer treatment (or other 

management) was within 31 days of decision-to-treat 

50 *9 57 70 *E 

Average number of people who received a coronary 

angiography or waiting at the end of the each month 

36 35 37 *E 

 

Notes: 

*C  includes oncology and haematology services 

*D1  definition for health target changed from July 2015 to include surgical discharges of an arranged event type as 

well as elective and to include surgical purchase units from non-surgical specialty 

*O  new health target introduced from October 2014 

*9 for nine month period ending June 2015 (commenced October 2014) 

*M refers to 12 month period ending 31 March each year 

*D2 change in methodology for calculating lengths of stay applied by Ministry of Health from 01 July 2015 
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3.3.4 Output:  Hospital Based Acute Services  

Description 
 
Specialist (acute) medical and surgical services are provided to people of all ages whose condition is of such 

severity or complexity that it is beyond the capacity and technical support of the referring service.  Services 

intended are to achieve an integrated continuum of care that provides effective shared care across all settings 

from primary to tertiary, and includes cure of disease, relief of pain, effective screening and prevention of 

unnecessary or long term complications and access to information by patients and other practitioners.  Hospital 

acute services will also advise and plan for care that prevents or reduces acute exacerbation of chronic disease to 

minimise likelihood of inappropriate hospital admissions and promote improved quality of life. 

Our Annual Service Performance Expectations 

Meeting our annual service performance expectations will contribute to the achievement of our objectives through 

measuring the impact of the outputs we deliver over time, which in turn will assist us to realise our strategic intentions 

of reduced amenable mortality and morbidity rates, improved health expectancy rates and equity in health outcomes 

for our population. 

Impacts: People do not have unnecessary delays in being admitted, discharged or transferred from ED 

People can access urgent, unplanned care when they need it 

People receive appropriate, timely discharge from acute episodes in hospital 

Discharge and transfer of care arrangements limit the likelihood of an unplanned readmission for a 

related acute condition 

Patients are treated and cared for in a safe environment and protected from harm 

 

Impact Measures 2014/15 

Actual 

2015/16 

Forecast 

2016/17 

Target 

2019/20 

Outlook 

Increased percentage of patients who are admitted, transferred 

or discharged from the Emergency department within 6 hours of 

presentation 

94.2% 94% ≥95% ≥95% 

Decreased percentage of patients who had an acute readmission 

to hospital within 28 days of a previous discharge (MidCentral 

DHB of service)*R 

8.6% 8.5% ≤8.0% ≤7.5% 

Increased percentage of patients aged 75+ years (55+ years for 

Māori and Pacific people) admitted to hospital who had a falls risk 

assessment completed 

90.0% 96% ≥95% ≥98% 

Reduced hospital acquired bacteraemia rate per 1,000 patients 1.17 1.3 ≤1.4 ≤1.2 

Improved average overall scores to the four 

surveys responded to over the year for each 

of the patient experience domains  

Communication 8.2 8.4 ≥8.5 ≥8.7 

Partnership 8.4 8.4 ≥8.5 ≥8.7 

Coordination 8.2 8.2 ≥8.5 ≥8.7 

Physical & 

emotional needs 

8.5 8.6 ≥8.5 ≥8.7 

Annual Output Measures 

Number of Emergency Department attendances 40,369 43,100 44,050 *E 

Percentage of ED attendances culminating in an admission to 

hospital 

30.6% 31.5% ≤30% 

Number of medical cost weighted discharges as DHB of service 

(including emergency medicine and excluding oncology and 

haematology) 

10,439 11,173 12,080 *E 

Number of acute medical and surgical 

discharges (excluding emergency medicine, 

including oncology) 

Medical 11,241 11,450 <11,700 *E 

Surgical 4,965 5,260 <5,500 *E 

Number of inpatient acute admissions aged 75+ years 5,009 5,200 <5,400 *E 

Standardised inpatient average length of stay – acute services 

(days) *M 

2.83 2.75 ≤2.55 
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Notes: 

*E  refers to estimated target – demand driven. 

*M during 2014/15 the Ministry of Health revised the way in which the standardised average lengths of stay for 

acute (and elective) services were to be measured and applied from July 2015.  Baseline data was supplied for 

12 month period ending June 2015 – as reported.  Comparing this standardised ALOS measure to prior periods 

is not appropriate. 

*R  during 2015/16, the Ministry of Health undertook a revision of the measurement model used for the 

standardised acute readmission rate that has been reported for some time.  At the time of preparing this 

Statement of Performance Expectations the outcome from the Ministry’s review is not known.  Therefore, from 

July 2015, reporting of this measure for this purpose will use data extracted from MidCentral’s patient 

administration system rather than the Ministry’s 

 

 

3.3.5 Output:  Hospital Based Maternity Services 

Description 

Maternity Services that are funded by DHBs include primary, secondary and tertiary maternity care for pregnant 

women and their babies until six weeks after the birth.  The service supports continuity of care, and is delivered in 

community, outpatient and inpatient settings.  The national Maternity Referral Guidelines identify clinical reasons 

for consultation with a specialist and are published by the Ministry of Health from time to time. 

Hospital-based maternity services are provided at primary, secondary and tertiary levels.  Secondary maternity 

services are those provided where women and/or their babies experience complications that need additional 

maternity care involving obstetricians, paediatricians, other specialists and secondary care teams.  Tertiary 

maternity services are additional maternity care provided to women and their babies who have highly complex 

clinical needs and require consultation with and/or transfer of care to a multi-disciplinary specialist team. 

Our Annual Service Performance Expectations 

Meeting our annual service performance expectations will contribute to the achievement of our objectives through 

measuring the impact of the outputs we deliver over time, which in turn will assist us to realise our strategic intentions 

of reduced amenable mortality and morbidity rates, improved health expectancy rates and equity in health outcomes 

for our population. 

Impacts: Women experience safe and effective obstetric services 

Babies’ physical and emotional health is supported with established breastfeeding at time of discharge  

Patients are treated and cared for in a safe environment and protected from harm  

 

Impact Measures 2014/15 

Actual 

2015/16 

Forecast 

2016/17 

Target 

2019/20 

Outlook 

Increased percentage of women rating their post-natal length of 

stay as “just right” 

93.2% 90% ≥95% ≥95% 

Proportion of total deliveries that were an acute (emergency) 

caesarean section type 

19.4% 21% ≤21% ≤20% 

Increased proportion of babies discharged with breastfeeding 

established at time of discharge 

78.2% 80% ≥85% ≥90% 

Maintain lower percentage of low birth weight (<2500gms) babies 5.3% 7% ≤6% ≤5% 

Annual Output Measures 

Number of PN hospital facility (secondary) births, MidCentral 

residents 

1,747 1,800 1,860 *E 

Total number of deliveries by caesarean section 573 580 ≤600 *E 

Total cost weighted discharges (DHB of service) for maternity and 

neonatal inpatients (rounded) 

2,852 2,900 2,934 

Average length of stay – mothers (days) 2.39 2.5 ≤2.5 

Number of DHB (non-specialist) antenatal consults 249 250 248 

Number of first obstetric consult attendances 892 930 952  
 

Notes: 

*E Refers to estimate only 
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3.3.6 Output:  Assessment, Treatment and Rehabilitation Services 

Description 
 

Multi-disciplinary inpatient assessment treatment and rehabilitation (AT&R) for people with complex medical, 

cognitive, functional and social needs with the aim of enabling them to live independently in the community. 

Includes aged, physical, sensory and intellectual AT&R service(s).  The AT&R service aims to improve functional 

independence of patients in usual age-related roles and activities and/or return to the workforce or other activity 

with limitation of disease progression by active risk factor management and early, effective rehabilitation. 

These are services provided to restore functional ability and enable people to live as independently as possible.  

Our Annual Service Performance Expectations 

Meeting our annual service performance expectations will contribute to the achievement of our objectives through 

measuring the impact of the outputs we deliver over time, which in turn will assist us to realise our strategic intentions 

of reduced amenable mortality and morbidity rates, improved health expectancy rates and equity in health outcomes 

for our population. 

Impacts: Older people are supported to maintain their functional independence in the community 

More older people have access to specialist community-based services 

Hospital lengths of stay are reduced with appropriate community support services in place 

 

Impact Measures 2014/15 

Actual 

2015/16 

Forecast 

2016/17 

Target 

2019/20 

Outlook 

Reduced average length of time between referral from acute 

services to transfer to AT&R services (days) 

2.7 1.5 ≤1.2 <1.0 

Reduced occurrence rate of falls by people aged 65+ years, 

per 1,000 inpatient AT&R bed days 

13.9 11.5 ≤10.0 ≤7.0 

Sustained proportion of older people discharged from AT&R 

services to independent living (not ARC) 

76.1% 75% ≥75.0% ≥75.0% 

Reduced acute readmissions to hospital 

within 28 days for those discharged from 

AT&R services  

Geriatric 9.3% 9.1% <9.0% <8.5% 

Psychogeriatric 13.0% 11% <11% <10% 

Annual Output Measures 

Number of inpatient discharges (geriatric AT&R) 818 840 870 *E 

Inpatient average length of stay for AT&R (geriatric) services 

(days) 

19.22 18.1 17.5 

Number of ATR bed days (geriatric) 6,680 6,535 6,000 

Number of ATR outpatient clinic attendances 3,557 3,680 3,750 

Number of ATR domiciliary visits 3,298 3,010 3,303 
  

Notes: 

*E Refers to estimate only 
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3.4 OUTPUT CLASS:  REHABILITATION AND SUPPORT 

 

Output Class Description 
 

Rehabilitation and support services are delivered following a ‘needs assessment’ process and coordination 

input by Needs Assessment and Service Coordination (NASC) Services for a range of services such as home-

based support services and residential care services for older people. In MidCentral’s district, the NASC 

service is known as “SupportLinks”.  The rehabilitation and support services also include palliative care 

services for people with end-stage conditions and services that support people with a disability. 

MidCentral DHB contracts for the provision of these services from a wide range of providers, including 

Arohanui Hospice, rest homes and home-based support agencies. 

A key provider of disability support services is Enable New Zealand – a division of MidCentral DHB that 

provides services in New Zealand.  These services are contracted by the Ministry of Health, ACC and for 

some other DHBs and include: equipment and housing modification services for the health and disability 

sector and disability information services. Enable New Zealand also provides NASC services for people with a 

disability aged less than 65 years of age. 

These services are focused on and delivered to individuals. 

This Output Class comprises the following outputs: 

 Needs assessment and coordination 

 Home based support services 

 Age related residential care 

 Lifelong disability services 

 Rehabilitation services 

 Respite and day care services 

 Palliative care services 

 

What do we want to achieve?  (Outcomes) 

 Reduced hospital admissions 

 Better alignment of resources 

 Enhanced quality of life for people with long term conditions 

 Enhanced effectiveness of health and disability services 

 Patients have a positive experience of care 

How will we know we are succeeding? (Impacts) 

 People receive timely clinical assessment to access appropriate disability support services 

 Improved community support to maintain the independence of older people 

 Safe and effective services are provided to older people 

 Improved integration of services through better use of information and clinical assessment tools 

 Older people with complex health needs are supported to live independently in the community 

 Services provided are safe and effective 
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What do we expect to spend on this Output Class?  

Revenue and expenditure by Output Class:   

Rehabilitation and 

support 

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20 

Revenue 
$000 

Expenditure 
$000 

Revenue 
$000 

Expenditure 
$000 

Revenue 
$000 

Expenditure 
$000 

Revenue 
$000 

Expenditure 
$000 

Revenue 
$000 

Expenditure 
$000 

Revenue 
$000 

Expenditure 
$000 

Needs assessment & 
service coordination 

2,911 2,906 2,938 2,942 3,297 3,221 3,363 3,284 3,435 3,352 3,508 3,419 

Age related 
residential care beds 

48,601 48,672 49,055 49,270 51,378 50,744 52,408 51,741 53,527 52,810 54,670 53,869 

Home based support 
services 

13,446 13,466 13,572 13,632 14,449 14,270 14,739 14,550 15,053 14,851 15,375 15,149 

Rehabilitation 
services 

16,703 17,077 16,859 17,287 16,697 16,595 17,032 16,921 17,395 17,271 17,767 17,617 

Palliative care 
services 

2,979 3,173 3,007 3,212 3,556 3,718 3,627 3,791 3,705 3,869 3,784 3,947 

Life long disability 
services 

36,794 37,549 37,138 38,011 29,217 28,828 29,803 29,394 30,439 30,001 31,089 30,603 

Respite care services 2,250 2,245 2,271 2,273 2,844 2,789 2,901 2,844 2,963 2,903 3,026 2,961 

Day services 2,224 2,218 2,245 2,245 2,432 2,382 2,481 2,429 2,534 2,479 2,588 2,529 

Inter district flows 4,822 4,738 4,867 4,796 5,390 5,331 5,498 5,436 5,615 5,548 5,735 5,659 

Total Rehabilitation 
& Support  

130,730 132,044 131,952 133,667 129,260 127,878 131,851 130,390 134,667 133,083 137,542 135,753 
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3.4.1 Output:  Needs Assessment and Service Coordination 

Description 

Needs Assessment is a process of determining the current abilities, resources, goals and needs of a person and 

defining those needs which are most important to the person. Needs Assessment is provided to: 

 a person who has been identified as having a physical, intellectual, sensory or aged related disability (or a 

combination of these); and 

 which is likely to continue for a minimum of six months; and 

 results in a reduction of independent function to the extent that ongoing support is required 

Service coordination is a process of identifying, planning and reviewing the packages of services required to meet 

the priorities, needs and goals of the person assessed.  The process also determines which of these needs can be 

met by funded services and which can be met by other services.  The process explores all options and linkages for 

addressing the person’s prioritised needs and goals. 

Our Annual Service Performance Expectations 

Meeting our annual service performance expectations will contribute to the achievement of our objectives through 

measuring the impact of the outputs we deliver over time, which in turn will assist us to realise our strategic 

intentions of reduced amenable mortality and morbidity rates, improved health expectancy rates and equity in 

health outcomes for our population. 

Impacts: Older people have access to responsive support services that maintain their functional independence 

in the community 

More people have individual care plans and support services based on robust clinical assessments  

More older people have access to packages of temporary support as a primary option for acute care 

Hospital admissions and lengths of stay are reduced with appropriate community support in place 

 

Impact Measures 2014/15 

Actual 

2015/16 

Forecast 

2016/17 

Target 

2019/20 

Outlook 

Higher percentage of people aged 65 or older receiving publicly 

funded long term home-based support services who have a 

comprehensive clinical assessment and a completed care plan 

87.1% 95% ≥96% 100% 

Increasing eligible people aged 65+ years receiving community 

initiated Packages of Temporary Support (PoTS) as a proportion of 

total people receiving PoTS 

10.8% 30% ≥40% ≥50% 

Increased percentage of new (urgent and routine) referrals to 

NASC service have an interRAI assessment completed within 2 

days 

27% 39% ≥40% ≥45% 

Annual Output Measures 

Number of eligible people aged 65 or older who have a Package 

of Temporary Support (PoTS) initiated prior to hospital discharge  

530 645 ≤680 *E 

Number of eligible people aged 65 or older who have a 

community-based initiated Package of Temporary Support (PoTS) 

64 * 270 340 *E 

Total number of referrals received by NASC services 4,204 4,500 4,800 *E 

Average number of people who have had a Comprehensive 

Clinical Assessments and Individual Care Plan completed per 

quarter 

564 625 590 *E 

  

Notes: 

*  Service commenced early 2015 

*E Refers to estimate only 
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3.4.2 Output:  Home-Based Support Services 

Description 

The purpose of the home support services is to promote and maintain the independence of people who are 

experiencing difficulty caring for themselves because of an illness or chronic medical condition, or as a result of 

hospitalisation.  The home support service is long term support provided by support workers for people with 

chronic health conditions in their own home or other private accommodation in the community.  The service is 

delivered by private organisations, upon authorised referral following confirmation of eligibility and an individual 

needs assessment process, and is accountable for the quality of services delivered.  The services have a 

restorative focus that promotes and maintains the independence of the service user. 

Our Annual Service Performance Expectations 

Meeting our annual service performance expectations will contribute to the achievement of our objectives through 

measuring the impact of the outputs we deliver over time, which in turn will assist us to realise our strategic 

intentions of reduced amenable mortality and morbidity rates, improved health expectancy rates and equity in 

health outcomes for our population. 

Impacts: Increased confidence in the safety and quality of home-based services being delivered 

More older people are supported to live independently in the community 

Increased value for money in the provision of health and disability support 

Equitable access to appropriate home-based support services for older people 

 

Impact Measures 2014/15 

Actual 

2015/16 

Forecast 

2016/17 

Target 

2019/20 

Outlook 

Higher percentage of MidCentral DHB clients 

with a home support need level of three 

(medium) or above (by district) 

Horowhenua 90.4% 98% ≥98% ≥98% 

Otaki 89.5% 100% ≥98% ≥98% 

Palmerston North 81.4% 97% ≥95% ≥98% 

Manawatu 93.4% 96% ≥95% ≥98% 

Tararua 85.0% 94% ≥96% ≥98% 

Total 86.3% 97% ≥96% ≥98% 

Sustained proportion of projected population aged 65+ years*P 

that received home based support services in the year 

9.0% 9.2% ≤10% ≤10% 

Annual Output Measures 

Number of client assessments completed in 

the year with a home based support service 

coordination outcome (all levels of support 

need) 

Horowhenua 716 770 825 *E 

Otaki 152 100 120 *E 

Palmerston North 1,147 1,270 1,325 *E 

Manawatu 348 400 420 *E 

Tararua 287 290 295 *E 

Other 15 20 15 *E 

Total 2,665 2,850 3,000 *E 

Number of HBSS providers certified to Sector Standards 8158 

contracted for the provision of services by the DHB 

6 6 6 

 

Notes: 

*P  Refers to population using medium projections (2013 Census base, 2015 Update, NZ Statistics) 

*E Refers to estimate only 
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3.4.3 Output:  Age Related Residential Care  

Description 

Age related residential care (ARRC) beds comprise rest home care beds, dementia care beds and hospital 

continuing care beds.  Psychogeriatric care beds are also available, which provide for more complex care needs. 

Our Annual Service Performance Expectations 

Meeting our annual service performance expectations will contribute to the achievement of our objectives through 

measuring the impact of the outputs we deliver over time, which in turn will assist us to realise our strategic 

intentions of reduced amenable mortality and morbidity rates, improved health expectancy rates and equity in 

health outcomes for our population. 

Impacts: Aged residential care facilities provide quality, safe services to their residents 

More older people are supported to maintain their functional independence in the community 

Fewer admissions to hospital for illness related to respiratory or urinary tract infections of people from 

aged residential care facilities 

 

Impact Measures 2014/15 

Actual 

2015/16 

Forecast 

2016/17 

Target 

2019/20 

Outlook 

Contained proportion of MidCentral’s projected population aged 

65+ years receiving DHB funded support in ARC facilities over the 

year 

6.3% 5.1% *DP <6.0% <6% 

Higher percentage of people in ARC facility have a subsequent 

interRAI LTCF assessment within 230 days of previous 

assessment 

N/a 65% ≥95% ≥95% 

Lower percentage of Emergency Department attendances that 

are by people receiving subsidised aged residential care  

4.2% 3% ≤3.2% ≤3% 

Decreased percentage of acute hospital admissions by people 

who received subsidised ARC over the year that were as a result 

of a gastrointestinal, respiratory or urinary tract infections 

13.2% 15% ≤12% ≤10% 

Reduced average number of Corrective Action Requests (CARs) 

per ARC facility that was audited in the year 

3.4 4.5 ≤4.0 ≤3.0 

Annual Output Measures 

Total number of people aged 65+ years receiving DHB funded 

support for aged residential care (excluding respite) over the year 

1,736 1,512 *D 1,700 *E 

Percentage of total ARC beds utilised by people aged 65+ years 

for dementia care 

12% *U 11.5% *D ≤13% *E 

Number of acute admissions by ARC subsided residents 

discharged from hospital as a result of respiratory infection 

(pneumonia), gastrointestinal or urinary tract infections 

236 190 ≤170 *E 

Number of surveillance or certification audits of Aged Residential 

Care facilities undertaken in the year 

19 22 ≤24 

  

Notes: 

*DP refers to number of residents as at end of December 2015 and proportion of population calculated using 

medium projected population for December 2015 (Statistics New Zealand – DHB Single Year Age-Sex 

Projections 2013 Census base, November 2015 update) 

*D refers to residents as at end December 2015 

*E refers to estimate only 

*U 2014/15 year total updated to reflect same source data and count as for 2015 year onwards (ARC demand 

model)  
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3.4.4 Output:  Lifelong Disability Services 

Description 

Government, through Vote:Health, funds ongoing support services for people with a wide range of disabilities and 

impairments.  These services are referred to as disability support services for some groups, and long-term support 

services for others.  Support options need to be flexible, responsive and needs based (refer to the earlier sections 

on Needs Assessment and Service Coordination services, residential care, rehabilitation and home-based support 

services).  They focus on the person and, where relevant, their family and whānau, and enable people to make 

informed decisions about their own lives. 

This output focuses on the services provided by Enable New Zealand – a division of MidCentral District Health 

Board – in two main areas:  disability information and advisory services and equipment modification services.  

Enable New Zealand provides services to the greater population of New Zealand.  The new EASIE Living Centre 

(opened in February 2016) enjoys a strong community profile regionally and acts as a community hub, engaging 

with community organisations and service providers to remove the barriers that preclude disabled people from 

actively participating in their communities. 

 

Our Annual Service Performance Expectations 

Meeting our annual service performance expectations will contribute to the achievement of our objectives through 

measuring the impact of the outputs we deliver over time, which in turn will assist us to realise our strategic 

intentions of reduced amenable mortality and morbidity rates, improved health expectancy rates and equity in 

health outcomes for our population. 

Impacts: Timely access to information and equipment that meets the immediate needs of referred clients 

People with disabilities receive quality, timely assessment of needs and service coordination services 

People with a lifelong disability receive a range of coordinated services on time, based on assessed 

need, that support as much functional independence and community-based support as possible 

People with disabilities have access to choice and control of the supports they receive and the lives 

they lead 

Impact Measures 2014/15 

Actual 

2015/16 

Forecast 

2016/17 

Target 

2019/20 

Outlook 

High percentage of people express satisfaction that the EASIE 

Living Centre supports them, their family/whānau to make 

informed choices that are aligned to their personal goals and 

aspirations 

n/a n/a ≥80% ≥90% 

High percentage of people express satisfaction that the EASIE 

Living Centre promotes and encourages participation and 

inclusion in the community and works with individuals, their 

family/whānau to create opportunities for building networks 

that are aligned to their personal goals and aspirations 

n/a n/a ≥80% ≥90% 

Sustained high percentage of people who express satisfaction 

with the service provided by the NASC (Needs Assessment and 

Service Coordination) – quarterly survey   

95% 95% ≥95% ≥95% 

Annual Output Measures 

Total number of customer walk-ins, e-mail and phone enquiries 

to the EASIE Living Centre 

n/a n/a 3,900 *E 

Number of brochures/pamphlets distributed by the EASIE Living 

Centre 

n/a n/a 2,500 *E 

Number of hosted meetings, special events and group visits 

with organisations, community groups and service organisations 

n/a n/a 200 *E 

Number of referred eligible clients (aged under 65 years) who 

have had a needs assessment completed by NASC 

402 380 400 

Number of information requests received via National Disability 

website, weka.co.nz 

90,337 91,000 92,000 *E 

  

Notes: 

*E refers to estimate only 
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3.4.5 Output:  Rehabilitation Services 

Description 

These services restore or maximise people’s health or functional ability following a health-related event.  They 

include community rehabilitation programmes, physical or occupational therapy, treatment of pain or 

inflammation and retraining to compensate for specific lost functions.  Success is measured through increased 

referral of the right people to these services. 

Our Annual Service Performance Expectations 

Meeting our annual service performance expectations will contribute to the achievement of our objectives through 

measuring the impact of the outputs we deliver over time, which in turn will assist us to realise our strategic intentions 

of reduced amenable mortality and morbidity rates, improved health expectancy rates and equity in health outcomes 

for our population. 

Impacts: Families with children who are diagnosed with an autism spectrum disorder have better access to 

specialist support services 

More people are supported to retain optimal functional independence in community-based settings  

 

Impact Measures 2014/15 

Actual 

2015/16 

Forecast 

2016/17 

Target 

2019/20 

Outlook 

Proportion of new clients seen in the year by Child Health 

Development service who have a diagnosis of autism spectrum 

disorder   

21.3% 25% ≥25% ≥28% 

Average length of stay for inpatients discharged from AT&R 

Physical Disability services 

28.0 21.0 ≤24.0 ≤21.0 

Percentage increase/decrease in contact volumes for allied 

health services over the year 

0.7% 1.2% ≤1.5% ≤1% 

Reduced proportion of acute readmissions to hospital within 28 

days of previous discharge from AT&R - physical disability 

18.6% 12% ≤14% ≤10% 

Annual Output Measures 

Number of accredited equipment assessments completed 

(including hearing) 

4,063 3,750 3,888 

Number of child health development service first attendances 742 790 750 *E 

Number of allied health service contacts per annum 25,990 26,290 26,700 

Number of disability support service (AT&R, Physical Disability) 

inpatient bed days utilised 

3,160 1,946 2,337 *E 

Number of hospital discharges from AT&R, Physical Disability 

service 

113 94 97*E 

  

Notes: 

*E refers to estimate only 
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3.4.6 Output:  Respite and Day Care Services 

Description 

Day programme services for older people are planned activities that meet the specific needs and interests of older 

people, where well-trained staff will assist service users in a stimulating and safe environment.  Day programme 

services are aimed at assisting to maintain independence for older people, are closely integrated with other 

community support services available to older people and are also a form of support for carers of older people. 

Respite care services for people with age related or long term disabilities are based on a 24-hour, 7 day a week 

service.  The service provides both planned and emergency (or crisis) respite care for primary carers/family/ 

whānau who care for family members with chronic health conditions and long term support needs.  The duration 

of respite is short term and intermittent, or episodic for the service user.  Access to respite care is based on need 

and approved by the Needs Assessment and Service Coordination (NASC) service. 

Planned respite care is provided for specific periods as agreed with the primary carers/family/whānau.  

Emergency respite care is provided in times of crises, e.g. when primary carers/family/whānau are in urgent and 

immediate need of temporary relief from care-giving. 

 

Our Annual Service Performance Expectations 

Meeting our annual service performance expectations will contribute to the achievement of our objectives through 

measuring the impact of the outputs we deliver over time, which in turn will assist us to realise our strategic intentions 

of reduced amenable mortality and morbidity rates, improved health expectancy rates and equity in health outcomes 

for our population. 

Impacts: People are supported to retain optimal functional independence in community-based settings 

More older people, and the families, take up their entitlement to respite care 

Increased uptake of day care opportunities 

Reduced potential for caregiver stress 

Individuals receive continuous support to live in the community 

Potential for hospitalisations for relapse or acute exacerbation of acute illness is reduced 

 

Impact Measures 2014/15 

Actual 

2015/16 

Forecast 

2016/17 

Target 

2019/20 

Outlook 

Sustained proportion of MidCentral DHB individuals aged 65+ 

years who had respite care/carer relief as a service 

coordination outcome following assessment during the year 

21.2% 16% ≥18% 20% 

Percentage increase/decrease in the number of individuals 

receiving respite care  in the year (2014/15 base: 229, no target) 

- -17% *E, #D N/a N/a 

Annual Output Measures 

Total number of attendances by individuals at a day 

programme, over the year (no target) 

11,001 12,230 N/a 

Average number of individuals attending a day programme for 

dementia care per month 

135 132 135 *E 

Number of MidCentral DHB individuals aged 65+ years 

assessed and allocated respite care/carer relief at least on one 

occasion throughout the year 

389 330 400 *E 

Number of complaints received from family / whānau  / service 

users regarding ability to access respite care services 

0 0 0 

  

Notes: 

*E refers to estimate only 

#D excludes dedicated respite care beds 
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3.4.7 Output:  Palliative Care Services 

Description 

Specialist palliative care is palliative care provided by those who have undergone specific training and/or 

accreditation in palliative care or medicine, and who are working in the context of an expert inter-disciplinary team 

of palliative care health professionals.  Specialist palliative care may be provided by hospices (community), 

hospital-based palliative care services, or paediatric specialist palliative care teams. 

Specialist palliative care services are provided to people, their family and whānau when and where their complex 

palliative care need exceeds the resources of the generalist provider.  Generalist palliative care is provided for 

those with life-limiting illness as an integral part of clinical practice by any health care professional who is not part 

of a specialist palliative care team (e.g. general practice teams, district nurses, allied health professionals, aged 

residential care staff etc). Providers of generalist palliative care services have defined links with specialist 

palliative care team(s) for the purposes of support and advice, access to education and training, and referral 

pathways for people with complex needs. 

Our Annual Service Performance Expectations 

Meeting our annual service performance expectations will contribute to the achievement of our objectives through 

measuring the impact of the outputs we deliver over time, which in turn will assist us to realise our strategic intentions 

of reduced amenable mortality and morbidity rates, improved health expectancy rates and equity in health outcomes 

for our population. 

Impacts: More patients identified as dying have planned, quality end of life care 

Increased access to palliative care options for patients with non-malignant diagnoses 

Strengthened integrated, shared care arrangements for patients referred to palliative care team 

 

Impact Measures 2014/15 

Actual 

2015/16 

Forecast 

2016/17 

Target 

2019/20 

Outlook 

Proportion of patients referred to the hospital-based Palliative 

Care team who have a non-malignant diagnosis 

35% 35% ≥35% ≥35% 

Proportion of inpatients identified as dying who have an end of 

life care plan in place 

23.6% 23% ≥30% # N/a 

Percentage increase/decrease from base  in the number of new 

referrals to primary palliative care programme per annum (base 

number of 396 in 2011/12 year) 

20.5% 28% ≥28% ≥30% 

Annual Output Measures 

Number of referrals to the hospital-based specialist Palliative 

Care team  

605 650 660 *E 

Number of health care workers in the district who have registered 

to complete the Advance Care Planning training level 1 on-line 

module each year 

71 150 100*E 

Number of General Practitioners participating in the Palliative 

Care Partnership programme (excluding locums)* 

88 86 ≥84 

Number of clients seen by MidCentral’s Palliative Care 

Community Services 

542 560 533*E 

  

Notes: 

# The DHB will be in transition over this year in consideration of changes to the national guidelines for palliative 

care and the “Liverpool Care of the Dying” pathway being phased out.  This may have an effect on the method by 

which end of care planning is captured and subsequently reported.  

* Participants in the Palliative Care Partnership programme also include Nurse Practitioners and Nurses in addition 

to the General Practitioners 

*E refers to estimated target  
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4 FINANCIAL PERFORMANCE 

4.1 KEY FINANCIAL PLANNING ASSUMPTIONS 
 

General 

 MidCentral DHB recorded an operating deficit in 2014/15 and is forecasting an operating deficit in 

2015/16. Together with the unavoidable cost drift of Multi Employer Collective Agreement (MECA) 

increases and supplier price sustainability this imposes a first call on revenue increases which will 

necessitate further efficiencies ahead of new service delivery initiatives. 

 This is a transition year strategically, operationally and financially as the DHB looks to refresh its three to 

five year strategic plan and strengthen its financial position.  The strategic direction will continue to 

emerge and there will be consequential adjustments to the way the DHB is organised.  Business 

improvement and other activities will continue with a view to achieve financial sustainability as the basis 

for living within its means. 

 The budget is based on current Government policy settings and known Government health service 

initiatives. 

 All changes resulting from the ongoing implementation of the Government’s health policy including any 

devolution during the term of the plan will be at least cost neutral or better to MidCentral DHB.  

 Any volume growth will be less than the rate of demographic change. 

 The implementation of Whānau Ora will be cost neutral to MidCentral DHB. 

 Material compliance costs arising from regulatory and legislative changes are not budgeted. 

 No material costs have been included for a pandemic or major disaster. 

 Further changes to the organisational structure will be cost neutral.  

 Ongoing improvements in models of care and utilisation of hospital capacity will release resources to 

support strategic intentions.  

 The business improvement and productivity gains underway will continue with the objective of delivering 

improvement in the DHB’s financial position and to support investment in future development.  

 Expenditure will be re-prioritised where needed to meet the requirements to support patients with high 

and complex needs. 

 The National Infrastructure Platform will not have cost or savings implications for 2016/17.  

 The following services and priority areas are subject to reviews, business cases or plans and depending 

on the outcomes of those may impact planned operational performance: Mental Health, Maternal 

Health, Renal, Cardiology, Diabetes, Māori/Pacific Health and Health of Older People.  

 Redevelopment of the Palmerston North Hospital site will not proceed in 2016/17 and the project will be 

re-evaluated to optimise the overall outcome within the development of a holistic campus property 

strategy. 

Revenue 

The funding growth trend for the health sector is expected to continue.  MidCentral DHB has a slightly above 

average increase in devolved revenue for 2016/17 which partly reflects a catch up to the demographic 

movement over earlier years. It is anticipated that with a net drift of population into MidCentral, and a bias 

towards an ageing demographic, there will generally be a lag between the available funding and changes in 

the served population.  

The rate of input cost increases will continue to be higher than the rate of funding increase.  This, combined 

with the requirement to increase outputs, such as elective volumes, necessitates ongoing productivity 

savings. To live within available revenue, and accumulate the resources to fund strategic shifts in service 

delivery and capability, MidCentral DHB will need to continue to generate productivity savings at an 

increasing rate across all areas of activity, including those that have previously been optimised.  
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National prices will be applied wherever applicable both within the DHB and for providers external to the 

DHB. 

The Government has made no decisions on out-year funding.  Planning assumptions are based on funding 

increases in out-years being of the same nominal value as for the current planning period (2016/17 funding 

advice).  

Personnel costs and outsourced services 

 Workforce costs have been budgeted at actual known costs including step increases and changes in 

applicable Multi Employer Collective Agreements. 

 Increases in wage and salary movements will be in line with the Government’s expectations for pay and 

employment conditions in the State Sector and national employment relations strategies, and will be 

affordable and sustainable within base funding.  This means that overall, MidCentral DHB’s wage 

increases (including planned step increases and salary increases) must be within budget or offset by 

cost reductions elsewhere. 

 The size of MidCentral DHB’s workforce will be constrained by available funding and the need to balance 

within an overall personnel cost. It is expected that FTE levels will remain steady during the planning 

period, with any increases aligned to planned service developments or in substitution for outsourced 

personnel. 

 Reliance on outsourced personnel will be reduced with significant replacement by staff appointments. 

 Staffing levels will be managed to minimise the effects of demand fluctuations and growth and we will 

become increasingly adept at flexing-up to meet spikes in demand. 

 Any restructuring costs will be met from budgeted operating costs.  

 Administration/management numbers will not exceed the established cap of 516 FTEs except by 

agreement of the Minister of Health. 

 Planned staffing levels (Full time equivalents, rounded) as follows: 

 

Supplies and infrastructure costs 

 Infrastructure services and procurement functions will operate with emphasis on minimising cost to 

release funding for other essential activity in the short term. 

 A programme of improvement measures will be effective in containing or reducing unit costs and usage 

in key input areas including pharmaceuticals, clinical supplies, other consumables and minor assets. 

 Utilities costs will benefit from repeatable energy efficiency improvements. 

 Infrastructure service costs will be constrained by working collaboratively with key providers to ensure 

that inputs are cost effective and the spend is focused on high benefit areas and less effective projects 

are minimised. 

 Exchange rate fluctuations may materially impact the cost of supplies and will be partially offset by 

procurement saving initiatives, and mitigated by the use of hedging strategies by suppliers. 

 

 

 

MidCentral DHB 2015/16 2016/17 Movement

Budget Budget

Medical 311 319 9

Nursing & Midwifery 977 961 -16

Allied Health 413 416 4

Support 44 49 5

Mgmt/Admin 485 499 14

TOTAL 2,229 2,244 15
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National, Regional and sub-regional programmes of work 

New Zealand Health Partnerships (previously Health Benefits Limited) 

New Zealand Health Partnerships (NZHP), is reassessing all previously initiated projects and is seeking DHB 

input into the most appropriate way forward for these and for potential future projects. MidCentral DHB will 

actively engage and participate in opportunities to achieve business benefits from further consolidation and 

rationalisation of DHB spending.  

Implications of the NZHP led implementation of a national finance system, the National Oracle Solution 

(“NOS”), will be factored into and constrain finance system management in the short term prior to eventual 

migration to the NOS. 

No financial provision has been made for work that may be associated with the National Infrastructure 

Platform in the 2016/17 year. 

PHARMAC 

In addition to its existing mandate for funding and management of pharmaceuticals, PHARMAC has been 

requested by the Government to expand its portfolio to include all medical devices.  PHARMAC has started 

this process with plans to be fully operational in this area of procurement in 2018.  It is anticipated that the 

benefits of this work will accrue progressively from late 2017 and will have minimal impact in the 2016/17 

year. 

Health Workforce New Zealand 

Health Workforce New Zealand priorities have been included in this plan where they are relevant to the 

Central Region’s Regional Service Plan 2016/17 and will be funded from business as usual – no new 

funding has been committed.  These activities include:  participation in the Central Region Training Hub and 

contributing to implementation of agreed programmes and initiatives where appropriate regarding nurse 

specialist positions, community-based attachments for medical staff, and planning for vulnerable staffing 

(e.g. sonographers and MRTs).  

National Health IT Board 

National Health IT requirements and priorities are included and managed on a regional basis within the 

Central Region. We will continue to commit to the agreed Regional Health Informatics Programme (RHIP) of 

work for core and common applications (previously referred to as Central Regional Information Systems Plan 

– CRISP).  In the 2016/17 year these priorities include; Clinical Portal, Radiology Information System and 

webPAS.  MidCentral DHB has already implemented the national priority for the National Maternity 

Information System Platform (MISP-NZ).  No additional provisions have been made over and above RHIP, as 

follows: 

RHIP 2015/16 2016/17 2017/18 

CAPEX $3,263,367 $1,923,556 $918,651 

OPEX $807,288 $1,916,424 $2,358,100 

Health Quality and Safety Commission 

The following Health Quality and Safety Commission priorities have been included in this plan, are consistent 

with the applicable commitments outlined in the Operational Policy Framework and will be funded from 

business as usual.  These national programmes include: 

 falls reduction and prevention  

 medication safety programme 

 infection prevention and control (including regular audits of the ‘five moments of hand hygiene’) 

 surgical site infection programme 

 surgical safety 

 hospital inpatient experience surveys and reporting system 

 supporting the ‘Partners in Care’ programme 

 supporting development of sector capability and clinical leadership in quality and service improvement 

Others 

No financial commitments are expected nor have we provisioned for any contribution that we may make to 

the work of the Health Promotion Agency or the former National Health Committee. 



CHAPTER 4, FINANCIAL PERFORMANCE 

MIDCENTRAL DISTRICT HEALTH BOARD 

 2016/17 ANNUAL PLAN AND STATEMENT OF INTENT Page 111 
v05 31/08/2016 

Any collaborative regional and sub-regional (including centralAlliance) initiatives will be cost-neutral; 

additional costs associated with implementation of the 2016/17 Regional Service Plan as included or 

referenced in Chapter 2 of this Annual Plan have been incorporated into the budget. 

Capital servicing 

Depreciation. Depreciation has been calculated in accordance with the MidCentral DHB Accounting Policy, 

at rates that will write off the cost of the assets over their useful lives.  The estimated useful lives for plant, 

equipment, motor vehicles and fixtures and fittings are between 3 and 25 years, with software amortised 

over 6 to 10 years. 

Interest rates.   Interest received on deposits is calculated at known and estimated rates with an expected 

weighted average of 3.59% for the 2016/17 year. 

Interest on loans is calculated at the applicable contracted rates with the lender over the period of the loans. 

Capital charge.   The rate of capital charge will remain at 8 percent. 

Investments 

Medium to long term investment planning and decisions will be reflected in the development of a Long Term 

Investment Plan, as outlined in section 5.1.3, that will be completed in the first quarter of the 2016/17 year.  

In the interim, to preserve capacity to fund strategic investment, the levels of other capital investment over 

the near term will not exceed the level of depreciation and amortisation.  Indicative investment allocation on 

that basis is as follows: 

Investment  2016/17 

$m 

2017/18 

$m 

2018/19 

$m 

2019/20 

$m 

Buildings and Plant  10.09 9.77 8.50 8.68 

Clinical Equipment  3.27 4.01 6.89 7.92 

Other Equipment  0.25 0.25 0.25 0.25 

Information Technology  3.27 3.43 3.43 3.43 

Motor Vehicles 0.36 0.64 0.00 0.00 

Total Investment  17.24 18.10 19.07 20.28 

 

The total capital investment funding will be wholly funded by depreciation, amortisation  and Energy 

Efficiency and Conservation Authority (EECA) funding 

Allied Laundry Services Limited 

Allied Laundry Services Limited (ALSL) will not require any additional funding in the 2016/17 year.  ALSL 

expanded its operation, with Capital & Coast and Hutt Valley District Health Boards becoming Shareholders 

on 01 March 2016, joining MidCentral, Taranaki, Whanganui and Hawke’s Bay DHBs, 

MidCentral DHB will remain owner of the laundry building at Palmerston North Hospital, and leasing this 

facility to ALSL. 

Central Technical Advisory Service and New Zealand Health Partnerships 

Cost contributions to Central Technical Advisory Service and New Zealand Health Partnerships will be in 

accordance with Board agreements and will not require additional investment beyond those currently 

budgeted ($1,058,636) for the 2016/17 year (same as 2015/16 year). 

Property, Plant and Equipment 

The DHB will continue to plan maintenance of its assets through its Capital Planning and Planned 

Maintenance Programmes. 

Land and buildings (including building/engineering infrastructure services and refurbishments) are re-valued 

every three to five years, with the last re-evaluation occurring in 2015. 

Land disposal 

Disposal of land is subject to current legislative requirement and protection mechanisms.  MidCentral DHB is 

required to notify land declared surplus to previous owners for offer back prior to offering it to the Office of 

Treaty Settlements, and before any sale on the open market. 
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4.2 FORECAST FINANCIAL PERFORMANCE 
 

MidCentral DHB is forecasting an operating surplus of $1.488 million in the 2016/17 year, with increasing 

surpluses in the out-years. 

 

 
 

 
 

Refer to Chapter 8, Appendices Section 8.3.1 for the detailed financial statements. 

 

Reconciliation between the forecast financial position for 2016/17, as shown in the 2015/16 Annual Plan, 

and the proposed budget for 2016/17 is set out in Chapter 8, Appendices Section 8.3.1. 

 

The financial statements contained in this Plan have been prepared in accordance with the DHB’s 

Accounting Policies (see Chapter 8, Appendices Section 8.3.2) 

 

  

Actual Forecast Budget Budget Budget Budget

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

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

Total Operating Surplus/(Deficit) (1,854) (3,367) 1,488 2,500 3,114 4,531

Actual Forecast Budget Budget Budget Budget

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

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

Provider (5,309) (5,374) 175 423 876 1,728 

Governance 896 (854) 0 0 0 0 

Funder 2,559 2,862 1,313 2,077 2,238 2,803 

Total Operating Surplus/(Deficit) (1,854) (3,367) 1,488 2,500 3,114 4,531 
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4.3 WHERE THE MONEY GOES 
 

 

What Services Are Purchased ($m)

2014/15 2015/16 2016/17

Actual Budget Budget

Hospital Based services

71.3 70.6 73.3 Surgical specialities, ICU and Anaesthetics

52.1 51.4 51.3 Medical services

33.9 32.0 34.7 Regional cancer treatment service

27.7 27.3 26.3 Elder health, rehabilitation and therapy

31.4 31.3 32.2 Women and child health

31.0 29.6 31.6 Mental health

18.3 19.2 20.0 Emergency department

19.0 17.9 21.0 Clinical support

6.6 6.6 6.7 Public health

4.6 4.6 4.9 Dental health

1.5 1.7 1.6 Rural health

19.2 21.3 20.1 Other

316.6 313.5 323.7 Total Hospital Based service

Community Based Services

42.4 43.5 44.6 Pharmaceuticals

47.2 48.0 49.9 Residential care

30.7 30.0 30.3 Primary practice

13.6 13.4 14.5 Home support

11.4 11.5 11.7 Laboratories

10.2 9.9 10.0 Mental health

4.3 4.3 4.3 Chronic disease management

28.7 29.6 35.6 Other

188.5 190.2 200.9 Total Community Based Services

35.0 25.2 27.4 Disability services and needs assessment

3.5 3.3 3.2 Primary health nursing / Supportlinks

52.2 53.4 54.0 Other DHDs (inter district flows)

7.2 7.9 9.5 Governance

603.0 593.5 618.7 Total DHB Expenditure

Who Provides Them ($m)

316.6 313.5 323.7 MidCentral Health

86.1 85.2 92.4 GPs, PHOs, non-govt owned organisations

52.2 53.4 54.0 Other DHBs

47.2 48.0 49.9 Rest homes

42.4 43.5 44.6 Community pharmacies

35.0 25.2 27.4 Enable New Zealand

11.4 11.5 11.7 Community laboratories

7.2 7.9 9.5 MidCentral DHB governance

3.5 3.3 3.2 Primary health nursing

1.4 2.0 2.3 Iwi / Maori providers

603.0 593.5 618.7 Total DHB expenditure
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5 STEWARDSHIP 

The section covers the arrangements, systems and key areas that we have to manage our core functions, 

infrastructure and operations to ensure we can deliver on our strategic intentions and planned services. 

 

5.1 MANAGING OUR BUSINESS 

5.1.1 Organisational performance management  

MidCentral DHB has established systems for internal performance measurement at all levels of the 

organisation. A suite of financial and non-financial measures are reported daily, weekly or monthly as 

appropriate.  

These reporting mechanisms will be enhanced by the beginning of the planning period by addition of costing 

systems that permit finer-grained analysis of cost and activity drivers and identification of choices that can 

affect these. 

During the year we will evaluate and potentially deploy additional tools to assist real-time operational 

management to enhance productivity and assist with better managing a patient’s journey throughout their 

admitted event. 

 

5.1.2 Funding and financial management 

MidCentral DHB will enter the 2016/17 year with a balance sheet with cash and cash equivalents of $24.6 m.  

We will continue to build our capacity to fund strategic investment over and above that supported by refresh 

of assets from depreciation funding.  

Our planned long term strategic investment in site redevelopment has an indicative price of $106m over four 

years as currently scoped. Bridging the gap between strategic goals and current capability will necessitate 

both a return to sustainable operating surpluses and the careful stewardship of other capital investment, 

including seeking sound returns on capital deployed in order to contribute to capital accumulation.  

Enhanced capital management processes will be introduced to assist in achieving this goal. 

 

5.1.3 Reporting and consultation 

MidCentral DHB has an obligation to report to the Minister of Health and Director-General of Health, 

encompassing national health information management and reporting requirements, national collections 

requirements and requirements relating to ACC and the Mental Health Commission (as specified in the 

Operational Policy Framework).   

The DHB is required to prepare an Annual Report in accordance with ss 151–157 of the Crown Entities Act, 

to deliver its quarterly non financial performance report in accordance with the deliverables and expectations 

outlined in the DHB Monitoring Framework and Performance Measures and to submit its monthly financial 

report (including any required supplementary information) in the format specified by the Ministry, based on 

the Common Chart of Accounts. 

The DHB is required to seek the Minister of Health’s approval regarding proposed disposal of property.  At 

the time of writing this annual plan, MidCentral DHB does not have any land disposal proposals for approval. 

We will undertake to notify the Minister of Health or undertake public consultation in accordance with 

requirements set out in the Operational Policy Framework, or as directed by the Minister of Health, in relation 

to planning and implementation of significant service change or service reconfiguration, cooperative 

arrangements and agreements, acquisition of securities, shares and other interests, significant business 

cases and dealings with land.  

 

http://www.legislation.govt.nz/act/public/2013/0051/latest/whole.html#DLM5327134
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5.1.4 Investment and asset management 

New Government policy came into effect on 1 July 2015 regarding the management of asset portfolios, 

capital expenditure and asset disposals, on demand offerings and lease arrangements in all Crown agents 

(including District Health Boards).  While the policy does not change particular statutory authorities, powers 

or obligations, including those processes relating to investment and asset management, it does highlight the 

Government’s intention to ensure the overall investment system operates efficiently and effectively in the 

interests of all New Zealanders. 

All DHBs are required to complete a stand-alone Long Term Investment Plan (LTIP) covering at least 10 

years.  LTIPs are part of the new Treasury system for monitoring investments across government, the 

Investment Management and Asset Management Performance (IMAP) system.  It replaces the previous 

requirement for a Regional Capital Plan although regional capital planning processes will continue; the 

DHB’s LTIP must reflect the regional view. 

As a non intensive investment agency, at this stage, MidCentral DHB will submit its draft LTIP by 30 

September 2016 and then finalised LTIP by 31 October 2016. 

Until the completion of the LTIP investment in new or enhanced services, technology and workforce will be 

guided by MidCentral DHB’s Investment Plan.   

MidCentral DHB’s share of the Central Region’s Information Systems Plan has been accommodated within 

the DHB’s capital expenditure provision or from cash reserves.  It is currently being treated as additional to 

the capital programme.  Key items scheduled for completion or purchase during the planning period are a 

Patient Administration System, e-Pharmacy and e-medications management.  These will feature in current 

and out-year financials.  

This plan is based on MidCentral DHB progressing the ICT initiatives set out in the following pages in support 

of national and regional strategies. MidCentral DHB will continue to own IT assets pending further 

development of regional IT infrastructure/governance arrangements. 

Capital expenditure of $3m anticipated for the reconfiguration of Ward 21 (Acute Mental Health Unit), in line 

with the recommendations of the external Mental Health review. 

Other clinical and infrastructure capital expenditure will be in guided by the Asset Management Plan in the 

short term and the LTIP in the medium/long term. 

The indicative capital programme is set out in the Appendices - Section 8.3. This will be reviewed as part the 

preparation for the Long Term Investment Plan. 

 

5.1.5 Risk management 

MidCentral DHB has a formal risk management and reporting system and is committed to managing risk in 

accordance with the process set out in the Australian/New Zealand Joint Standard on Risk Management 

(AS/NZS ISO 31000:2009).  

MidCentral’s risk management principles and practices form part of the normal management strategy and 

are supported by existing planning and operational processes. Plans and policies in place include Risk Policy, 

Business Continuity Strategic Plan and the DHB’s Health Emergency Plan. 

Risks are monitored at a governance level via the Finance Risk and Audit Committee and operationally at 

executive leadership level, clinical governance groups and service management. 

In addition to the Certification audit requirements under provisions of the NZ Health and Disability Services 

(Safety) Act pertaining to MidCentral’s hospital and health services, a routine internal audit programme is 

carried out and risk mitigation activities are incorporated into the annual planning process as well as into 

projects and programmes of work across the DHB. 

  

5.1.6 Quality assurance and improvement 

MidCentral DHB’s approach to quality is embedded in all it does and is geared toward the goals of the NZ 

Triple Aim: improved quality, safety and experience of care, improved health and equity for all populations, 

and, best value for public health system resources.  
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We will continue to work closely with our primary, secondary and community-based health care providers to 

strengthen the quality of services across the sector, by bringing organisations and professionals together 

with the common aim of improving outcomes for patients and service users. 

We continue to implement initiatives that support the Health Quality and Safety Commission’s four national 

priority improvement programmes – reducing preventable complications of surgery, reducing the number 

and impact of falls, reducing medication errors, and reducing health care associated infections  These 

programmes have specific national outcome and process measures to evaluate improvements and 

determine whether the desired changes in practice and reductions in harm and cost have occurred (refer 

Chapter 2 – Quality Improvement Programme actions; quality safety markers).  We also participate in the 

Open for Better Care campaign, including promotion of the Patient Safety Week and implementation of local 

patient safety initiatives. 

In addition to the national programmes under the umbrella of the Health Quality and Safety Commission 

(HQSC), we have a core service improvement programme of work that contributes to performance 

monitoring, reporting, resource allocation, learning and development and ongoing process improvement 

work across a range of health system services in our district.  Some of these are guided by implementation 

of national standards.  These include, for example:  

 Incident Management System (including implementation of the National Reportable Events Policy for 

Serious and Sentinel events) 

 Care Capacity Demand Programme 

 Releasing Time To Care 

 Patient Focused Booking System 

 Maternity Quality and Safety Programme 

 Well Child Tamariki Ora Quality Improvement Programme 

 Youth Health Care in Secondary Schools: A framework for continuous quality improvement 

 A Quality Framework and Suite of Quality Measures for the Emergency Department Phase of Acute 

Patient Care in New Zealand 

 Quality Standards for Diabetes Care 

 Morbidity and mortality reviews (including participation on national review committees) 

 Customer relations service (including feedback, compliments and complaints management)   

 Patient experience surveys (inpatient services in the first instance, extending to primary care in 

2016/17) 

 Organisational performance measurement and management, and ongoing capability and leadership 

(including clinical leadership) development (refer sub-sections within this Chapter) 

The DHB publishes an annual Quality Account, in conjunction with its primary and community partners, which 

documents a review of our performance against key quality indicators and highlights a range of quality 

improvement initiatives that were undertaken in the year.  The Quality Account is a complementary 

document to the DHB’s Annual Report each year and, as such, is a component of the work programmes not 

only of the Clinical Board(s) but also the DHB’s Board and Committee reporting process. 

During the 2015/16 year MidCentral Health (hospital and health services) participated in the Partnership in 

Care programme with four pilot projects initiated across different service areas.  It is expected that the 

recommendations from these pilot projects will flow into the 2016/17 year and will be extended further with 

additional projects.  Consumer engagement will be further enhanced over the next few years with the 

establishment of a formal Consumer Alliance or Council in the 2016/17 year to supplement the existing 

consumer engagement mechanisms in place, such as through specific service improvement and/or planning 

projects through district networks (as well as the clinical governance boards that have consumer and 

community of interest representatives).  It is intended that the proposed Consumer Alliance will then develop 

its areas of focus in the out years. 

We also intend extending the capacity of the DHB, Central PHO and primary care practitioners to apply 

quality improvement methodologies and practices in a more disciplined and rigorous manner. With 

assistance from the Health Quality and Safety Commission (HQSC) we have supported one person to 

undertake Improvement Advisor training and plan to support more staff to do this in 2016/17.  
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We have approximately twenty staff involved in the Partners in Care Programme and another ten involved in 

the Opioid Collaborative.  We also supported ten clinical staff to attend a workshop on Clinical Leadership in 

Quality and Safety. 

MidCentral DHB complies with requirements outlined in the Operational Policy Framework for DHBs (updated 

annually).  Quality assurance of providers is enabled through standard contracting arrangements that 

incorporate the Provider Quality Specifications, quality plans and through implementing a routine audit 

programme for certification purposes (hospitals and aged residential care providers) and assessment of 

performance against the applicable Health and Disability Services Standards 2008, undertaken by a Duly 

Designated Agency. 

 

5.1.7 Shared service arrangements and Ownership interests 

MidCentral DHB has a part ownership interest in the Central Region Technical Advisory Service Limited (TAS), 

Allied Laundry Services Limited and NZ Health Partnerships Ltd. 

The DHB does not intend to acquire shares or interests in other companies, trusts or partnerships at this 

time.  Should it decide to do so, it would first consult with the Minister of Health. 

Central Region’s Technical Advisory Service Limited 

Central Region’s Technical Advisory Services Limited (TAS) is a multi-parent subsidiary of the six District 

Health Boards (DHBs) of the Central Region: Capital & Coast, Hutt Valley, Wairarapa, MidCentral, Whanganui 

and Hawke’s Bay.  TAS was set up by the Central Region DHBs in June 2001 as a joint venture company 

under equal joint ownership. DHB Shared Services (DHBSS) integrated with TAS in 2011 creating a 

combined national and regional service offering. TAS now provides support and services not only to its six 

shareholders but also to all 20 DHBs, managing on average 30 national and regional work programmes on 

their behalf.  

The role of TAS is primarily to provide professional services supporting the six DHBs of the Central Region, as 

well as the other national DHBs.  Professional services and programmes include audit and assurance 

(including reviewing and monitoring the contract performance of service providers on behalf of the DHBs, 

with the emphasis on quality standards and patient/community outcomes) national Community Pharmacy 

Services Agreement, regional health informatics, health of older people (including the Comprehensive 

Clinical Assessment interRAI Project in aged residential care facilities), planning and collaboration, strategic 

workforce services and business support services. TAS does not have a mandate to make purchasing 

decisions.   

TAS is governed by a Board of five Directors, which was established 30 July 2013.  The TAS Board reports to 

the Regional Governance Group (RGG) – representatives of TAS’ A class shareholders, the six Central Region 

DHBs. TAS is funded on an annual basis by DHBs, on a programme by programme basis. As a registered 

public benefit entity, it is not expected to make a financial return. 

Allied Laundry Services Limited 

MidCentral District Health Board is part owner of Allied Laundry Services Limited, a limited liability company 

established in 2002 under the Companies Act 1993.  The company is equally owned by six participating 

DHBs, being MidCentral, Taranaki, Whanganui, Hawke’s Bay, Capital Coast and Hutt Valley District Health 

Boards.  Capital Coast and Hutt Valley became Shareholders on 01 March 2016.   

The purpose of Allied Laundry Services Limited is to provide laundry services for these regions plus 

Wairarapa DHB as a customer.  The regional laundry facility is based on Palmerston North Hospital campus. 

Allied Laundry Services Limited’s key output is the processing (collection, laundering and delivery) of around 

four million kilograms of laundry per annum.   

Details of this company’s financial forecast and accounting statements are contained in this document – 

refer Chapter 8 - Appendices, Section 8.3.2 – in accordance with the Shareholders’ Agreement. 

New Zealand Health Partnerships 

NZ Health Partnerships is a multi-parent Crown subsidiary that is led, supported and owned by New 

Zealand’s 20 District Health Boards (DHBs).  Established and operated as a co-operative undertaking, NZ 

Health Partnerships’ purpose is to enable DHBs to collectively maximise shared services opportunities for 

the national good. 
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NZ Health Partnerships became operational on 1 July 2015 taking over the key work programmes from 

Health Benefits Limited, which was disestablished on the same day.  Health Benefits Limited was set up in 

July 2010 as a Crown-owned company owned by the two shareholding Ministers for Finance and Health.  In 

contrast, NZ Health Partnerships is a multi-parent Crown subsidiary, owned by the 20 DHBs, which have 

equal core shareholding and voting rights. The DHBs interact with NZ Health Partnerships in a number of 

different ways, as: 

Shareholders:  DHBs will be the Shareholders of the Company and own and govern the Company. 

Co-creators:  DHBs will work with the Company to identify, prioritise and develop shared services 

opportunities. 

Customers:  DHBs will receive services provided by the Company under separate Business Case 

implementation agreements. 

NZ Health Partnerships’ core operations centre on the continued development and implementation of 

agreed programmes – Finance Procurement and Supply Chain, the National Infrastructure Platform, Food 

Services and Linen & Laundry Services. It also manages the DHBs’ shared banking and insurance 

arrangements. In time, DHBs may task it to identify, incubate and implement new initiatives. 

For the 2016/17 year, we will continue our work and commitments with the Finance Procurement and 

Supply Chain (now called National Oracle Solution) and arrangements with our neighbouring DHBs agreed in 

2015/16 in relation to the Linen and Laundry programme (as above).  We have not made any financial 

commitments to the National Infrastructure Platform programme for the 2016/17 year, nor are there 

commitments to a planned programme of work expected of us over the year. 

 

5.2 BUILDING CAPABILITY 
 

5.2.1 Facilities, estate management and building infrastructure 

Major re-development of the Palmerston North Hospital site has been deferred due to affordability 

constraints in the near term.  While the necessary funding capacity is being established, the work done to 

date will be complemented by an updated analysis of the impact of models of care on service and building 

requirements.  These will inform an holistic assessment of site needs and alternatives for resolving these to 

produce a Hospital Campus Strategy. 

In the meantime, the infrastructure services are being maintained to support the base hospital and address 

unavoidable capacity issues. Core infrastructure that is unlikely to be affected by any future choices of 

redevelopment strategy will be progressively upgrade as necessary to achieve required levels of service 

functionality and resilience. In particular the ability of utilities to provide uninterrupted support to hospital 

operations will be progressively addressed in alignment with asset management plans. 

Resolution of outstanding seismic issues identified at Palmerston North Hospital will be achieved through 

the projects noted above including the major site redevelopment. 

 

5.2.2 Supply and support service arrangements 

The existing Integrated Facilities Management and Hotel Services Central Alliance Partnership Agreement 

(MidCentral DHB, Whanganui DHB and Spotless Services) will be maintained and opportunities for further 

efficiency improvements built on this will be explored. 

 

5.2.3 Information technology and communications systems  

MidCentral DHB has a small Information Technology (IT) Systems department of 25 full-time equivalent staff, 

which delivers and manages information technology solutions across the DHB.  Specialist expertise is 

procured as required to support specific projects, technical initiatives and audits. 

An IT Strategic Plan is in place and will be refreshed during the 2016/17 year.  An IT governance group 

provides strategic and operational advice to the executive leadership team.  This group includes clinical, 

hospital operational management and primary care representatives. 

Information management policies are in place, as well as disaster recovery plans.  Regular audits of IT 

functions are undertaken. 
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Our key approach is to implement systems that enable MidCentral DHB’s health goals and targets to be delivered 

through local, regional and national programmes.  These systems should be consistent with the National 

Health IT Board’s framework for eHealth, namely: 

• a person’s foundation health information 

• an effective and secure system for sharing information 

• common clinical information across the continuum of care 

• shared care plans 

Our information systems need to be able to support the requirements and specifications of National 

Collections as well, including National Health Identity data and data collection protocols.  These include (but 

are not limited to) data and information collection systems such as the patient administration system, 

maternity information system, national booking and reporting system, national non-admitted patient 

collection, programme for the integration of mental health data, and the new national patient flow collection.  

The National Collections Annual Maintenance Programme, which has input from all DHBs, provides guidance 

and specifications on required changes to meet national requirements.  

We need to ensure we have an IT infrastructure that is resilient and has built-in redundancy to ensure 

sustained functioning that is secure and fit for purpose as demand on the systems increase; in essence it 

needs to be “as good as a bank”.  It also has to be able to accommodate current and future requirements 

such as: 

• Voice over IP telephony 

• Wireless-based solutions for clinician mobility 

• Internet access for patients so they can be “connected” 

• New internet-based learning programmes 

• High quality video conferencing 

• Future applications such as telemonitoring and Internet TV 

• Ever increasing medical technology image sizes from such systems as digital mammography and 

computed radiography 

MidCentral DHB has prepared its local infrastructure to support new information systems (local, regional and 

national) and expected future growth. Over the last 18 months considerable investment and effort has been 

made in upgrading our network, wireless and telephony equipment and systems together with upgrading our 

core fibre optic cabling to eliminate single points of failure. It is well positioned to transition to “infrastructure 

as a service” as required.  

Our work in applications and implementation planning will continue to be consistent with the direction set by 

the National Health IT Board, principally through the Central Region’s regional programme of work.  The 

following table lists the projects for the next two years, some of which flow from the current year’s 

programme of work.  Links to the national and regional programmes are also shown. 
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Table 2:  MidCentral DHB Information Systems Work Programme, 2016/17 – 2017/18 

  

Local/

Regional Phase Project

Budget 

Estimate 

(000s)  2015/16  2016/17  2017/18

Local 2.  Business case Dental (CAOHP) - Titanium Clinical Software 495         1                             1                             -                            

eReferrals - Primary to Secondary 200         1                             1                             -                            

Hospital Operations Centre 2,000     1                             1                             1                             

Paceart (Cardiology) 100         1                             1                             -                            

SQL Server Refresh 280         1                             1                             -                            

3.  Implementation planning Sterile Services Tracking System 571         1                             1                             -                            

4.  Implementation Event Level Costing System 240         1                             -                            -                            

Fibre, Cabling, Cabinets, UPSs 5,702     1                             1                             1                             

JDE Approval Plus 150         1                             -                            -                            

Network,Wireless,Telephony 4,181     1                             1                             -                            

Provation (Scribes Replacement) 124         1                             1                             -                            

9.  Not Started Citrix Netscalers 130         -                            1                             -                            

Document Management System Upgrade 100         -                            -                            1                             

ICNet Infection Prevention 300         -                            1                             -                            

Internet Content Management Replacement 120         -                            1                             -                            

Intranet and SharedNet Upgrade 140         -                            -                            1                             

IV Pump Network Connectivity 125         -                            1                             -                            

Paging System Replacement 100         -                            1                             -                            

Rhapsody Upgrade -              -                            1                             -                            

Service Desk Replacement 310         -                            1                             -                            

Winscribe Upgrade 50           -                            1                             -                            

5.  Yearly Implementation PC Replacements 1,444     1                             1                             1                             

Server Replacements 345         1                             1                             1                             

National 9.  Not Started ePrescribing 463         -                            -                            1                             

National Infrastructure Platform 200         -                            -                            1                             

5.  Yearly Implementation National Collections Annual Maintenance Project -              1                             1                             1                             

National Patient Flow -              1                             1                             1                             

Regional 4.  Implementation RHIP - Clinical Portal 562         1                             1                             1                             

RHIP - Regional RIS 200         1                             1                             -                            

RHIP - Reporting 250         1                             1                             -                            

RHIP - WebPAS 1,718     1                             1                             -                            

RHIP - Wide Area Network - Phase 1 125         1                             -                            -                            

9.  Not Started RHIP - Wide Area Network - Phase 2 375         -                            -                            1                             

Sub-regional 3.  Implementation planning ePharmacy 913         1                             1                             -                            
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5.2.4 Workforce  

MidCentral DHB’s vision is “Quality Living - Healthy Lives - Well Communities"  and to achieve this vision and 

its goal to be a high performing health system which meets immediate and future demand relies on having 

the right people with the right skills, working in the right place.  It is essential that we continue to engage our 

workforce in the transformational change we require and in the development of integrated models of care 

and break down barriers that prevent health professionals from working to the full extent of their scope. 

We are developing and implementing a People and Culture Strategy which will be a standalone plan with 

strategies covering culture change, organisational development and workforce planning.  This will be a key 

area of focus and will build on the achievements the DHB has made since its Workforce Development 

Strategy was first developed.  The Human Resources General Managers’ group and Health Workforce New 

Zealand have collaborated in the development of a Workforce Intelligence and Planning Framework.  This 

Framework will be used to assist us in the further development of our workforce strategies and plans. 

 

Workforce profile and environment 

Over 2,600 people are employed by the DHB.  MidCentral DHB’s workforce profile as at end December 2015 

is set out below.  Total full time equivalent (FTE) staff: 2,160.05 with a headcount of 2,681 people 

Gender Profile FTEs  Age Profile 
Male 486.45 Age band FTEs Head Count 

Female 1673.60 15 – 19 1.00 *7 

 20 – 24 82.02 101 

Ethnicity Profile  25 – 29 241.94 281 

NZ European 1261.92 30 – 34 221.41 277 

NZ Māori 142.25 35 – 39 166.06 221 

European 137.8 40 – 44 216.67 275 

Pacific 23.95 45 – 49 255.28 316  

Asian 217.41 50 – 54 318.29 381 

Other 170.97 55 – 59 314.51 383 

Not Stated 205.75 60 – 64 239.88 291 

 65 – 69 76.62 103 

Disability Profile     Y = 53.26 

N = 2106.79  

70+ 16.84 32 

Unknown 9.53 13 

   * Casual – working in health promotion team 

Professional Profile FTEs 

Medical 291.28 
Nursing and Midwifery 959.39 

Allied Health 404.47 
Support 42.55 

Management/Admin 462.36 

MidCentral DHB functions in a global market, where skilled clinical staff and experienced leaders are in 

demand, both nationally and internationally.  In recent years the economic downturn has reduced turnover 

and has created more stability.  This has also seen our vacancy numbers continuing at low levels and we do 

not have any difficulty recruiting to most positions.  We are mindful however that this situation can change 

and our focus continues to be on ensuring we have recruitment and retention strategies in place to attract 

and retain our staff. 

Service demand is growing, both in volume and complexity.  This is driven by an ageing population, living 

longer with more complex problems, and multiple health conditions.  Concurrently, consumer expectations of 

the sector are rising.  Technology continues to advance at a rapid rate providing new opportunities. 

The DHB recognises that to address these issues its models of care, workforce, facilities and infrastructure 

will need to be enhanced and/or expanded to meet the future demand. 

To ensure workforce resources better match demand, we are progressing with rolling out the Care Capacity 

Demand Management (CCDM) programme throughout the base hospital.  This is expanding from nursing 

into other occupational groups such as midwifery and allied health.  Alongside this, the Releasing Time to 

Care (RTC) programme continues to be implemented to free up clinical staff from non-clinical work. 
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Organisational culture, leadership and workforce development 

MidCentral DHB has reviewed its strategic framework which includes determining its strategic direction, 

vision, purpose, values and strategic imperatives for the next five to ten years.  We want to build on the many 

successes and achievements we have made to date and move forward into the future.  Our Board, senior 

leadership and other key stakeholders were involved in this process.  Engagement with staff also took place 

and lively debate occurred, particularly around the values and behaviours (both above and below the line) we 

want within the organisation. 

To support our strategic direction, vision and values, we have strengthened our executive leadership and the 

next tier structure to support the planning and delivery of clinical services taking into account the full 

continuum of care.  There are now executive positions across our health professional groups which have a 

broad focus and will be closely involved with supporting the transformation of our clinical services. 

An organisational culture is also required that enables a new way of leading that is connected, supportive 

and informed, and this is the key programme of work over the next two - three years.  Over this time our 

strategic direction, vision and values will be embedded into all our systems and processes.   The DHB’s 

People and Culture Strategy will be developed and implemented and this will include an organisational 

culture change programme with strategies that support the organisational and culture change that we 

require.    

We undertook our second staff safety culture survey in 2015.  Seven themes for going forward in a positive 

way came out of the comments and suggestions staff made.   We are continuing with initiatives that 

contribute to the themes that were raised by staff and other initiatives will form part of our People and 

Culture Strategy. 

The health workforce needs to be supported to think innovatively and to try new ways of doing things in a 

measured way and then “scale up” where these prove successful.  The “Plan, Do, Study, Act” model is being 

used successfully within the district and it is planned to increase local capability and capacity.  MidCentral 

DHB has leadership programmes in place for both primary and secondary care clinical and management 

staff.  A Medical Leadership introductory training development programme is also in place with a set of 

tutorials aimed at upskilling another generation of medical leaders. 

The national DHB General Managers Human Resources group, DHB Shared Services and Health Workforce 

New Zealand developed a national Leadership Domains Framework, which was approved by DHB Chief 

Executives in October 2015.   We will be using this to ensure that our local (and regional) leadership 

development activities are aligned with and complement the framework. 

Developing our staff is a key strategy for enhancing the capability of our organisation.  Significant investment 

is made each year in education and development, both in-house and outsourced.  New education sessions 

around communication, delivering excellence in customer service, building resilience/managing stress and 

keeping safe at work have been introduced and have been very well received by staff. 

As one of six DHBs in the Central Region, we are working regionally with the Regional Director of Workforce 

Development and other Central Region DHBs to develop and implement the workforce initiatives contained 

in the Regional Service Plan (refer 2016/17 Regional Service Plan).  A Regional Training Hub is in place to 

support this regional work.   

A particular focus has been on addressing services which are “vulnerable” because of workforce issues.   For 

example, sonographers have been a key area of focus and we have worked both locally and regionally to 

look at opportunities to increase this workforce, including tapping into international recruitment 

opportunities.  DHBs are also ensuring that, where appropriate, joint appointments occur for Senior Medical 

Officer positions wherever possible.  

Another area that has a regional focus is the potential for expanding roles, such as nurse practitioners, nurse 

specialist palliative care, specialist nurses to perform colonoscopies, and medical physicists and MidCentral 

DHB supports this work.  MidCentral DHB has been a leader in the region with regard to community based 

attachments for prevocational trainees and has a well-developed programme in place. 

We are working with DHBs both nationally and regionally to develop a shared approach to learning and 

development across all health disciplines.  This includes exploring opportunities to embed and share e-

learning modules.  We have implemented an e-learning module and are currently opening this up to primary 

care practitioners. 
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To promote health as a career and strengthening MidCentral DHB’s profile as an employer of choice, health 

professionals (supported by Human Resources) attend a number of ‘career fairs’ and other events during the 

year.  We hold a “Careers in Health” day on site which is well attended and received by school students 

within our district.  

During the 2015/16 year, we strengthened our capacity to contribute to improving the health of Māori 

whānau and reducing the disparities in health status through the establishment of a Māori Health 

Directorate.  This Directorate enables: 

 Acceleration of Māori health gain across our district  

 The provision of Māori leadership to support an improved patient pathway and experience 

 Māori leadership and engagement across clinical governance  

 Increased Māori leadership across strategic planning and service development for our district   

 The integration of  Māori worldview practice knowledge across quality improvement processes  

 A role in both leading and partnering with our Human Resources team to further develop and implement 

Māori workforce strategies   

 An increased focus on organisational leadership, shared accountability and implementation goals to 

achieve better health for Māori in our district  

The priority is to ensure Māori leadership and expertise is provided both strategically and operationally. The 

Pae Ora team, as part of the Māori Directorate, provides an on the ground team that further enables a 

positive patient/whānau experience for all. The Pae Ora team also has a health systems focus and will work 

with teams within the hospital on system improvements to achieve Māori health gain.  

Through the regional Māori Health manager’s group, workforce planning and development of the Māori 

health workforce continue to be focus areas.  Not only is there support for young Māori to engage with health 

as a career option – Kia Ora Hauora programme – but also in supporting the establishment of cultural 

responsiveness and competency frameworks and programmes across the region.  The regional Māori Health 

managers group also contributes advice and support to clinical and non-clinical staff and leaders in its work 

on implementing a whānau ora approach and focus on improvements to the health of Māori across the 

region – in particular the priority areas informed by the national indicators for Māori health (refer annual 

Māori Health Plans and Regional Service Plans). 

Occupational health and Employee relations 

MidCentral DHB takes its role as a good employer seriously.  The organisation has for a number of years 

achieved 100% compliance and obtained top ranking (together with other Crown Entities) in the Human 

Rights Commission’s review and analysis of the reporting obligations of Crown Entities in their annual 

reports. 

We have a comprehensive range of human resource policies, procedures and guidelines in place that these 

are underpinned by its commitment to Equal Employment Opportunities.  Policies are regularly reviewed as 

part of the DHB’s routine policy review programme, as a result of a change in legislation, or if other 

reviews/investigations recommend such action.  Consultation also takes place with key stakeholders and 

with our union partners through our Bipartite Action Group (bringing together staff/union and management) 

in place aimed at having a stronger emphasis on engagement and positive relationships. 

The DHB is a member of the ACC Partnership Programme and has been accorded tertiary status for several 

years which is the highest level possible.  Annual audits are undertaken and any recommendations are 

implemented.  The DHB is also reviewing its health and safety policies and procedures to take into account 

the new requirements of the Health and Safety in Employment Act.  This, together with other initiatives, 

supports the organisation having a safe and healthy work environment for its staff 

In response to feedback from staff a number of healthy staff/wellness initiatives have been put in place with 

a focus on fitness and nutrition.  A web-based wellness initiative is available to all staff and their families and 

provides the opportunity to participate in health-related activities throughout the year.  Health at home and 

at work is promoted and the DHB offers staff the opportunity to join various groups and programmes to 

increase fitness and overall wellness as well as psychosocial support through programmes such as the 

Employee Assistance Programme.   
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The Vulnerable Children’s Act introduced worker safety checks for people employed or engaged in work that 

involves regular or overnight contact with children.  MidCentral DHB is introducing all the required safety 

checks within the specified timeframes. 

To meet government expectations for Pay and Employment Conditions in the State Sector and bargaining 

arrangements we will continue to participate in sector wide and regional employment negotiation processes.  

Bargaining strategies are developed which support the DHB’s business and workforce objectives.   

The majority of staff are employed on multi-employer collective agreements which cover all DHBs, ensuring 

relativity across the sector.  Around 6% of staff are employed on individual employment agreements. 

Our performance against organisational health strategies and indicators is closely monitored.  Key measures 

are: 

 Staff stability 

 Staff turnover 

 Exit interviews 

 Sick leave rates 

 Annual leave balances 

Benchmarking of results and practices occurs with other DHBs where possible. 

MidCentral DHB continues to achieve positive results for its workforce measures.  As at December 2015, its 

staff stability is tracking at 99.8 per cent (target 99 percent) and staff turnover is 0.54 percent (target <1 

percent).  Sick leave is tracking at 3.3 percent (target 3.2 percent).  We do however have high annual leave 

balances for “greater than two years accumulation” and have an annual leave plan which contains initiatives 

and measures to reduce excess leave to within target.  Good progress is being made and our focus will 

remain on ensuring our employees have the opportunity for rest and recreation and enjoy regular breaks 

from the workplace. 

 

5.2.5 Planning and Accountability 

In carrying out our functions and obligations, we 13: 

 prepare and provide Annual Plans in accordance with the requirements of the New Zealand Public 

Health and Disability Act, 2000  

 prepare and provide Statements of Intents and Statements of Performance Expectations in 

accordance with the requirements of the Crown Entities Act 2004 as amended by the Crown Entities 

Amendment Act, 2013 

 contribute to the provision of other plans, such as the Regional Service Plan for the Central Region, in 

accordance with requirements under the New Zealand Public Health and Disability (Planning) 

Regulations, 2011 

 provide Annual Reports in accordance with ss150–157 of the Crown Entities Act  

 prepare and provide key financial information under the Public Finance Act 1989 (and as amended by 

the Public Finance Amendment Act 2004 and the Public Finance Amendment Act 2013) 

 develop, maintain and exercise a Health Emergency Plan  

 use equity tools in service planning which inform proposals for new or reconfigured services and 

funding/contracting decisions 

 aim to reduce health disparities by improving health outcomes for Māori and other population groups, 

including vulnerable groups such as refugees 

 have written and implemented policies and procedures for seeking ethical review and advice from an 

approved research ethics committee 

 have service information for consumers 

 act consistently with the Pharmaceutical Schedule 

 adhere to the selection of service provider protocols and give effect to the guidelines for contracting 

with Non Government Organisations (NGOs) developed by The Treasury, Audit New Zealand and the 

State Services Commission 

 follow the mandatory components, including use of standard contract forms, processes and 

information available through the Nationwide Service Framework 

                                                        
13 Refer Operational Policy Framework, 2016/17 
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5.2.6 Key collaborations 

To achieve better health outcomes for our population, the DHB cannot operate in isolation from a raft of 

other parties that have a keen interest in the health and wellbeing of our district. Besides engaging more 

with our service users, consumers, families and whānau we are committed to strengthening our partnerships 

and working relationships with our contracted providers and non-contracted organisations in the wider 

context. 

The Central Primary Health Organisation (PHO) will continue to be a lead partner in the planning and delivery 

of health services across our district.  The PHO is a key agent in working directly with General Practice 

Teams, Integrated Family Health Centres and other community-based health service providers to capitalise 

on our collaborative and integrative agenda for the benefit of our patients, family and whānau.  There is an 

Alliance Leadership Team, which operates as an extension to Central PHO’s Board, the membership of which 

includes Iwi/Māori provider representatives, Integrated Family Health Centre management representative, 

clinical leaders and operational management from general practice and MidCentral Health.  Central PHO’s 

Chief Executive is also a member of the DHB’s Executive Leadership Team. 

The centralAlliance collaboration between MidCentral and Whanganui DHBs aims to achieve improved 

health outcomes for their DHB populations.  Through the alliance, clinically-led, collaborative health services 

and more effective and efficient shared support services are developed where sustainable benefits can be 

demonstrated.  Under the centralAlliance, a number of services and processes are provided on a sub-

regional basis (for example some specialist medical and surgical services, specialist women’s health 

services, cancer services and public health – health protection services).  The two DHBs are re-developing a 

strategic plan to inform the future direction for centralAlliance, which will continue into the 2016/17 year. 

We will continue and further develop our work with other government agencies, such as Education, Justice, 

Police and Social Development (including Housing) to support the Cross government goals of Better Public 

Services and collectively contribute to advancing the health and social wellbeing of our communities.
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6 SERVICE CONFIGURATION 

6.1 SERVICE COVERAGE 

Currently, MidCentral DHB is meeting the requirements outlined in the national annual Service Coverage 

Schedule, which is incorporated as part of the Crown Funding Agreement (refer Nationwide Service 

Framework Library). 

The DHB is not planning for any service coverage exceptions in the 2016/17 year. 

A summary of the services available in each area (Horowhenua/Otaki, Tararua, Manawatu and Palmerston 

North) and service type is provided in the “2016/17 Annual Plan Funding Arrangements Document”, and 

includes details of any cost to the consumer for accessing these services.  

Pursuant to clause 25 of the New Zealand Public Health and Disability Act 2000, MidCentral DHB may enter 

into, negotiate, amend and terminate service agreements/contracts for the provision of services outlined in 

this plan, or on terms needed in order to deliver the services required by statute or contract with the Crown. 

6.1.1 Service Issues 

There are no known service issues at the time of writing this plan. 

 

6.2 SERVICE CHANGE 

Potential Future Service Changes and Service Reconfiguration 

The following service reconfigurations and/or potential future service changes may result from the 

implementation of this annual plan.   

Women’s Health (Maternity) Services 

We will be implementing key recommendations of the independent review of maternity services that was 

commissioned by MidCentral and Whanganui DHB in 2015.  In addition to strengthening the leadership, 

culture and patient safety of the service, the review highlighted a range of actions that included reviewing 

the model for the Regional Women’s Health Services and the model of service for future needs to allow 

improved collaboration and continuity of Lead Maternity Carers.  Implementation of the recommendations 

over the 2016/17 year may result in changes to the way in which services are delivered and where. 

Mental Health Services 

During 2016/17, MidCentral DHB will be undertaking phase two of its planned service development 

programme of work.  It is anticipated that this will incorporate a service redesign to the inpatient unit and the 

broader model of care and configuration of services across the primary, community and secondary service 

settings.  This is aimed at improving patient safety and experiences of care, enabling better and timelier 

access across the range of services for consumers and their family/whānau.  (Refer Chapter 2.3.6) 

Community referred diagnostic imaging 

We intend reviewing the provision of community referred radiology services across the district against 

population need and fitness for purpose in 2016/17.  The review will consider issues of consistency and 

equitable access to diagnostics across the district, cost-effectiveness and management of demand growth 

within available funding.  MidCentral DHB will also be looking to achieve consistency with other Central 

Region DHBs, in particular with diagnostic imaging practice guidelines. 

Service Integration 

As part of the integration agenda MidCentral DHB will consider how and where services may be provided with 

the focus on services being closer to the community and/or better integration with general practice.  This 

may result in changes to the location and processes of some services currently located in the hospital. 
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Procurement of Health and Disability Services 

MidCentral DHB periodically re-tenders health and disability service contracts.  Re-tendering may be 

undertaken for several reasons, including but not limited to improving patient access and/or quality of 

services, ensuring cost effective and efficient service provision, or aligning to new or reconfigured service 

requirements.  Such procurement processes are undertaken in line with the Office of the Auditor General’s 

guidelines and best practice, and may result in a change in provider arrangements. 

In 2016/17 MidCentral DHB will consider a procurement exercise for Home Based Management Services.  

The DHB will also consider procurement options for laboratory services, which are currently under contract 

through to October 2017. 

In 2016/17 MidCentral DHB intends to review the way it contracts for services with a view to improving their 

efficiency and effectiveness.  This includes reviewing low value contracts and considering opportunities for 

high trust contracts where the emphasis is on achieving defined outcomes rather than performing prescribed 

activities.  As a result of these processes, there may be changes to contracts that impact on providers and 

services. 
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7 PERFORMANCE MEASUREMENT, MONITORING AND 

REPORTING 

7.1 NON FINANCIAL MONITORING FRAMEWORK AND PERFORMANCE 

MEASURES FOR DISTRICT HEALTH BOARDS 
 

The following suite of measures form part of the DHB non financial performance monitoring framework that 

reflect a DHB’s functions as owners, funders and providers of health and disability services covering four 

performance dimensions.  These dimensions are: 

 achieving Government’s priority goals/objectives and targets or ‘Policy priorities’ (reference code ‘PP’) 

 meeting service coverage requirements and Supporting sector inter-connectedness or ‘System 

Integration’ (reference code ‘SI’) 

 providing quality services efficiently or ‘Ownership’  (reference code ‘OS’) 

 purchasing the right mix and level of services within acceptable financial performance or ‘Outputs’ 

(reference code  ‘OP’) 

There are also measures proposed by the Ministry of Health that are under development (reference code 

‘DV’) included in this suite of measures and require District Health Boards to establish data collection and 

reporting mechanisms to formulate a baseline before a national target or performance expectations are set. 

It is intended that the structure of the framework and associated reports assists stakeholders to ‘see at a 

glance’ how ell DHBs are performing across the breadth of their activity, including in relation to legislative 

requirements, but with the balance of measures focused in Government priorities. 

The following table summarises these national performance expectations and targets together with the 

frequency of reporting to the Ministry of Health to monitor the DHB’s and primary health care sector 

performance.  
 

Performance 

Expectations 

Performance Measures 2016/17 

Target 

National 

Target  

Reporting 

Frequency 

PP6  Improving the 

health status of people 

with severe mental 

illness through 

improved access 

Percentage of people 

domiciled in the DHB region 

seen per year 

Age 0-19yrs 

Māori and 

Total 

>3.8% 

 

 

N/A Six monthly (rolling 

12 months, 3 months 

in arrears) 

Age 20-64yrs 

Māori and 

Total 

>4.3%  

Age 65+yrs 

Total 

≥0.6%   

PP7  Improving mental 

health services using 

transition (discharge) 

planning and 

employment 

Report on the number of long term clients and 

employment status 

Provision of report as 

required 

Quarterly  

(rolling 12 months, 3 

months in arrears) Child & youth with a transition (discharge) 

plans 

≥95% ≥95% 

PP8  Shorter waits for 

non-urgent mental 

health and addiction 

services for 0 – 19 

year old 

Percentage of people (0 – 19 

yr old) referred for non-urgent 

mental health and addictions 

services seen within 3 weeks 

and within 8 weeks, by: 

Mental Health (provider arm)  

Addictions (provider arm & 

NGO) 

<3 weeks >80% 80%  Quarterly  

(rolling 12 months, 3 

months in arrears) 

<8 weeks >95% 95% 

PP10  Oral health – 

mean DMFT Score at 

year 8 total 

Mean DMFT score at Year 8 2016 (Yr1) 

2017 (Yr2) 

<1.15 

<1.10 N/A Annual (quarter 3) 

PP11  Children caries 

free at 5 years of age 

Percentage of children caries-

free at age 5 

2016 (Yr1) 

2017 (Yr2) 

≥58% 

≥59% 
N/A Annual (quarter 3) 
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PP12  Utilisation of 

DHB funded dental 

services by 

adolescents (school 

year 9 up to and 

including age 17 

years) 

Percentage of adolescents 

accessing DHB funded 

adolescent oral health 

services 

2016 (Yr1) 

2017 (Yr2) 

≥85% 

≥85% 

85% 

85% 

Annual (quarter 4) 

PP13  Improving the 

number of children 

enrolled in DHB 

funded dental services 

Percentage of children (aged 

0-4yrs) enrolled 

2016 (Yr1) ≥95% 
N/A Annual (quarter 3) 

2017 (Yr2) ≥95% 

Percentage of enrolled 

children (aged 0-12 yrs) not 

examined 

2016 (Yr1) 

2017 (Yr2) 

≤9.0% 

≤8.5% 

N/A 

 

Annual (quarter 3) 

 

PP20  Improved 

management for long 

term conditions (CVD, 

Acute heart health, 

Diabetes and Stroke) 

Focus Area 1:  Long Term Conditions 

 

Report on delivery of 

actions and milestones 

identified in the 

2016/17 Annual Plan 

Six monthly 

(quarters 2 and 4) 

Focus Area 2a:  Diabetes  services  Report on 

implementation of 

actions in the Annual 

Plan and supporting the 

Diabetes plan “Living 

Well With Diabetes” 

Quarterly 

 

Teleconferences 

(quarters 1 and 3) 

Focus Area 2b:  Percentage of people enrolled 

in the PHO aged 15 – 74 years on the Ministry 

of Health Virtual Diabetes Register with the 

most recent HbA1c during the past 12 months:  

 

Improve 

or 

maintain 

Quarterly 

 

Teleconferences 

(quarters 1 and 3) 

equal to or less than 64 mmol/mol ≥75% 

equal to or less than 80 mmol/mol ≥90% 

equal to or less than 100 mmol/mol ≥97% 

greater than 100mmol/mol ≤3% 

Focus Area 3:  Cardiovascular (CVD) health    

(i) Percentage of the eligible PHO enrolled 

population who have had their 

cardiovascular risk assessed in the last 

five years  

≥90% 90% 

Quarterly 

 

Teleconferences 

(quarters 1 and 3) 

(ii) Percentage of the eligible PHO enrolled 

Māori men aged 35 – 44 years who have 

had their cardiovascular risk assessed in 

the last five years 

≥90% 90% 

(iii) Report on delivery of the actions and 

milestones identified in the Annual Plan 

Narrative report 

Focus Area 4: Acute heart health: 

(i) Percentage of high-risk patients receiving 

an angiogram within 3 days of admission 

(day of admission being day 0), by ethnicity 

>70% 70% 

Quarterly 

 

Teleconferences 

(quarters 1 and 3) 

(ii) Percentage of patients presenting with ACS 

who undergo coronary angiography have 

completion of ANZACS QI ACS and 

Cath/PCI registry data collection within 30 

days 

>95% >95% 

(iii) Percentage of patients undergoing cardiac 

surgery at the five regional cardiac surgery 

centres will have completion of Cardiac 

Surgery registry data collection within 30 

days of discharge 

Not 

applicable 

to MDHB 

>95% N/A 

(iv) Report on deliverables for acute heart 

health identified in the Annual Plan, 

including actions and progress in quality 

improvement initiatives to support the 

improvement of indicators as reported in 

ANZACS-QI 

Report on delivery of 

actions and milestones 

identified in the 

2016/17 Annual Plan 

Quarterly 

 

Teleconferences 

(quarters 1 and 3) 

Focus Area 5:  Stroke Services 

(i) Percentage of potentially eligible stroke 

patients thrombolysed 

 

≥6% 

 

6% 

Quarterly 

Teleconferences 

(quarters 1 and 3) 
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(ii) Percentage of stroke patients admitted to 

a stroke unit or organised stroke service 

with demonstrated stroke pathway 

≥80% 80% 

(iii) Percentage of patients admitted with acute 

stroke who are transferred to inpatient 

rehabilitation services within 7 days of 

acute admission 

≥80% 80% 

(iv) Report on delivery of the actions and 

milestones identified in the Annual Plan 

Report on delivery of 

actions and milestones  

Quarterly 

PP21  Immunisation 

coverage  

(i) Percentage of eligible children fully 

immunised at 24 months of age  

>95% 95% Quarterly 

(ii) Percentage of 5 year olds 

fully immunised 

 ≥95% 95% Quarterly 

   

(iii) Percentage of eligible girls fully immunised 

- HPV vaccine (2003 birth cohort measured 

at 30 June 2017) 

≥70% ≥70% Annual (quarter 4) 

PP22  Improving 

system integration and 

System Level 

Measures (SLMs) 

Progress report on delivery of the actions and 

milestones to improve integration identified in 

the DHB Annual Plan 

System Level Measures – A jointly agreed 

System Level Measures Improvement Plan, 

including improvement milestones, provided by 

20 October 2016 

Report on delivery of 

actions and milestones 

as required 

Per SLM Improvement 

Plan approved by 30 

November 2016 

Quarterly 

 

 

Annually 

PP23  Improving wrap 

around services – 

health of older people 

(i) Progress on delivery of the actions and 

milestones to improve wrap around 

services for older people identified in the 

DHB Annual Plans 

Report on delivery of 

actions and milestones 

as required 

Quarterly 

(ii) Percentage of older people  receiving long 

term home support services who have a 

comprehensive clinical assessment and an 

individual care plan 

Maintain or improve on 

2015/16 performance 

Quarterly 

(iii) Percentage of people  in aged residential 

care by facility who have a subsequent 

interRAI long term care facility (LTCF) 

assessment completed within 230 days of 

the previous assessment 

Improve on 2015/16 

performance 

Quarterly 

(iv) Percentage of LTCF clients admitted to an 

ARC facility who had been assessed using 

an interRAI Home Care assessment tool in 

the six months prior to that first LTCF 

assessment 

Improve on 2015/16 

performance 

Quarterly 

PP25  Prime Minister’s 

youth mental health 

project 

Initiative 1:  School Based Health Services in 

decile 1 – 3 schools secondary schools, teen 

parent units and alternative education facilities 

(i) Quantitative  report on implementation of 

SBHS, as per template provided  

(ii) Progress report of actions undertaken to 

implement ‘Youth Health Care in 

Secondary Schools:  A Framework for 

continuous quality improvement’ in each 

school (or group of schools) with SBHS 

 

 

 

(i)  Quantitative report 

provided as required, per 

template 

(ii)  Narrative progress 

report as required 

Quarterly 

 Initiative 3:  Youth Primary Mental Health 

(i) Progress report (as part of PP26 PMH 

reporting) with actions undertaken in to 

improve and strengthen youth primary 

mental health (12-19 year olds with mild to 

moderate mental health and/or addiction 

issues) to achieve the following outcomes: 

• early identification of mental health 

and/or addiction issues 

• better access to timely and appropriate 

treatment and follow up 

• equitable access for Māori, Pacific and 

low decile youth populations 

 

(i)  Narrative progress 

report as required  

 

 

 

 

 

 

 

 

 

 

Quarterly 
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 (ii) Quantitative data on utilisation of primary 

mental health and addiction services 

(youth mental health initiative –ref PP26) 

Quantitative report, per 

template 

 

 Initiative 5:  Improve the responsiveness of 

primary care to youth. 

(i) report with actions undertaken to ensure 

the high performance of the youth SLAT(s) 

(or equivalent) in local alliancing 

arrangements 

(ii) report with actions the youth SLAT has 

undertaken to improve the health of the 

DHB’s youth population (for the 12-19 year 

age group at a minimum) by addressing 

identified gaps in responsiveness, access, 

service provision, clinical and financial 

sustainability for primary and community 

services for the young people, as per 

SLAT’s work programme 

(i) and (ii) Narrative 

progress reports as 

required 

Quarterly 

PP26  Rising to the 

Challenge:  The Mental 

Health and Addiction 

Service Development 

Plan 

Provide reports as specified for each focus 

area (per DHB’s Annual Plan and 2015 Suicide 

prevention and postvention plan) : 

 Primary Mental Health 

 District Suicide Prevention and Postvention 

 Improving crisis response services 

 Improve outcomes for children 

 Improving employment and physical needs 

of people with low prevalence conditions 

Narrative progress 

reports as required  

Quarterly 

PP27  Supporting 

vulnerable children 

(i) Progress on delivery of the actions and 

milestones identified in the Annual Plan to 

support implementation of the Children’s 

Action Plan and the Vulnerable Children’s 

Act 2014 

Progress reports as 

required on actions, 

milestones and 

measures 

Quarterly 

(ii) The numbers (headcount and FTE) and 

roles of staff participating in the Children’s 

Team, including local governance 

representation, Lead professionals, Service 

brokers, panel members and any other role 

  

(iii) Link to online copy of DHB’s Child 

Protection policy 

(iv) Exception report on child protection 

policies for funded providers, where 

adoption of policy is not already included in 

provider’s agreement 

(v) Exception report on safety checking for 

newly employed or engaged core and no-

core children’s workers 

(vi) Number of existing staff found working in 

core children’s worker roles suspended 

under s28 of the Act, having committed a 

specified offence, and summary of 

subsequent employment decisions 

(vii) Actions or initiatives to reduce deaths and 

hospitalisations due to assault, neglect or 

maltreatment of children 0 – 14, including 

evaluation 

Online link provided 

 

Exception reports as 

required 

Quarter 1 

 

Quarterly 

PP28  Reducing 

rheumatic fever 

(a) Report on progress against the Rheumatic 

Fever Prevention Plan 

(b) Hospitalisation rate per 100,000 DHB total 

population for acute rheumatic fever 

(c) Quarterly report on case reviews 

undertaken for first episode rheumatic 

fever 

N/A* 

 

≤0.6 per 

100,000 

(n.1 case) 

Report 

required by 

high 

prevalence 

DHBs only 

Quarterly 
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Focus Area 2:  Report on progress in following 

up known risk factors and system failure points 

in cases of first episode and recurrent acute 

rheumatic fever 

(*Note:  low prevalence DHB) 

Confirmation or exception 

report 
Quarterly 

PP29  Improving 

waiting times for 

diagnostic services 

(i) Coronary angiography  

Percentage of accepted referrals for elective 

coronary angiography will receive their procedure 

within 3 months (90 days) 

 

≥95% 

 

95% 

 

Quarterly 

(ii) CT and MRI –  

Percentage of accepted referrals for CT scans, 

and for MRI scans will receive their scan within 6 

weeks (42 days) 

CT: ≥95% 

MRI:  ≥85 

CT:  95% 

MRI:  85% 

Quarterly 

(iii) Colonoscopy   

a. Percentage of people 

accepted for an urgent diagnostic 

colonoscopy that received their 

procedure within two weeks (14 

calendar days, inclusive), and 

within 30 days 

b. Percentage of people 

accepted for a non urgent 

diagnostic colonoscopy that 

received their procedure within six 

weeks (42 days), and within 90 

days 

c. Percentage of people waiting 

for a surveillance colonoscopy 

that waited no longer than twelve 

weeks (84 days) beyond the 

planned date, and within 120 

days 

 

Urgent: 

≤14 days 

≤30 days 

 

 

 

Non urgent 

≤42 days 

≤90 days 

 

 

 

Surveillance 

≤84 days 

≤120 days 

 

 

 

≥85% 

100% 

 

 

 

 

≥70% 

100% 

 

 

 

 

≥70% 

100% 

 

 

85% 

100% 

 

 

 

 

70% 

100% 

 

 

 

 

70% 

100% 

Quarterly 

PP30  Faster cancer 

treatment 

Part A: Faster cancer treatment–31 day 

indicator: 

Percentage of patients receive their first cancer 

treatment (or other management) within 31 

days from decision to treat. 

 

 

≥85% 

 

 

85% 

 

 

Quarterly 

Part B: Shorter waits for cancer treatment – 

radiotherapy and chemotherapy: 

All patients ready-for-treatment wait less than 

four weeks from decision-to-treat 

 

 

100% 

 

 

100% 

 

 

Quarterly 

PP31  Better help for 

smokers to quit in 

public hospitals 

Percentage of hospital patients who smoke 

and are seen by a health practitioner in a 

public hospital are offered brief advice and 

support to quit smoking 

≥95% 95% Quarterly 

SI1  Ambulatory 

sensitive (avoidable) 

hospital admissions 

(SLM age group 0 - 4 

years) 

The number of ASH 

admissions per 100,000 DHB 

age standardised population 

for the 0 – 4 year old and 45-

64 year old age groups (non 

standardised) 

 

0-4 yrs Total 

 

 

45-64 yrs Total 

Per agreed SLM 

Improvement Plan 

delivered via PP22 
Six monthly (Quarters 

2 and 4) 
≤4513  Improve on 

baseline 

rate  

SI2  Delivery of 

Regional Service Plans 

Provision of a single progress report on behalf 

of the region agreed by all DHBs within that 

region (the report includes local DHB actions 

that  support  delivery of regional objectives 

Contribution to provision 

of report as required 

Quarterly 

SI3  Ensuring delivery 

of Service Coverage 

Report progress achieved during the quarter 

towards resolution of exceptions to service 

coverage identified in the Annual Plan , and not 

approved as long term exceptions, and any 

other gaps in service coverage 

Provision of report as 

required 

Six monthly 
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SI4  Standardised 

intervention rates 

Service delivery to the population relative to 

the service delivery by other DHBs, where rates 

are not significantly below the target level: 

Intervention rates for: 

(i) Major joint replacement 

(ii) Cataract procedures 

(iii) Cardiac surgery 

(iv) Percutaneous revascularisation 

(v) Coronary angiography 

Rates per 10,000 population 

 

 

 

 

 

Annually 

 

Quarterly 

 

 

≥21.0 

≥27.0 

6.5 

≥12.5 

≥34.7 

 

 

21.0  

27.0 

6.5 

12.5 

34.7 

SI5  Delivery of 

Whānau Ora 

(i) Performance expectations are met across 

all the measures associated with the five 

priority areas: 

 Mental health (CTOs) 

 Asthma (ASH 0 -4yrs) 

 Oral health (caries free 5yr old) 

 Obesity (health target) 

 Tobacco (women smokefree post natally) 

(ii) Narrative report on engagement with 

relevant Whānau Ora Commissioning 

Agency, joint collaborations or investment, 

and impact of effort on whānau 

 Per each 

measure 

 

 

 

 

 

 

Annually (Quarter 

4) 

SI7  Total acute 

hospital bed days per 

capita (SLM) 

Number of bed days for acute hospital stays 

per 1000 population domiciled within a DHB 

per year (standardised) 

Per agreed SLM 

Improvement Plan delivered 

via PP22 

Quarterly 

SI8  Patient experience 

of care 

(SLM) 

(i)  National inpatient survey.  Provide patient 

experience data according to requirements 

document (HQSC).  Confirmation and exception 

report on patient experience actions and 

milestones identified in the Annual Plan and 

any survey management issues identified 

Supply of survey information 

and report as required 

 

 

 

Quarterly 

(ii)  Primary care survey.   Per agreed SLM 

Improvement Plan delivered 

via PP22 

SI9  Amenable 

mortality 

(SLM) 

Deaths under the age of 75 years (‘premature 

deaths’) from causes classified as amenable to 

health care – DHB of domicile 

Per agreed SLM 

Improvement Plan delivered 

via PP22 

Quarterly 

OS3  Inpatient Length 

of Stay 

Ratio of ‘observed’ (actual) to ‘predicted’ ALOS, 

multiplied by the nationwide inpatient ALOS 

1.  Standardised elective surgical inpatient 

ALOS 

2.  Standardised acute inpatient ALOS 

 

 

1.  1.62 

2.  2.55 

 

 

1.55 

2.35 

Quarterly 

OS8  Reducing Acute 

Readmissions to 

Hospital 

TBA  Quarterly 

OS10  Improving the 

quality of identity data 

within the National 

Health Index (NHI) and 

data submitted to 

National Collections 

Focus Area 1:  Improving the quality of identity 

data   
 Quarterly 

(i) New NHI registration in error (causing 

duplication) – Group B 

>1% - ≤3% >1% - ≤3%  

(ii) Recording of non-specific  ethnicity in new 

NHI registration 

>0.5% - ≤2% >0.5% - ≤2%  

(iii) Update of specific ethnicity value in 

existing NHI record with a non-specific 

value 

>0.5% - ≤2% >0.5% - ≤2%  

(iv) Validated addresses unknown >76% - ≤85% >76% - ≤85%  

(v) Invalid NHI data updates N/A No target  

Focus Area 2:  Improving the quality of data  

submitted to National Collections 

 Quarterly 

(i) NBRS links to NNPAC and NMDS ≥97% - <99.5% ≥97% - <99.5%  

(ii) National collections file load success 

(average rating across all four collections) 

≥98% - <99.5% ≥98% - <99.5%  

(iii) Assessment of data reported to the NMDS ≥75% ≥75%  

(iv) NNPAC timeliness ≥95% - <98% ≥95% - <98%  
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OP1  Mental health 

Output Delivery Against 

Plan 

Volume delivery for specialist Mental Health 

and Addiction  services is within: 

(i) percentage  variance (+/-) of planned 

volumes for services measured by FTE,  

(ii) percentage variance (+/-) of a clinically 

safe occupancy rate of 85% for inpatient 

services measured by available bed day, 

and 

(iii) percentage variance in actual expenditure 

on the delivery of programmes or places of 

the year-to-date plan 

 

 

a)  5%  (+/-) 

b)  5%  (+/-) 

c)  5%  (+/-) 

 

 

a)  5%  (+/-) 

b)  5%  (+/-) 

c)  5%  (+/-) 

Quarterly 

DV6  Youth access to 

an utilisation of youth 

appropriate health 

services 

(SLM) 

Detail not yet available No performance target / 

expectation set 

 

DV7  Number of babies 

who live in a smoke-

free household at six 

weeks post natal 

(SLM) 

Detail not yet available No performance target / 

expectation set 
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8 APPENDICES 

8.1 SUPPORTING DOCUMENTS AND REFERENCES 
 
National Documents and Key Legislation 

Crown Entities Act, 2004 www.legislation.govt.nz 

Food Act, 1981 

Health Act, 1956 

Health and Disability Commissioner (Code of Health and Disability Services Consumers’ 

Rights) Regulations, 1996 

Health and Disability Services (Safety) Act, 2001 

Health and Safety at Work Act, 2015 

Health and Safety in Employment Act, 1992 

Health Information Privacy Code, 1994 

Health Practitioners Competence Assurance Act, 2003 

Injury Prevention, Rehabilitation and Compensation (Public Health Acute Services) 

Regulations, 2002 

Mental Health (Compulsory Assessment and Treatment) Act, 1992 

New Zealand Public Health and Disability (Planning) Regulations, 2011  

New Zealand Public Health and Disability Act, 2000 

Public Finance Act, 1989 

Sale and Supply of Liquor Act, 2012 

Smokefree Environments Act, 1990 

Vulnerable Children’s Act, 2014 

  

A Quality Framework and Suite of Quality Measures for the Emergency Department 

Phase of Acute Patient Care in New Zealand, 2014 

www.moh.govt.nz 

Indicators for the Well Child Tamariki Ora Quality Improvement Framework 

Living Well with Diabetes:  A plan for people at high risk of or living with diabetes, 2015-

2020 

Maternity Quality and Safety Programme, 2012 

Mortality and Demographic Data, 2012 

New Zealand Health Strategy – Future Direction and Roadmap of Actions, 2016 

New Zealand Health Surveys  

Quality Standards for Diabetes Care, 2014 

Screening, Diagnosis and Management of Gestational Diabetes in New Zealand: A 

clinical practice guideline, 2014 

  

Annual Planning Guidelines and supplementary information, 2016/17 www.nsfl.health.govt.nz 

Crown Funding Agreement 

DHB Non Financial Monitoring Framework and Performance Measures, 2016/17 

Financial standards and guidelines 

Operational Policy Framework for DHBs, 2016/17 

Service Coverage Schedule, 2016/17 

Investment Management and Asset Performance in the State Services, Cabinet Office 

Circular CO(15)5 

www.dpmc.govt.nz 

2013 Census of Population and Dwellings (Statistics New Zealand) www.stats.govt.nz 

Population Estimates, 2014 and 2015 updates (Statistics New Zealand) 

  

  

Regional Documents 

2016/17 Central Region’s Regional Service Plan www.midcentraldhb.govt.nz 

  

  

Local Documents 

2016/17 Funding Arrangements: A companion document to the Annual Plan www.midcentraldhb.govt.nz 

2016/17 Māori Health Plan 

2016/17 Public Health Unit Plan 

MidCentral DHB and Whanganui DHB Health Needs Assessment 2015 

MidCentral DHB Māori Health Profile 2015 (Te Rōpū Rangahau Hauora a Eru Pōmare, 

University of Otago, Wellington, for the Ministry of Health) 
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8.2 GLOSSARY OF TERMS AND ABBREVIATIONS 
 

Term Meaning  

Activity  What an agency does to convert inputs to Outputs. 

Capability What an organisation needs (in terms of access to people, resources, systems, 

structures, culture and relationships), to efficiently deliver the outputs required to 

achieve the Government's goals. 

Crown agent A Crown entity that must give effect to government policy when directed by the 

responsible Minister. One of the three types of statutory entities (see also Crown 

entity; autonomous Crown entity and independent Crown entity) 

Crown entity A generic term for a diverse range of entities within one of the five categories referred 

to in section 7 of the Crown Entities Act 2004, namely: statutory entities, Crown entity 

companies, Crown entity subsidiaries, school boards of trustees, and tertiary 

education institutions.  

Crown entity subsidiary Companies incorporated under the Companies Act 1993 that are controlled by Crown 

entities, and that are:  (a) a subsidiary of another Crown entity under sections 5–8 of 

the Companies Act 1993; or (b) a multi-parent subsidiary of two or more Crown 

entities (section 7(1)(c) of the CE Act) 

Cost containment Reducing costs or cost growth in general, whether through improved efficiency, or 

other means, such as contract negotiation/consolidation, changes to budget 

management, changes in structure etc. 

Efficiency Reducing the cost of inputs relative to the value of outputs. 

Effectiveness The extent to which objectives are being achieved.  Effectiveness is determined by the 

relationship between an organisation and its external environment. Effectiveness 

indicators relate outputs to impacts and to outcomes. They can measure the steps 

along the way to achieving an overall objective or an outcome, and test whether 

outputs have the characteristics required for achieving a desired objective or 

government outcome.  

Financial Statements AP financial statements are forecast financial statements required to cover five years: 

prior year audited actual, current year forecast and three years’ plan.  

Impact Means the contribution made to an outcome by a specified set of goods and services 

(outputs), or actions, or both. It normally describes results that are directly attributable 

to the activity of an agency. For example, the change in the life expectancy of infants 

at birth and age one as a direct result of the increased uptake of immunisations.  

Impact measures Impact measures are attributed to agency (DHB) outputs in a credible way. Impact 

measures represent near-term results expected from the goods and services you 

deliver; can often be measured soon after delivery, promoting timely decisions; and 

may reveal specific ways in which managers can remedy performance shortfalls. 
(www.ssc.govt.nz/upload/downloadable_files/performance-measurement.pdf page 13) 

Input The resources such as labour, materials, money, people, and information technology 

used by departments to produce outputs, that will achieve the Government's stated 

outcomes. 

Intervention An action or activity intended to enhance outcomes or otherwise benefit an agency or 

group. 

Intervention logic model A framework for describing the relationships between resources, activities and results.  

It provides a common approach for integrating planning, implementation, evaluation 

and reporting.  Intervention logic also focuses on being accountable for what matters 

– impacts and outcomes  

(Refer to State Services Commission ‘Performance Measurement – Advice and 

examples on how to develop effective frameworks’    

Intermediate outcome See Outcome 

‘Living within our means’ Providing the expected level of outputs within a break-even budget or Ministry agreed 

deficit step toward break even by a specific time. 

Management systems The supporting systems and policies used by the DHB in conducting its business. 
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Multi-parent subsidiary A company (incorporated under the Act) is a multi-parent subsidiary if, under 

sections 5 to 8 of the Companies Act 1993,— 

(a) the company is not a subsidiary of any one Crown entity; but 

(b) if two or more Crown entities were treated as one entity (a combined entity), 

with their rights, entitlements, and interests in relation to the company taken 

together, the company would be a subsidiary of the combined entity (section 7(1 

& 2) of the CE Act) 

Measure A measure identifies the focus for measurement: it specifies what is to be measured. 

Objectives The use of this term recognises that not all outputs and activities are intended to 

achieve ‘outputs’. For example, increasing the take-up of programmes, improving the 

retention of key staff, improving performance, improving Governance, etc. are ‘internal 

to the organisation and enable the achievement of ‘outputs’. 

Outcome Outcomes are the impacts on or the consequences for, the community of the outputs 

or activities of government. In common usage, however, the term 'outcomes' is often 

used more generally to mean results, regardless of whether they are produced by 

government action or other means. An intermediate outcome is expected to lead to an 

end outcome, but, in itself, is not the desired result. An end outcome is the final result 

desired from delivering outputs. An output may have more than one end outcome, or 

several outputs may contribute to a single end outcome.  

Output agreement Output agreement/output plan - See Purchase Agreement  

An output agreement is to assist a Minister and a Crown entity (DHB) to clarify, align, 

and manage their respective expectations and responsibilities in relation to the 

funding and production of certain outputs, including the particular standards, terms, 

and conditions under which the Crown entity will deliver and be paid for the specified 

outputs. A responsible Minister may set standards, terms, and conditions in respect of 

certain classes of outputs (section 170 of the CE Act).   

Output classes An aggregation of outputs, or groups of similar outputs. Outputs can be grouped if they 

are of a similar nature. The output classes selected in your non-financial measures 

must also be reflected in your financial measures. 

Outputs Final goods and services, that is, they are supplied to someone outside a Crown Entity. 

They should not be confused with goods and services produced entirely for 

consumption within the DHB group (section 136(1)(a–c) of the CE Act). 

Ownership The Crown's core interests as 'owner' can be thought of as:  

Strategy – the Crown's interest is that each state sector organisation contributes to 

the public policy objectives recognised by the Crown.  

Capability – the Crown's interest is that each state sector organisation has, or is able 

to access, the appropriate combination of resources, systems and structures 

necessary to deliver the organisation's outputs to customer specified levels of 

performance on an ongoing basis into the future. 

Performance – the Crown's interest is that each organisation is delivering products 

and services (outputs) that achieve the intended results (outcomes), and that in doing 

so, each organisation complies with its legislative mandate and obligations, including 

those arising from the Crown's obligations under the Treaty of Waitangi, and operates 

fairly, ethically and responsively.   

Performance measures Selected measures must align with the DHB’s RSP and AP.  Four or five key outcomes 

with associated outputs for non-financial forecast service performance are considered 

adequate.  Appropriate measures should be selected and should consider quality, 

quantity, effectiveness and timeliness.  These measures should cover three years 

beginning with targets for the first financial year (2016/17) and show intended results 

for the three subsequent financial years. 

Priorities Statements of medium-term policy priorities. 

Productivity Increasing outputs relative to inputs (eg, either more outputs produced with the same 

inputs, or the same output produced using fewer inputs). 

Purchase agreement A purchase agreement is a documented arrangement between a Minister and a 

department, or other organisation, for the supply of outputs.   

Regional integration Regional integration refers to DHBs across geographical ‘regions’ for the purposes of 

planning and delivering services (clinical and non-clinical) together.  

http://www.learningstate.govt.nz/display/glossaryitem.asp?id=127
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Four regions exist.  

 Northern: Northland, Auckland, Waitemata and Counties Manukau DHBs 

 Midland: Bay of Plenty, Lakes, Tairawhiti, Taranaki and Waikato DHBs 

 Central: Capital & Coast, Hawke’s Bay, Hutt Valley, MidCentral, Wairarapa and 

Whanganui DHBs  

 Southern: Canterbury, Nelson Marlborough, South Canterbury, Southern and 

West Coast DHBs. 

A region for some clinical networks may vary slightly to the four regional groupings 

described above. For example, Central Cancer Network contains seven DHBs, with 

Taranaki DHB in addition to the Central Region DHBs. 

Results Sometimes used as a synonym for 'Outcomes'; sometimes to denote the degree to 

which an organisation successfully delivers its outputs; and sometimes with both 

meanings at once.  

Standards of Service 

Measures 

Measures of the quality of service to clients that focus on aspects such as client 

satisfaction with the way they are treated; comparison of current standards of service 

with past standards; and appropriateness of the standard of service to client needs.  

Statement of 

Performance 

Expectations (SPE) 

Government departments and Crown entities are required to include audited 

statements of objectives and statements of performance expectations with their 

financial statements. These statements report whether the organisation has met its 

service objectives for the year.  

Strategy  See Ownership. 

Sub-regional 

collaboration 

Sub-regional collaboration refers to DHBs working together in a smaller grouping to 

the regional grouping, typically in groupings of two or three DHBs and may be 

formalised with an agreement (eg, a Memorandum of Understanding). Examples of 

sub-regional collaboration include DHBs in the Auckland Metropolitan area, 

MidCentral and Whanganui DHBs (CentralAlliance), Capital & Coast, Hutt Valley and 

Wairarapa DHBs (3 DHBs) and Canterbury and West Coast DHBs. 

Targets Targets are agreed levels of performance to be achieved within a specified period of 

time. Targets are usually specified in terms of the actual quantitative results to be 

achieved or in terms of productivity, service volume, service-quality levels or cost-

effectiveness gains. Agencies are expected to assess progress and manage 

performance against targets. A target can also be in the form of a standard or a 

benchmark. 

Values  

 

The collectively shared principles that guide judgment about what is good and proper. 

The standards of integrity and conduct expected of public sector officials in concrete 

situations are often derived from a nation's core values, which, in turn, tend to be 

drawn from social norms, democratic principles and professional ethos.  

Value for money The assessment of benefits relative to cost, in determining whether specific current or 

future investments/expenditures are the best use of available resource. 

 

 

 

 

 

http://www.learningstate.govt.nz/display/glossaryitem.asp?id=113
http://www.learningstate.govt.nz/display/glossaryitem.asp?id=135
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8.3 FINANCIAL PERFORMANCE AND ACCOUNTING POLICIES 
 

8.3.1 MidCentral DHB Financial Statements 

 
 

Reconciliation between 2015/16 and 2016/17 Plans 

 

Statement of Comprehensive Income

MidCentral DHB

Actual Forecast Budget Budget Budget Budget

($'000s) 2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Revenue

Ministry of Health 512,343 523,483 539,854 551,325 563,040 575,004

Other Government 33,175 25,151 26,236 26,793 27,361 27,943

Patient / Consumer 540 584 596 609 622 635

Other 15,258 12,649 11,495 11,728 12,164 13,006

Inter-Provider 2,366 2,753 2,752 2,811 2,871 2,932

Inter-District Inflows 37,507 42,468 39,244 40,078 40,929 41,798

Revenue 601,189 607,089 620,177 633,344 646,987 661,318

% change 1.0% 2.2% 2.1% 2.2% 2.2%

less Expenditure

Personnel                     193,740 202,491 206,001 211,103 216,327 221,681

Outsourced Services           23,802 26,081 22,471 22,807 23,148 23,494

Clinical Supplies             52,455 52,707 51,403 52,173 52,956 53,750

Infrastructure & Non-Clinical 78,086 68,268 70,135 71,197 72,271 73,368

Financing Charges  14,331 13,960 13,852 14,059 14,270 14,483

External Provider Payments 188,394 192,713 200,862 204,731 209,305 213,581

Inter-District Payments 52,235 54,237 53,964 54,774 55,596 56,430

Corporate costs - - - - - -

603,043 610,455 618,688 630,844 643,873 656,787

% change 1.2% 1.3% 2.0% 2.1% 2.0%

Operating Surplus/(Deficit) (1,854) (3,366) 1,488 2,500 3,114 4,531

2016/17 Surplus from 2015/16 Plan
($000s)

2015/16 Plan 2,138

Increase  in Revenue 15,640

Additional Costs

Personnel                     2,921

Outsourced Services           3,200

Clinical Supplies             1,995

Infrastructure & Non-Clinical 1,244

External Provider Payments 7,807

Total Additional Costs 17,168

Reduced Costs

Financing Charges  641

Inter-District Payments 237

Total Reduced Costs 878

2016/17 Operating Surplus 1,488
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Summary of Revenue and Expenditure by Output Class:   

Output Class 

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20 

Revenue 
$000 

Expenditure 
$000 

Revenue 
$000 

Expenditure 
$000 

Revenue 
$000 

Expenditure 
$000 

Revenue 
$000 

Expenditure 
$000 

Revenue 
$000 

Expenditure 
$000 

Revenue 
$000 

Expenditure 
$000 

Prevention services 17,117 17,241 17,277 17,453 19,140 21,092 19,524 21,506 19,941 21,951 20,366 22,391 

Early detection and 
management 

114,133 116,816 115,200 118,252 117,731 123,111 120,091 125,530 122,655 128,122 125,274 130,692 

Intensive 
assessment and 
treatment 

336,650 336,942 339,798 341,083 352,733 346,607 359,802 353,417 367,487 360,716 375,333 367,951 

Rehabilitation and 
support 

130,730 132,044 131,952 133,667 129,260 127,878 131,851 130,390 134,667 133,083 137,542 135,753 

Funder surplus 2,559   2,862   1,313   2,077   2,238   2,803   

Total per 
Statement of 
Comprehensive 
Income 

601,189 603,043 607,089 610,455 620,177 618,688 633,344 630,844 646,987 643,873 661,318 656,787 

  

Statement of Financial Position

MidCentral DHB

Actual Forecast Budget Budget Budget Budget

($'000s) 2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Current Assets 81,722 53,613 54,467 72,834 74,741 77,255

Current Liabilities 71,135 69,082 81,582 69,082 84,081 81,578

Working Capital 10,587 (15,469) (27,115) 3,752 (9,340) (4,323)

Non current assets 195,986 218,209 218,210 201,710 202,283 203,664

Assets Employed 206,573 202,740 191,095 205,462 192,943 199,341

Non Current Liabilities 61,566 61,732 49,232 61,732 46,732 49,232

Equity 145,007 141,007 141,863 143,730 146,211 150,109

Funds Employed 206,573 202,739 191,095 205,462 192,943 199,341

Statement of Cashflows

MidCentral DHB

Actual Forecast Budget Budget Budget Budget

($'000's) 2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Total Receipts 592,753 601,489 618,264 646,012 659,996 659,279

Total Payments (584,571) (592,450) (598,897) (624,768) (637,740) (635,213)

Operating Cash flow 8,182 9,039 19,367 21,244 22,256 24,066

Investing Cashflow (16,826) (34,961) (15,324) 354 (17,077) (18,244)

Financing Cashflow (3,446) (3,096) (3,189) (3,231) (3,272) (3,308)

Net Capital Cashflow (20,272) (38,057) (18,513) (2,877) (20,349) (21,552)

Net Cashflow (12,090) (29,018) 854 18,367 1,907 2,514

Opening Cash 65,720 53,630 24,612 25,466 43,833 45,740

Closing Cash 53,630 24,612 25,466 43,833 45,740 48,254
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Statement of Debt & Equity

MidCentral DHB

Actual Forecast Budget Budget Budget Budget

($'000s) 2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Debt: 

   Facility Utilised: 

Term Debt 

   Ministry of Health 56,700 56,700 56,700 56,700 56,700 56,700

   EECA 749 854 854 854 854 854

57,449 57,554 57,554 57,554 57,554 57,554

   Facility Available: 

   Ministry of Health 56,700 56,700 56,700 56,700 56,700 56,700

   EECA 749 854 854 854 854 854

57,449 57,554 57,554 57,554 57,554 57,554

   Unused Facility - - - - - -

Equity:

Opening 145,431 145,007 141,007 141,863 143,730 146,211

Net Surplus/(Deficit) (1,854) (3,367) 1,488 2,500 3,114 4,531

Revaluation Reserve 1,328 - - - - -

Other movements 735 - - - - -

Equity Injection/(Repayment) (633) (633) (633) (633) (633) (633)

145,007 141,007 141,863 143,730 146,211 150,109

Statement of Changes in Equity

MidCentral DHB

Actual Forecast Budget Budget Budget Actual

($'000s) 2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Balance at 1 July 145,431 145,007 141,007 141,863 143,730 146,211

Total comprehensive income (1,854) (3,367) 1,488 2,500 3,114 4,531

Revaluation Reserve 1,328 - - - - -

Other movements 735 - - - - -

Equity Repayment (633) (633) (633) (633) (633) (633)

Balance at 30 June 145,007 141,007 141,863 143,730 146,211 150,109

Schedule of Lenders

Available Facility ($000s) 2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Ministry of Health

Loan Facility 56,700 56,700 56,700 56,700 56,700 56,700

EECA

Loan Facility 749 854 854 854 854 854

Total Facility 57,449 57,554 57,554 57,554 57,554 57,554
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Statement of Financial Performance

Provider

Actual Forecast Budget Budget Budget Budget

($'000s) 2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Revenue

Ministry of Health 27,153 32,119 30,869 31,524 32,194 32,878

Other Government 32,989 25,151 26,096 26,650 27,215 27,794

Patient / Consumer 540 584 596 609 622 635

Other 9,767 7,888 7,971 8,141 8,514 9,291

Inter-Provider 2,366 2,730 2,728 2,786 2,845 2,905

Internal 277,052 281,565 286,288 292,372 298,585 304,930

349,867 350,037 354,548 362,082 369,975 378,433

% change 0.0% 1.3% 2.1% 2.2% 2.3%

less Expenditure

Personnel                     188,706 194,535 195,535 200,426 205,437 210,574

Outsourced Services           22,820 25,028 20,961 21,274 21,592 21,915

Clinical Supplies             52,424 52,685 51,379 52,149 52,932 53,726

Infrastructure & Non-Clinical 72,275 64,584 66,619 67,633 68,658 69,703

Financing Charges  12,951 12,576 12,468 12,655 12,845 13,037

Corporate costs 6,000 6,004 7,411 7,522 7,635 7,750

355,176 355,412 354,373 361,659 369,099 376,705

% change 0.1% (0.3%) 2.1% 2.1% 2.1%

Operating Surplus/(Deficit) (5,309) (5,374) 175 423 876 1,728

Total Provider Division Revenue by Type

($000s)

MidCentral 

Health

Primary Health 

Nursing / 

Supportlinks Enable NZ Total

Funding Division 283,274 3,014 - 286,288

Clinical Training Agency 3,492 - - 3,492

Ministry of Health 18,028 - 9,349 27,377

Personal Health 12,992 - - 12,992

Public Health 4,204 - - 4,204

DSS 832 - 9,349 10,181

Other Government 13,748 148 14,928 28,824

Inter Provider Revenue 2,728 - - 2,728

Training Fees and Subsidies 384 - - 384

Accident Insurance 5,690 - 14,928 20,618

Other 4,946 148 - 5,094

Patient/Consumer Sourced 596 - - 596

Other Income 4,628 - 3,343 7,971

Total Revenue 323,766 3,162 27,620 354,548
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Statement of Financial Performance

Funder

Actual Forecast Budget Budget Budget Budget

($'000s) 2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Revenue

Ministry of Health 485,190 491,364 508,985 519,801 530,846 542,126

Inter-District Inflows 37,507 42,468 39,244 40,078 40,929 41,798

522,697 533,832 548,229 559,879 571,775 583,924

% change 2.1% 2.7% 2.1% 2.1% 2.1%

less Expenditure

Provider and Governance Divisions 279,509 284,021 292,090 298,297 304,636 311,110

External Providers 188,394 192,713 200,862 204,731 209,305 213,581

Inter-District Outflows 52,235 54,237 53,964 54,774 55,596 56,430

520,138 530,970 546,916 557,802 569,537 581,121

% change 2.1% 3.0% 2.0% 2.1% 2.0%

Operating Surplus/(Deficit) 2,559 2,862 1,313 2,077 2,238 2,803

Statement of Financial Performance

Governance

Actual Forecast Budget Budget Budget Budget

($'000s) 2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Revenue

Government 186 - 140 143 146 149

Other 5,491 4,762 3,524 3,587 3,650 3,715

Inter-Provider - 23 24 25 26 27

Internal 2,457 2,456 5,802 5,925 6,051 6,180

8,134 7,240 9,490 9,680 9,873 10,071

% change (11.0%) 31.1% 2.0% 2.0% 2.0%

less Expenditure

Personnel                     5,034 7,956 10,466 10,677 10,890 11,107

Outsourced Services           982 1,053 1,510 1,533 1,556 1,579

Clinical Supplies             31 22 24 24 24 24

Infrastructure & Non-Clinical 5,811 3,683 3,516 3,564 3,613 3,665

Financing Charges  1,380 1,384 1,384 1,404 1,425 1,446

Corporate costs (6,000) (6,004) (7,411) (7,522) (7,635) (7,750)

7,238 8,094 9,489 9,680 9,873 10,071

% change 11.8% 17.2% 2.0% 2.0% 2.0%

Operating Surplus/(Deficit) 896 (854) 0 0 0 0
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MidCentral District Health Board

Four Year Capital Expenditure Approval in Principle Programme  2017-2020

Budget  

2016/17 R
ep

la
ce

m
en

t 

N
ew

 In
ve

st
m

en
t 

Budget  

2017/18

Budget  

2018/19

Budget  

2019/20

Assets over $250k

ICT

e-Pharmacy 275 X

ICNet Infection Prevention 300 X

SQL farm 280 X

Fibre, Cabling, Cabinets & UPS 1,062 X 1,633

Service Desk Upgrade 0 X 310

National Oracle Solution (NOS) 0 X 500 1,500

Medication Mgt (e-Prescribing and e-Administration) 0 X 463 464

Hospital Operations Centre 518 X 222

RHIP Internal Assets (MDHB  Own Costs) 0 X 969 344

2,435 4,097 2,308 0

Commercial Support

Vinyl and carpet replacement 240 X 150

Fire systems upgrade 325 X

Fire penetration 693 X 550 500 500

Lift upgrades 350 X 200

Seismic work 1,100 X 1,400 1,400 1,000

Electrical infrastructure 2,800 X 2,800 2,800 2,800

Motor control upgrades 558 X 150

Emergency lighting 600 X 800 100

Energy efficient projects 309 X

Potential to defer timing -1,153 X 1,153

Lighting Upgrade 0 X 570 100

11KVA System Upgrade 0 X 250 250

Substations 1, 2 & 3 - Phase 2  0 X 2,500 2,500 2,500

Trane Chiller Replacement 0 X 700

Linac Plant Room 1&3 0 X 650

Portable Water Supply 0 X 250 250

Grey Water Upgrade 0 X 250 250

400v cabling 0 X 100 100

5,822 11,123 8,850 7,450

Clinical equipment

CAOH Project Assets 0 X 180

Med -Dispense (Balance Hospital wide) 0 X 800

Radiotheraphy Planning System (Monaco) 1,200 X

LA1 Replacement 0 X 3,200

LA4 Replacement 0 X 3,200

LA5 Replacement 0 X 3,200

Planning Workstation  Equipment 0 X 328 328

Ward 28 and ICU Monitoring System 0 X 578

Bed Replacement Programme 0 X 300 300 300

Orthopaedic Drill Replacements- 550 X

Mobile X-Ray Replacements 0 X 200

Image Intensifier Replacement 300 X

Ultrasound 0 X 300

X-Ray Rm 3 Replacement 0 X 350

2,050 4,858 5,206 3,500

Vehicle Replacements

School Dental Service 360 X 640

360 640 0 0

Investment Plan

PN Hospital Reconfiguration 500 X 1,000 tbc tbc

Emergency Department 1,800 X

Lanscape Project (Cath Lab DSA Machine ) 0 X 1,500

Mental Health Redevelopment (Ward 21) 500 X 2,000

2,800 3,000 0 1,500

Enable

Other Capital 605 500 500 500

605 500 500 500

Capital Investment Outside MDHB 

Investment In RHIP (Intangible Assets) 1,924 X 918

1,924 918 0 0

Assets under $250k 1,500 1,500 2,000 2,000

Total CAPEX 17,496 26,636 18,864 14,950

Funding Sources

Depreciation funding 17,237 18,100 18,500 18,900

EECA Loans  or Grants 259

Operating Surplus/Cash Reserves Used 0 8,536 364 -3,950

Total Funding 17,496 26,636 18,864 14,950
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8.3.2 MidCentral District Health Board Statement of Accounting Policies 

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 2015 (2014: nil). The group numbers are therefore the same as the parent 

numbers. 

The 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 2013, the Public Finance Act 1989, and the Crown Entities 

Act, 2004. 

MidCentral DHB has designated itself as a public benefit entity (PBE) for financial reporting purposes. 

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 22 September 2015. 

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). The financial statements have been prepared in accordance with Tier 1 PBE accounting standards. These 

financial statements are the first financial statements presented in accordance with the new PBE accounting standards. The 

material adjustments arising on transition are explained in Note 30. 

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 requires management to make judgments, 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 judgments 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. 

Judgments made by management in the application of PBE IPSAS 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 26. 

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.  
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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 PBE IPSAS 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. 

Summary of Significant Accounting Policies 

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. 

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 PBE IPSAS 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. 

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.  
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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. The intangible assets also include assets whereby they have a right to access share services provided using the assets 

funded. These relate to “B” shares held within Health Benefits Limited and Central Region TAS Ltd and are measured at cost, 

being the amount of funding contributed and will be measured at cost less accumulated amortisation (if required) 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 effective interest method, less any impairment. Interest income is 

recognised by applying the effective interest rate method. 
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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 20. 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 “other financial liabilities”. 

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 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 20. 

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. 
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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. 

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 as an expense in the financial year in which they are incurred. 

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 
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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 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. 

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. 

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 PBE IPSAS. 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) 
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The cost of service statements, as reported in the statement of service performance, report the net 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 

Accounting policies have been consistently applied unless otherwise stated. 

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

Amendments have been issued as part of a project to improve presentation and disclosure requirements under PPE IPSAS. 

These changes are unlikely to have a material impact on the financial statements and disclosures. 
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8.3.3 Allied Laundry Services Limited:   Statement of Accounting Policies 

 

Reporting Entity 

The financial Statements of Allied Laundry Services Limited have been prepared in accordance with the Companies Act 1993 

and the Financial Reporting Act 1993. The company qualifies for differential reporting as it is not publicly accountable and 

there is no separation between the owners and the governing body. The company has taken advantage of all differential 

reporting exemptions with the exception of FRS-10 Statement of Cash Flows. 

 

Statement of Compliance and Basis of Preparation 

The accounting principles recognised as appropriate for the measurement and reporting of the Statement of Financial 

Performance and Statement of Financial Position on a historical cost basis are followed by the company. The information is 

present in New Zealand dollars. All values are rounded to the nearest $. 

 

Specific Accounting Policies 

The following specific accounting policies which materially affect the measurement of the Statement of Financial Position have 

been applied: 

(a) Revenue 

Revenue comprises amounts received and receivable by the business for goods and services supplied in the ordinary 

course of business. Rebates are paid on throughput of sales by the DHB’s as approved by the board. 

(b) Expenses 

Expenses have been classified on their business function. 

(c) Inventories 

Inventories are recognised at lower of cost and net realisable value, determined on a first-in first-out basis. 

(d) Trade Receivables 

Trade Receivables are recognised at estimated realisable value. 

(e) Property, Plant & Equipment 

Depreciation is calculated at the maximum rates approved for taxation purposes. The rates are as follows: 

Linen  33% Straight Line 

Plant 10-40% Straight Line 

Office Equipment  18.6% Straight Line 

Work in progress is not depreciated. The total cost of a project is transferred to property and/or plant and equipment on 

its completion and then depreciated. 

(f) Leases 

Leases under which the entity assumes substantially all the risks and rewards incidental to ownership have been 

classified as finance leases and are capitalised. The assets and corresponding liability are recorded at inception of the 

lease at the fair value of the leased asset, at amounts equivalent to the discounted present value of the minimum lease 

payments including the residual values. 

Finance charges are apportioned over the terms of the respective leases using the rule of 78 method. 

Capitalised leased assets are depreciated over their expected lives in accordance with rates established for other similar 

assets of the entity. 

Operating lease payments are representative of the patterns of the benefits derived from the leased assets and 

accordingly are charged to the Statement of Financial Performance in the periods in which they occur. 

(g) Income Tax 

The company is exempt from income tax under Section 38 (2) of the Income Tax Act 2007. 

(h) Goods and Services Taxation 

Revenues and expenses have been recognised in the financial statements exclusive of GST except that irrecoverable GST 

input tax has been recognised in association with the expense to which it relates. All items in the Statement of Financial 

Position are stated exclusive of GST except for receivables and payables which are sated inclusive of GST. 

(i) Property, Plant and Equipment 

The cost of purchased assets is the value of consideration given to acquire the assets and the value of other directly 

attributable costs which have been incurred in bring the assets to the location and condition necessary for their intended 

service. Costs include financing costs that are directly attributable to the purchase of those assets. 
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(j) Impairment 

All items of property, plant and equipment are assessed for impairment at each reporting date. Where the carrying 

amount is assessed to be greater than its recoverable amount, the item is written down. The writedown is recognised in 

the Statement of Financial Performance. 

 

(k) Dividends Paid 

Dividends are paid by the company after reviewing the financial position and impact of the dividend on the solvency of 

the company. All dividends are approved by the Board before payment. 

(l) Provisions 

All provisions are recorded at the best estimate of the expenditure required to settle the obligation at balance sheet date. 

Where the effect is material, the expected expenditure is discounted to their present value using pre-tax discount rates. 

(m) 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 

Financial Performance. 

The following are definitions of the terms used in the Statement of Cash Flows: 

i. Cash is considered to be cash on hand, current accounts in banks, and other highly liquid investments in which the 

entity invest as part of its day to day cash management. Cash includes borrowings from financial institutions such 

as bank overdrafts, where such borrowings are at call and are used as part of the day to day cash management. 

ii. Investing activities are those activities relating to the acquisition, holding and disposal of fixed assets and of 

investments. Investments can include securities not falling within the definition of cash. 

iii. Financing activities are those activities which result in changes in the size and composition of the capital structure 

of the group. This includes both equity and debt not falling within the definition of cash. Dividends paid in relation to 

the capital structure are included in financing activities. 

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

v. The reconciliation of the surplus (deficit) after tax with the net cash flow from operating activities is set out in the 

Statement of Cash Flows. 

(n) Changes in Accounting Policies 

There have been no changes in accounting policies. All policies have been applied on a basis consistent with those from 

previous financial statements. 

 

 

8.3.4 Allied Laundry Services Limited:  Financial Statements 

 
 

 

 

 

Statement of Financial Performance
Allied Laundry Services Ltd Actual Forecast Budget

($'000's) 2014/15 2015/16 2016/17

Revenue 8,045 8,967 10,188

Expenditure

Processing 4,592 5,442 6,077

Service Items 1,848 2,285 2,732

Selling / Administration 460 428 451

Overhead Allocation 183 211 105

Total Linen Supply Expenditure 7,083 8,366 9,365

Linen Supply Surplus 962 601 823

Non-operating Expenditure 205 571 648

Net Surplus / (Deficit) 757 30 175
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Statement of Financial Position
Allied Laundry Services Ltd

($'000's) Actual Forecast Budget

2014/15 2015/16 2016/17

Current Assets 3,017 1,484 2,159

Current Liabilities 1,421 2,523 664

Working Capital 1,596 (1,039) 1,495

Non current assets 3,004 6,769 4,660

Assets Employed 4,600 5,730 6,155

Non Current Liabilities 0 0 0

Equity (4,600) (5,730) (6,155)

Funds Employed (4,600) (5,730) (6,155)

Statement of Cashflows
Allied Laundry Services Ltd

($'000's) Actual Forecast Budget

2014/15 2015/16 2016/17

Total Receipts 8,116 10,533 10,285

Total Payments (5,588) (7,089) (9,055)

Operating Cashflow 2,528 3,444 1,230

Investing Cashflow (868) (4,500) (60)

Financing Cashflow (293) (571) (648)

Net Cashflow 1,367 (1,627) 522

Opening Cash 582 1,949 322

Closing Cash 1,949 322 844
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8.4 MINISTER OF HEALTH’S LETTER OF APPROVAL 
 

 

 

 

Office of Hon Dr Jonathan Coleman 

Minister of  Health 

Minister for Sport and Recreation 
 

Member of Parliament for Northcote 

 
 

 

3 0 AUG 2016 

 
Mr Phil Sunderland 

Chairperson 

MidCentral District Health Board 

PO Box 2056 

PALMERSTON  NORTH 4440 

 
phillip.sunderland@midcentraldhb.govt.nz 

 
 

 
Dear Mr Sunderland 

 
MidCentral District Health Board 2016/17 Annual Plan 

 
This letter is to advise you I have approved and signed MidCentral District Health Board's 

(DHB's) 2016/17 Annual Plan for one year. 

 
I wish to emphasise how important Annual Plans are to ensure appropriate accountability 

arrangements are in place. I appreciate the significant work that  is involved  in preparing 

your Annual  Plan and thank you for your  effort. 

 
The Government is committed to improving the health of New Zealanders and continues to 

make significant investments in health services, including for electives initiatives.  In 

Budget 2016 Vote Health received an additional $2.2 billion over four years, demonstrating 

the Government's on-going commitment to protecting and growing our public health 

services. 

 
As you are aware, the  refresh of the  New Zealand  Health Strategy  is now complete  and  

the Strategy provides DHBs and the wider sector with  a  clear  strategic  direction  for  

delivery of health services to New Zealanders. I note  that  you  have  committed  to  the 

Health Strategy and its themes in your 2016/17 Annual Plan and  I look forward  to  seeing 

your progress throughout the year. In order to ensure that the Strategy is informing DHB 

planning, and  in order to  ensure value  and high performance throughout  the  health 

sector, I am considering changes to streamline  annual  plans in the future  and you will be 

engaged  in this process. 

 
Living Within our Means 
In order to assist the Government to remain in surplus in 2016/17, DHBs are required to 

budget and operate within allocated funding and to identify specific actions to improve 

year-on-year financial performance to live within their means. This includes seeking 

efficiency gains and improvements in purchasing, productivity and quality aspects of 

DHBs' operation and service delivery.  Additionally, improvements through national, 

regional and sub-regional initiatives must continue to be a key focus for all DHBs. 
 

 

 
Private Bag 18041, Parliament Buildings, Wellington 6160, New Zealand. Telephone 64 4 817 6818 Facsimile 64 4 817 6518
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I am pleased to see that your DHB is planning a surplus for 2016/17 and for the following three 

years. I expect that you will have contingencies in place, should you need them, to ensure that 

you achieve your planned net result for 2016/17. 

 
National Health Targets 

Your Annual Plan includes positive actions that will support health target performance for your 

population.    However, as you know, I am concerned about the pace of improvement in 

relation to the faster cancer treatment health target and remind you that this needs to be a 

particular focus of your service delivery, as does the improved access to elective surgery 

health target given the additional investment made in this area. 

 
As you are aware, the raising healthy kids health target was launched at the beginning of 

July 2016 and will see 95 percent of obese children identified in the B4 School Check 

programme offered a referral to a health professional for clinical assessment and family 

based nutrition, activity and lifestyle interventions by December 2017. I am pleased to 

note that your Annual Plan shows a clear plan for achievement of the target and I look 

forward to hearing of the progress made in your district. 

 
System Integration including Shifting Services 

As you are aware, DHBs are expected to continue focussing on integrated healthcare and to 

shift services closer to home in 2016/17, in line with one of the core Health Strategy themes of 

providing services and care closer to home.    The ability of DHBs to shift services is varied 

based on local need, context and scalability and can range from co locating outpatient clinics 

in the community, through to redesign of services. 

 
I understand that MidCentral DHB has committed to integrate district nursing with Integrated 

Family Health Centres, increase the number of Integrated Family Health Centres offering 

primary options for acute care (POAC) services, and implement three new POAC pathways.  I 

look forward to being advised of your progress with these throughout the year. If these 

activities trigger the service change protocols you will need to follow the normal service 

change process. 

 
Cross-government Initiatives and Collaboration 

Delivery of Better Public Services continues to be a key focus for the Government.  Of the ten 

whole-of-government key result areas, the health service is leading the following areas: 

• increased  infant immunisation 

• reduced  incidence of  rheumatic fever 

• reduced assaults on children. 

 
In addition to these areas, the health service has a significant role in supporting and 

contributing to other cross-agency work that will have significant impacts on health  outcomes, 

such as Reducing Unintended Teenage Pregnancy (as a sub-focus of the  Better Public 

Service Result One), Whanau Ora, the Children's  Action  Plan,  Healthy  Families New 

Zealand  and Youth  Mental Health. 

 
I note that you have included a clear focus and appropriate actions to demonstrate that you 

are working as one team to deliver  on  these  priorities  within  your  2016/17  Annual Plan. 

 
Annual Plan Approval 

My approval of your Annual Plan does not constitute acceptance of proposals for service 

changes that have not undergone review and agreement by the Ministry of Health.  Please 
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ensure that you advise the Ministry as early as possible of any proposals for service 
change that may require Ministerial approval.   Approval of the Plan also does not 
constitute approval of any capital business cases that have not been approved through 
the normal process. 
 
I would like to thank you, your staff, and your Board for your valuable contribution and 
continued commitment to delivering quality health care to your population, and wish you 
every success with the implementation of your 2016/17 Annual Plan.  I look forward to 
seeing your achievements, in particular in relation to IT programmes, mental health and 
the New Zealand Health Strategy. 
 
Please ensure that a copy of this letter is attached to the copy of your signed Annual 
Plan held by the Board and to all copies of the Annual Plan made available to the public. 
 

 
Yours sincerely 
 
 

 
Hon Dr Jonathan Coleman 

Minister of Health 
 

 
cc  Ms Kathryn Cook Chief Executive 

 MidCentral District Health Board PO Box 2056 

 PALMERSTON NORTH 4440 

 
kathryn.cook@midcentraldhb.govt.nz 
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“Quality Living – Healthy Lives – Well Communities” 

 
 

 

 

 

 

 

 

 


